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HEALTH  CARE  REFORM 

Women's  Health 


WEDNESDAY,  JANUARY  26,  1994 

House  of  Representatives, 
Committee  on  Energy  and  Commerce, 
Subcommittee  on  Health  and  the  Environment, 

Washington,  DC. 

The  subcommittee  met,  pursuant  to  notice  at  9:50  a.m.,  in  room 
2123,  Rayburn  House  Office  Building,  Hon.  Henry  A.  Waxman 
(chairman)  presiding. 

Mr.  Waxman.  Good  morning.  Today's  hearing  is  on  women's 
health  and  health  reform.  Since  women  make  up  almost  52  percent 
of  America,  it  could,  of  course,  be  said  that  all  health  issues  are 
women's  health  issues.  But  in  addition  to  their  general  health  care 
needs,  women  have  a  number  of  specific  needs  and  problems  that 
are  different  from  the  needs  and  problems  of  men  or  children. 

For  years,  this  entire  discussion  of  women's  health  was  occupied 
solely  by  debates  about  reproductive  health.  Women  were  viewed 
as  needing  family  planning  services,  abortion  services,  and  pre- 
natal care  and  whatever  men  needed.  Unfortunately,  these  repro- 
ductive health  needs  have  never  been  satisfactorily  addressed  and 
they  will  continue  to  be  an  issue  in  health  reform. 

But  fortunately,  the  Clinton  health  reform  plan  does  recognize 
that  women  have  other  specific  needs:  Women  need  mammography, 
they  need  Pap  smears,  they  need  long-term  care  for  themselves  and 
for  the  family  members  they  end  up  caring  for. 

Because  women  are  more  likely  to  be  caregivers  for  their  fami- 
lies, they  need  transportation  and  child  care  and  the  range  of  ena- 
bling services  that  turn  a  health  care  card  into  true  access.  And  be- 
cause women  are  more  likely  than  men  to  be  poor  and  less  likely 
to  be  privately  insured,  women  need  access  to  basic  services  re- 
gardless of  where  or  whether  they  are  employed. 

The  Clinton  health  care  plan  meets  these  needs.  It  does,  of 
course,  cover  all  reproductive  health  care  services,  including  a 
woman's  right  to  plan  her  pregnancy  and  receive  prenatal  and 
postnatal  services  and  to  terminate  her  pregnancy.  But  it  also  pro- 
vides clinical  prevention  services  for  breast  and  cervical  cancer 
screening.  It  provides  a  limited  long-term  care  benefit.  It  provides 
for  social  and  support  services  and  most  crucially  it  provides  uni- 
versal coverage  for  all  Americans. 

The  debate  about  health  reform  is  about  a  huge  segment  of  the 
economy,  about  numbers,  and  about  markets.  But  fundamentally  it 
is  a  debate  about  people,  and  most  of  the  American  people  are 
women.  In  that  vein,  it  is  not  possible  to  say  that  one  supports 
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women's  health  but  opposes  comprehensive  health  reform.  They  are 
interchangeable  and,  therefore,  it  makes  perfect  sense  that  the 
year  following  the  electoral  Year  of  the  Woman  should  be  the  politi- 
cal Year  of  Health  Reform. 

We  have  a  number  of  witnesses  to  testify  before  us  today.  We  are 
looking  forward  to  hearing  from  them  but  before  we  call  on  our  wit- 
nesses, I  want  to  recognize  members  of  the  subcommittee,  and  to 
start  off,  the  Ranking  Republican  of  this  subcommittee,  Mr.  Bliley. 

Mr.  Bliley.  Thank  you,  Mr.  Chairman.  Before  I  begin  my  re- 
marks about  the  subject  of  today's  hearing,  I  would  like  to  make 
some  general  comments  about  the  President's  threatened  veto  of 
any  health  care  bill  which  does  not  provide  universal  coverage  by, 
one,  nationalizing  the  American  health  care  system  under  the  con- 
trol of  Federal  bureaucrats;  two,  imposing  an  employer  mandate 
with  a  new  7.9  percent  payroll  tax;  three,  limiting  American's 
choice  of  physician  by  ultimately  placing  every  American  in  large 
HMO's;  four,  funding  a  large  part  of  the  expansion  of  coverage 
through  draconian  cuts  in  Medicare  and  Medicaid  which  will  de- 
stroy these  programs;  and,  five,  rationing  health  care  by  applying 
a  global  budget  and  price  controls  that  will  create  in  this  country 
a  tighter  spending  system  than  that  of  any  other  western  nation. 

As  we  begin  the  congressional  debate  about  health  care  reform, 
the  President's  threatened  veto  is  uncalled  for  and  deeply  disturb- 
ing. Rather  than  responsibly  attempting  to  establish  bipartisan  re- 
form which  will  fix  the  problems  in  the  insurance  marketplace  that 
the  President  himself  identified  in  his  speech,  such  as  preexisting 
conditions,  guaranteed  issue  and  renewability,  and  continuity  of  in- 
surance coverage,  he  would  rather  hold  out  for  a  nationalized  com- 
mand and  control,  one-size-flts-all  health  care  system  which  relies 
on  rationing  care  and  limiting  individual  choice. 

The  only  two  bills  which  meets  the  President's  criteria  are  his 
Health  Security  Act  and  the  McDermott  Canadian  single-payer  bill, 
and  we  know  that  our  Canadian  neighbors  had  to  shut  down  their 
hospitals  during  Christmas  for  3  weeks  because  the  government 
ran  out  of  money. 

The  President's  veto  threat  also  attempts  to  make  Republicans 
and  conservative  Democrats  irrelevant  in  this  debate.  Along  with 
many  of  my  colleagues  on  this  committee,  we  have  worked  over  2 
years  on  the  Republican  health  task  force  to  craft  H.R.  3080,  action 
now  which  addresses  insurance  and  malpractice  reform,  Medicaid 
reform  and  administrative  simplification. 

We  also  know  that  our  respected  colleague,  Mr.  Cooper,  has  been 
working  with  a  bipartisan  coalition  to  craft  a  managed  competition 
bill.  The  President's  message  to  all  who  believe  in  an  incremental 
approach  to  health  care  reform  is,  don't  bother  to  talk  to  us  be- 
cause I  am  vetoing  any  bill  which  does  not  immediately  nationalize 
the  system. 

Republicans  on  this  committee  find  that  unacceptable.  We  hope 
in  the  coming  weeks  to  work  with  Members  from  both  sides  of  trie 
aisle  on  a  health  care  reform  proposal  which  would  build  on  the 
strengths  of  the  current  system,  which  is  the  best  in  the  world,  and 
fix  only  the  problems  that  need  to  be  fixed.  If  the  President  wants 
to  ration  health  care,  limit  patient  choice,  create  new  payroll  and 
individual  taxes,  and  turn  the  American  health  care  system  into  a 


second  rate  one,  he  will  do  it,  but  not  without  a  fight  from  this  side 
of  the  aisle. 

Mr.  Chairman,  I  ask  unanimous  consent  to  revise  and  extend. 

Mr.  Waxman.  Without  objection,  that  will  be  ordered.  Thank  you 
very  much,  Mr.  Bliley. 

[The  prepared  statement  of  Mr.  Bliley  follows:] 

Statement  of  Hon.  Thomas  J.  Bliley 

Mr.  Chairman,  the  Clinton  health  care  bill  purports  to  provide  universal  coverage. 
I  agree  that  under  the  Clinton  bill  everyone  will  have  a  health  security  card."  But 
at  what  price?  Throughout  our  hearings  on  this  bill,  I  have  continually  pointed  out 
several  aspects  of  the  bill  which  lead  me  to  the  conclusion  that  the  Clinton  bill 
achieves  universal  coverage  only  through  the  rationing  of  care. 

First  we  have  the  consumer  price  index  (CPI)  premium  cap  which  would  create 
a  tighter  spending  control  system  than  that  of  any  other  western  nation.  We  know 
that  in  countries  like  Britain  and  Canada  that  price  controls  and  global  budgets 
lead  to  health  care  rationing.  On  Monday,  we  witnessed  ourselves  the  news  casts 
from  Canada  describing  the  hospital  closures  due  to  budget  shortfalls.  Yesterday, 
we  pointed  out  the  link  between  limiting  the  number  of  medical  specialists  and  the 
rationing  of  high-tech  specialty  care. 

And  once  again  today,  we  must  address  the  topic  of  rationing.  The  Clinton  bill 
provides  coverage  for  mammograms  and  Pap  smears.  However,  women  under  the 
age  of  50  are  not  eligible  for  mammography  coverage.  Yet  according  to  the  National 
Cancer  Institute,  breast  cancer  is  now  the  leading  cause  of  death  in  women  ages 
40-44. 

In  terms  of  Pap  smears,  the  Clinton  bill  only  provides  coverage  for  a  Pap  test  and 
pelvic  exam  every  3  years  with  certain  exceptions.  According  to  the  NCI,  the  inci- 
dence of  invasive  cervical  cancer  has  decreased  in  the  United  States  over  the  past 
several  years,  largely  due  to  early  detection  by  the  Pap  test.  However,  over  13,500 
American  women  are  expected  to  be  diagnosed  with  invasive  cervical  cancer  in  1992, 
and  an  estimated  4,400  will  die.  How  many  more  women  will  be  added  to  these 
numbers  because  the  cancer  was  not  detected  early? 

Not  only  will  many  women  be  diagnosed  in  more  advanced  stages  of  disease,  but 
due  to  the  price  controls  in  the  bill  breakthrough  treatments  may  be  unavailable 
to  them.  According  to  Professor  John  Lott  of  the  Wharton  School,  "For  drugs,  con- 
trols will  reduce  the  number  of  new  drugs,  with  the  resulting  loss  of  lives  those 
drugs  would  have  saved."  He  goes  on  to  say,  "Even  when  people  realize  that  controls 
are  preventing  new  drugs  from  being  developed,  it  will  be  very  difficult  to  remove 
these  controls. 

Evidence  of  how  right  Mr.  Lott  is  was  presented  recently  at  a  conference  spon- 
sored by  the  Congressional  Biotech  Caucus.  At  that  time  Dr.  Curd  from  Genentech 
stated  that  Genentech  is  on  the  verge  of  a  breakthrough  drug  for  breast  cancer  and 
that  research  on  this  drug  would  be  in  serious  jeopardy  if  the  Clinton  bill  passed 
primarily  because  of  the  price  controls. 

Now  I  would  like  to  turn  my  attention  to  the  inclusion  of  abortion  in  the  standard 
benefits  package.  Last  June  when  the  President  asked  some  of  us  for  our  input  and 
ideas  about  how  we  could  work  together  on  health  care  reform,  I  cautioned  the 
President  that  the  inclusion  of  abortion  could  derail  the  entire  reform  effort.  It  is 
extremely  disappointing  that  the  administration  made  a  decision  based  on  politics 
and  not  on  health  care.  Since  1980,  the  Supreme  Court  has  recognized  that  "Abor- 
tion is  inherently  different  from  other  medical  procedures."  We  know  that  abortions 
are  rarely  performed  for  medical  reasons.  It  is  extremely  disappointing  that  the  ad- 
ministration has  chosen  that  path. 

According  to  poll  after  poll  of  what  the  public  thinks  should  be  covered  by  a  basic 
benefit  package,  most  Americans  do  not  support  coverage  of  abortion.  Let  me  quote 
Gregg  Erlandson,  editor-in-chief  of  "Our  Sunday  Visitor",  the  Nation's  largest 
Catholic  publishing  house.  He  states  in  a  Wall  Street  Journal  editorial,  "However 
divided  the  country  may  be  about  whether  abortion  is  an  ethical  public  policy,  a  con- 
sensus has  emerged  on  the  matter  of  public  payment  for  abortion.  If  abortion  is  a 
choice,  it  is  a  private  choice,  and  payment  for  it  should  be  left  to  the  individual. 

The  Clinton  health  plan  forces  everyone  who  is  morally  opposed  to  abortion  to  pay 
for  it.  As  we  examine  the  administration  proposal,  the  American  people  must  not 
be  under  any  illusion  about  abortion  coverage.  The  administration  smokescreen  on 
abortion  hides  the  facts.  The  President  personally  told  the  American  people  that 
they  will  be  able  to  choose  plans  which  do  not  cover  abortions.  But  under  H.R.  3600, 
there  simply  will  not  be  any  such  plans  to  choose. 


Under  the  Clinton  bill  on  page  95,  "A  health  professional  or  a  health  facility  may 
not  be  required  to  provide  an  item  or  service  in  the  comprehensive  benefit  package 
if  the  professional  or  facility  objects  to  doing  so  on  the  basis  of  a  religious  belief  or 
moral  conviction."  So  a  Catholic  hospital  does  not  have  to  perform  abortions,  but  it 
must  purchase  a  health  insurance  plan  that  covers  abortion  and  it  must  pay  for  that 
coverage.  The  so-called  conscience  clause  does  not  apply  to  health  plans  so  abortion 
must  be  included  in  every  health  plan  offered.  Even  if  every  employee  of  that  same 
Catholic  hospital  was  opposed  to  abortion,  it  would  still  be  paying  for  abortions  be- 
cause of  the  tremendous  amount  of  cross-subsidies  in  the  Clinton  bill. 

From  a  public  financing  perspective,  the  Clinton  health  care  plan  represents  an 
enormous  expansion  for  the  public  payment  of  abortions.  According  to  a  1990  Amer- 
ican Journal  of  Public  Health  Survey,  only  seven  States  pay  for  abortion  on  demand. 
In  29  States,  public  financing  was  limited  to  the  rare  circumstances  in  which  the 
life  of  the  mother  was  threatened.  This  legislation  opens  the  floodgates  for  public 
financing  of  abortion  on  demand.  This  not  only  offends  the  consciences  of  millions 
of  the  living,  it  will  likely  mean  the  death  of  even  more  unborn  Americans. 

It  is  indeed  unfortunate  that  the  administration  has  placed  the  political  interests 
of  a  few  above  the  moral  reason  of  the  rest.  Given  the  restrictions  on  State  and  Fed- 
eral funding  for  abortions,  it  is  clear  that  the  majority  of  Americans  reject  funding 
for  abortion  on  demand.  The  inclusion  of  this  divisive  provision  confirms  the  fears 
of  many  of  us  that  H.R.  3600  is  more  about  government  power  than  it  is  about 
health  care. 

Over  the  years,  I  have  consistently  supported  increased  funding  of  maternal  and 
child  health  care  services  for  those  families  who  lack  sufficient  resources.  I  have  in- 
troduced my  own  legislation  and  have  supported  Members  on  both  sides  of  the  aisle 
to  ensure  that  no  women  would  be  faced  with  choosing  abortion  over  birth  because 
of  an  inability  to  pay  for  medical  care.  I  renew  my  pledge  to  close  the  gaps  in  our 
health  care  service  delivery  system.  But  there  is  not  reason  or  justification  that  gen- 
erations to  come  must  be  sacrificed  to  attain  that  goal. 

Mr.  Waxman.  I  want  to  recognize,  to  start  off,  the  opening  state- 
ments on  the  Democrat  side,  the  very  distinguished  Member  of 
Congress  from  the  State  of  Illinois,  and  chairman  of  one  of  our  sub- 
committees of  the  Energy  and  Commerce  Committee,  which  is  very 
much  involved  in  the  health  care  reform,  Mrs.  Cardiss  Collins. 

Mrs.  Collins.  Thank  you  very  much,  Mr.  Chairman.  I  want  to 
thank  you,  too,  for  inviting  me  to  accompany  your  subcommittee  for 
today's  hearing. 

The  subject  of  women's  health  has  been  near  and  dear  to  me  for 
many  years  and  never  has  it  held  our  attention  as  much  as  now. 
The  inadequacies  of  the  Nation's  health  care  delivery  system  are 
better  defined  than  ever  before,  and  the  research  that  has  scruti- 
nized the  status  of  women's  health  has  revealed  significant  short- 
comings. 

Due  to  the  national  sentiment  and  the  efforts  of  the  President 
and  the  Congress  to  pass  comprehensive  health  reforms  this  year, 
we  have  a  watershed  opportunity  to  make  wholesale  improvements 
in  the  health  of  America's  women  and,  through  prenatal  care,  fu- 
ture generations.  We  must  make  sure  that  1994  is  remembered  as 
a  landmark  year  when  Congress  answered  the  call  of  our  mothers, 
sisters,  wives,  and  daughters  by  doing  all  that  it  could  do  rather 
than  surrender  success  to  politics  as  usual. 

Over  the  years,  I  have  been  devoted  to  enhancing  women's  health 
in  a  variety  of  spheres.  I  was  appalled  that  the  Medicaid  and  Medi- 
care programs  failed  to  provide  their  recipients  with  coverage  for 
mammograms  and  Pap  smears  for  the  early  detection  of  cancer, 
and  I  set  about  to  rectify  that.  Although  these  programs  have  im- 
proved with  respect  to  coverage  of  these  tests  for  diagnostic  pur- 
poses, they  sometimes  suffer  from  a  failure  to  cover  them  as  pre- 
ventive screenings. 


Considering  that  there  are,  for  example,  an  estimated  8,700  new 
cases  of  breast  cancer  each  year  in  Illinois  alone,  and  approxi- 
mately 2,200  Illinois  women  are  expected  to  die  from  this  disease 
this  year,  we  must  recognize  the  value  of  these  tests  as  preventive 
screenings  and  institutionalize  coverage  of  them. 

Other  measures  that  have  been  of  great  concern  to  me  over  the 
years  have  included  a  greater  role  for  nurses  in  the  health  care  de- 
livery network,  an  expansion  of  research  and  funding  for  research 
on  women's  health,  appropriate  inclusion  for  women  in  clinical 
drug  trials,  and  the  continued  expansion  of  all  reproductive  health 
services  for  all  women.  We  have  come  a  long  way,  but,  unfortu- 
nately, there  remains  a  lot  of  ground  to  cover  still.  Once  again, 
1994  offers  a  unique  chance  to  embrace  long  overdue  solutions. 

First  and  most  importantly,  the  President's  emphasis  on  univer- 
sal coverage  is  especially  crucial  for  women.  Today's  voluntary,  em- 
ployer-based system  of  health  coverage  is  disadvantageous  for  part- 
time  and  temporary  workers  and  employees  of  small  businesses  are 
commonly  uninsured  or  underinsured. 

Women  are  disproportionately  affected  by  these  gaps.  For  exam- 
ple, roughly  %  of  all  part-time  workers  are  women  and  only  about 
25  percent  of  women  who  work  for  companies  with  less  than  25 
employees  have  employer-based  health  insurance.  Certain  types  of 
businesses,  many  of  which  hire  women  more  often  than  not,  are 
even  less  likely  to  contribute  to  health  benefits  for  their  employees. 

All  of  these  and  other  coverage  deficiencies  especially  hurt  poor 
working  and  non working  women,  and  I  will  not  let  them  be  forgot- 
ten in  the  course  of  health  care  reform. 

Second,  it  is  imperative  that  the  coverage  that  women  do  have 
is  sufficient  in  light  of  our  distinct  health  needs.  Early  detection 
screenings,  such  as  mammograms  and  Pap  smears,  must  be  fully 
covered  for  all  women  in  the  age  groups  that  are  most  susceptible 
to  breast,  cervical  and  uterine  cancers. 

The  full  range  of  reproductive  health  care,  including  prenatal, 
postnatal,  well-baby  and  family  planning  services,  must  be  covered 
for  all  women  regardless  of  employment,  income,  or  other  factors. 

It  has  been  shown  that  babies  born  to  mothers  without  health  in- 
surance are  30  percent  more  likely  to  die  or  to  be  seriously  ill  than 
those  whose  mothers  have  not.  There  is  simply  no  acceptable  jus- 
tification for  perpetuating  this  disparity.  The  economic  con- 
sequences of  this  contrast  are  also  compelling,  as  each  low  birth 
weight  baby  costs  our  health  care  system  an  additional  $14,000  to 
$30,000  beyond  the  costs  associated  with  healthy  babies. 

In  addition,  access  to  as  broad  a  range  of  providers  and  medical 
facilities  as  possible  should  be  assured,  so  as  to  increase  the  num- 
ber of  caregivers  and  make  preventive  and  other  health  services 
convenient  enough  to  facilitate  their  use. 

Full  information  must  be  provided  to  women  about  their  health 
care  decisions  in  order  to  enable  women  to  give  an  informed  con- 
sent and  avoid  tragedies  such  as  occurred  with  regard  to  breast  im- 
plants. Health  education,  wellness  programs,  and  data  on  health 
and  illness  should  be  promoted  and  made  as  widely  available  as 
practical. 

All  in  all,  Mr.  Chairman,  the  agenda  for  the  improvement  of 
American  women's  health  is  long.  That  is  due  to  an  inadequate  de- 
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gree  of  attention  that  these  issues  have  received  in  recent  years, 
but  it  is  that  much  more  imperative  that  the  needs  be  satisfied  in 
the  short  term. 

I  am  optimistic  that  we  can  unite  to  advance  the  health  of  our 
mothers,  wives,  sisters,  and  daughters  for  generations  to  come 
through  1994's  landmark  legislation  on  health  reform.  I  will  look 
forward  to  support  for  these  concerns  from  all  of  my  colleagues,  Mr. 
Chairman.  And  in  the  interest  of  saving  time,  I  ask  unanimous 
consent  that  my  entire  statement  be  made  a  part  of  the  record,  and 
I,  again,  thank  you,  Mr.  Chairman,  for  inviting  me  to  be  a  part  of 
this  hearing  and  yield  back  the  balance  of  any  time  that  I  might 
have. 

Mr.  Waxman.  Thank  you  very  much,  Mrs.  Collins. 

[The  opening  statement  of  Mrs.  Collins  follows:] 

Statement  of  Hon.  Cardiss  Collins 

Thank  you,  Mr.  Chairman,  for  inviting  me  to  accompany  your  subcommittee  for 
todays  hearing. 

The  subject  of  women's  health  has  been  near  and  dear  to  me  for  many  years  and 
has  been  the  focus  of  many  of  my  efforts.  Yet,  in  my  20  years  of  service  in  the  House 
of  Representatives,  never  before  has  it  impelled  our  attention  as  much  as  it  does 
now.  The  timeliness  of  this  subject  is  partly  because  the  inadequacies  in  our  Na- 
tion's health  care  delivery  system  are  better  defined  than  ever  before,  and  the  re- 
search that  has  scrutinized  the  status  of  women's  health  has  revealed  significant 
shortcomings.  At  the  same  time,  this  subject  is  also  timely  because  of  the  national 
sentiment  and  the  efforts  of  the  President  and  Congress  to  pass  comprehensive 
health  reforms  this  year.  As  a  result,  we  have  a  watershed  opportunity  to  make 
wholesale  improvements  in  the  health  of  America's  women  ana,  through  prenatal 
care,  the  health  of  future  generations.  We  must  make  sure  that  1994  is  remembered 
as  a  landmark  year  when  Congress  answered  the  call  of  our  mothers,  sisters,  wives, 
and  daughters  by  doing  all  that  it  could  do,  rather  than  surrender  success  to  politics 
as  usual. 

Over  the  years,  I  have  been  devoted  to  enhancing  women's  health  in  a  variety  of 
spheres.  I  was  appalled  that  the  Medicaid  program  failed  to  provide  its  recipients 
with  coverage  for  mammograms  and  PaD  smears  for  the  early  detection  of  cancer, 
and  I  set  about  to  rectify  that.  Although  Medicaid  has  improved  with  respect  to  cov- 
erage of  these  tests  for  diagnostic  purposes,  it  still  suffers  from  a  failure  to  cover 
them  as  preventive  screenings.  The  distinction  between  diagnosis  and  prevention  is 
an  important  one.  By  only  covering  visits  on  a  diagnosis  basis,  we  are  inhibiting 
many  poor  women  from  going  to  their  doctors  for  Pap  smears  and  mammograms  on 
a  regular  basis,  as  suggested  by  the  guidelines  established  by  the  American  Cancer 
Society  and  the  American  College  of  Obstetricians  and  Gynecologists.  African-Amer- 
ican women  who  are  Medicaid  recipients  are  particularly  disadvantaged  by  this 
Medicaid  policy  because,  although  they  have  a  lower  incidence  of  breast  cancer, 
studies  show  that  African-American  women  are  more  likely  to  die  from  this  disease 
due  to  receiving  fewer  mammograms  and,  therefore,  not  detecting  the  disease  until 
it  is  in  its  more  advanced  stages.  You  can  be  sure  that  a  chief  reason  that  they  do 
not  receive  these  important  screening  tests  more  regularly  is  that  they  cannot  afford 
them. 

Considering  that,  for  example,  there  are  an  estimated  8,700  new  cases  of  breast 
cancer  each  year  in  Illinois  alone,  and  approximately  2,200  Illinois  women  were  ex- 
pected to  die  from  this  disease  last  year,  we  must  recognize  the  value  of  these  tests 
as  preventive  screenings  and  institutionalize  coverage  of  them.  To  bring  additional 
attention  to  the  need  to  facilitate  the  access  of  women  to  regular  mammograms,  I 
have  sponsored  a  resolution  to  declare  October  "National  Breast  Cancer  Awareness 
Month  for  each  of  the  past  4  years.  Also,  I  am  very  pleased  that  last  year's  reau- 
thorization of  the  National  Institutes  of  Health  included  a  greater  emphasis  on  this 
disease. 

Other  measures  of  great  concern  to  me  over  the  years  have  included  efforts  to  ex- 
pand the  role  of  nurses  in  the  health  care  delivery  network,  including  reliance  on 
RN's  as  first  assistants  at  surgery  as  well  as  all  specialized  nurses  for  their  areas 
of  expertise.  I  have  been  an  advocate  for  increases  in  funding  for  research  on  all 
aspects  women's  health,  including  both  those  diseases  or  conditions  that  are  unique 
to  women  and  those  which  simply  require  different  treatments  or  interventions  for 


women.  The  appropriate  inclusion  of  women  in  clinical  drug  trials  has  become  im- 
portant more  recently,  as  we  have  learned  that  many  drugs  and  devices  failed  to 
take  into  consideration  the  unique  needs  and  responses  of  women.  And,  of  course, 
I  have  been  a  very  long,  dedicated  and  steadfast  supporter  of  the  continued  expan- 
sion of  all  reproductive  health  services  for  all  women.  We  have  come  a  long  way, 
but,  unfortunately,  there  remains  a  lot  of  ground  to  cover.  Once  again,  1994  offers 
a  unique  chance  to  embrace  long-overdue  solutions. 

With  regard  to  changes  which  we  must  strive  to  effectuate  in  1994,  first  and  most 
importantly,  the  President's  emphasis  on  universal  coverage  is  especially  crucial  for 
women.  Today's  voluntary,  employer-based  system  of  health  coverage  is  disadvanta- 
geous for  part-time  and  temporary  workers  because  they  are  the  most  likely  workers 
to  be  excluded  from  their  employers'  health  care  programs.  In  addition,  employees 
of  small  businesses  are  commonly  uninsured  or  underinsured,  as  their  employers 
are  the  most  likely  employers  to  offer  only  barebones  coverage  with  high  deductibles 
or  simply  skip  it  altogether. 

Women  are  disproportionately  affected  by  these  gaps.  For  example,  roughly  %  of 
all  part-time  workers  are  women,  and  only  about  25  percent  of  women  who  work 
for  companies  with  less  than  25  employees  have  employer-based  health  insurance. 
Certain  types  of  businesses,  such  as  those  engaged  in  sales,  and  household  serv- 
ices^— many  of  which  more  often  hire  women  than  men — are  even  less  likely  to  con- 
tribute to  health  benefits  for  their  employees.  All  of  these  and  other  coverage  defi- 
ciencies especially  hurt  poorer  working  and  non-working  women,  and  I  will  not  let 
them  be  forgotten  in  the  course  of  health  care  reform. 

Second,  it  is  imperative  that  the  coverage  that  women  do  have  is  sufficient  in 
light  of  our  distinct  health  needs.  Early  detection  screenings,  such  as  mammograms 
and  Pap  smears,  must  be  fully  covered  for  all  women  in  the  age  groups  that  are 
most  susceptible  to  breast,  cervical  and  uterine  cancers,  as  I  discussed  earlier. 

The  full  range  of  reproductive  health  care — including  prenatal,  post-natal,  well- 
baby  and  family  planning  services — must  be  covered  for  all  women,  regardless  of 
employment,  income,  or  any  other  factors.  This  is  an  area  where  it  is  especially  im- 
portant that  pontification  give  way  to  strictly  health-based  considerations.  It  has 
been  shown  that  babies  born  to  mothers  without  health  insurance  are  30  percent 
more  likely  to  die  or  be  seriously  ill  than  those  whose  mothers  do  have  it.  There 
is  simply  no  acceptable  justification  for  perpetuating  this  disparity.  The  economic 
consequences  of  this  contrast  are  also  compelling,  as  each  low  birthweight  baby 
costs  our  health  care  system  an  additional  $14,000  to  $30,000  beyond  the  costs  asso- 
ciated with  healthy  babies. 

In  addition,  access  to  as  broad  a  range  of  providers  and  medical  facilities  as  pos- 
sible should  be  assured,  so  as  to  increase  the  number  of  caregivers  and  make  pre- 
ventive and  other  health  services  convenient  enough  to  facilitate  their  use.  Full  in- 
formation must  be  provided  to  women  about  their  health  care  decisions  in  order  to 
enable  women  to  give  an  informed  consent  and  avoid  tragedies  such  as  occurred 
with  regard  to  breast  implants.  Health  education,  wellness  programs,  and  data  on 
health  and  illness  should  be  promoted  and  made  as  widely  available  as  practicable. 

All  in  all,  Mr.  Chairman,  the  agenda  for  the  improvement  of  American  women's 
health  is  long.  Due  to  the  inadequate  degree  of  attention  that  these  issues  have  re- 
ceived in  recent  years,  it  is  that  much  more  imperative  that  the  needs  be  satisfied 
in  the  short  run.  I  am  optimistic  that,  through  1994's  landmark  legislation  on 
health  reform,  we  can  unite  to  advance  the  health  of  our  mothers,  wives,  sisters, 
and  daughters  for  generations  to  come.  I  look  forward  to  support  for  these  concerns 
from  all  of  my  colleagues  and  I  thank  you  again,  Mr.  Chairman,  for  inviting  me  to 
take  part  in  this  hearing. 

Mr.  Waxman.  I  am  pleased  now  to  recognize  the  Ranking  Repub- 
lican of  the  full  Energy  and  Commerce  Committee,  Mr.  Moorhead. 

Mr.  Moorhead.  Well,  thank  you,  Mr.  Chairman. 

Today's  hearing  focuses  on  the  impact  of  the  Clinton  health  plan 
on  women's  health.  Again,  I  must  express  my  concern  that  the  ad- 
ministration's plan  is  promising  things  it  cannot  deliver.  The 
health  of  women  in  America  is  not  going  to  be  helped  by  a  plan 
that  ultimately  rations  care  and  destroys  the  ability  of  the  pharma- 
ceutical and  biotechnical  industries  to  pursue  innovative  new 
therapies. 

I  strongly  support  research  and  everything  that  can  be  done  to 
develop  answers  to  women's  health  problems.  I  strongly  support 
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availability  of  Pap  smears  and  mammograms,  prenatal  and  post- 
natal care  for  women.  Most  of  us  who  are  married  are  very  con- 
cerned about  what  can  happen  to  our  wives  and  we  want  all  the 
research  done  that  can  find  answers  to  these  serious  problems  of 
breast  cancer  and  uterine  cancer  and  the  other  things  that  our 
friend's  wives  and  others  are  getting  that  destroys  their  lives. 

I  must,  however,  take  exception  to  including  voluntary  abortions 
in  the  basic  benefit  package.  Obviously,  this  is  one  item  that  could 
not  be  passed  on  its  own.  According  to  poll  after  poll,  Americans 
do  not  support  Federal  payments  for  abortion.  For  example,  The 
New  York  Times  CBS  poll  in  April  1993  found  that  only  23  percent 
said  it  should  cover  abortion,  while  72  percent  said  that  these  costs 
should  be  paid  directly  by  the  woman. 

An  ABC  Washington  Post  poll  in  July  1992  found  that  63  percent 
of  those  earning  less  than  $15,000  a  year  opposed  Federal  funding 
of  abortion.  An  NBC  poll  in  September  1993  found  that  52  percent 
of  those  polled  felt  that  health  care  reform  should  not  include  cov- 
erage for  abortions. 

I  think  that  this  money  that  is  going  to  have  to  be  paid  for  abor- 
tion will  come  out  of  the  funds  to  be  used  for  other  kinds  of  re- 
search to  help  women  and  others  get  quality  health  care.  I  think 
it  is  a  mistake  to  have  this  extra  burden  to  the  health  care  pro- 
gram and  to  this  bill  as  it  struggles  through  the  Congress.  I  totally 
associate  myself  with  the  comments  of  the  gentleman  from  Rich- 
mond. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you,  Mr.  Moorhead. 

Mr.  Wyden. 

Mr.  Wyden.  Thank  you  very  much,  Mr.  Chairman.  I  want  to 
commend  you  for  all  the  leadership  you  have  shown  on  this  issue 
over  the  many  years,  and  also  say  I  look  forward  to  our  quartet  of 
colleagues  that  have  been  out  there  on  the  front  lines  fighting  for 
many  years. 

Mr.  Chairman,  let  me,  if  I  might,  make  three  points.  This  com- 
mittee will  be  the  first  in  the  Congress  on  either  side  of  the  Capitol 
to  go  on  record  on  the  critical  issue  of  whether  abortion  should  be 
in  the  basic  benefit  package  under  national  health  reform.  I  think 
it  is  absolutely  critical  abortion  be  in  that  basic  benefit  package  be- 
cause the  fact  is  if  it  is  not,  we  will  be  retreating  from  the  rights 
women  now  have  under  the  law. 

The  fact  of  the  matter  is  that  abortion  is  legal  in  our  country. 
The  fact  of  the  matter  is  that  abortion  is  covered  for  millions  of 
women  under  private  health  insurance,  and  if  it  is  not  in  the  basic 
benefit  package,  we  will  be  retreating  in  this  Congress  from  the 
rights  women  now  have  under  the  law. 

Toward  the  end  of  making  sure  that  abortion  is  covered,  Con- 
gresswoman  Collins,  who  has  been  working  hard  with  us,  and  a 
very  able  woman  on  the  committee,  and  I,  are  circulating  a  letter 
that  I  invite  all  members  of  this  committee  to  join  with  us  in  sign- 
ing to  the  President  urging  that  abortion  coverage  be  kept  in  this 
legislation.  Since  this  committee  is  the  first  to  go  on  record  on  this 
issue,  the  fight  to  make  sure  that  this  important  benefit  is  included 
really  starts  right  in  this  room. 


The  second  point  that  I  would  make,  Mr.  Chairman,  deals  with 
the  importance  of  contraceptive  pricing  for  women.  I  would  like  to 
show  my  colleagues  one  of  the  promising  contraceptives:  Norplant. 
This  drug  was  developed  to  a  great  extent  with  taxpayer  money. 
But  right  now  in  the  United  States  it  costs  $365,  while  overseas 
it  costs  about  $23.  The  fact  is  the  taxpayer  subsidized  the  develop- 
ment of  Norplant.  We  now  spend  $4.5  million  through  foreign  as- 
sistance so  that  women  overseas  can  get  Norplant,  while  women 
wait  in  line  for  this  contraceptive  in  our  country. 

Recently  we  asked  Wyeth  if  at  a  minimum — and  Wyeth  is  the 
maker  of  this  drug — they  could  give  a  discount  to  the  public  clinics. 
Wyeth  said,  and  I  quote,  "If  the  drug  came  to  be  simply  seen  as 
a  product  for  public  sector  clinics  and  low-income  users,  we  knew 
it  would  not  be  well-accepted."  So,  in  effect,  what  you  are  seeing 
is  drug  companies  in  this  country  taking  taxpayer  money  and  then 
price  gouging  public  programs  like  our  family  planning  programs 
because  they  are  afraid  that  affluent  women  would  not  use  it. 

So  we  have  to  make  sure  in  this  national  health  bill  that  the 
pricing  of  contraceptives  for  women,  and  of  course  contraceptives 
are  key  to  reducing  abortions,  is  done  fairly. 

Mr.  Chairman,  I  look  forward  to  working  with  our  colleagues  and 
thank  you  for  the  chance  to  participate. 

Mr.  Waxman.  Thank  you,  Mr.  Wyden. 

Mr.  Greenwood  do  you  want  to  give  an  opening  statement? 

Mr.  Greenwood.  No,  thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Mr.  Towns,  an  opening  statement? 

Mr.  Towns.  Yes,  thank  you  very  much,  Mr.  Chairman. 

Let  me  begin  by  saying  that  I  really  appreciate  the  leadership 
that  you  have  shown  in  this  area,  and  I  look  forward  to  working 
with  you  in  terms  of  hammering  out  some  legislation  that  we  will 
all  be  proud  of  at  the  end.  I  will  be  brief  because  I  am  anxious  to 
hear  my  colleagues. 

A  variety  of  health  care  groups,  from  the  Black  Women's  Health 
Project  to  the  American  College  of  Obstetricians  and  Gynecologists, 
have  called  for  basic  health  coverage  for  women  that  include  the 
following:  annual  pelvic  exams;  gynecological  visits  with  no  age 
limitations;  annual  clinical  breast  examinations  with  no  age  limita- 
tions; Pap  test  coverage  annually,  except  for  women  who  have  neg- 
ative tests  for  3  years  consecutively,  with  no  age  limitations;  mam- 
mograms every  2  years  for  women  between  40  and  49  and  annually 
for  women  over  50;  reproductive  rights,  including  abortion. 

This  list  is,  in  my  mind,  basic  health  care  for  women.  We  cannot 
provide  any  less.  When  we  talk  about  health  care  reform,  the  objec- 
tive is  to  improve  health  services  for  all  Americans.  Let  us  not  be 
confused.  Reform  is  not  just  cutting  costs,  it  is  about  providing  bet- 
ter health  care  for  all  Americans. 

Indeed,  the  easy  part  is  to  cut  costs.  All  you  have  to  do  is  just 
eliminate  a  Pap  smear  over  there,  eliminate  a  pelvic  exam  over 
there  and  a  few  more  over  here,  and  eliminate  mammographies  for 
women  under  50  and  just  keep  eliminating  and  of  course  you  will 
be  able  to  save  costs.  But  at  the  same  time  you  would  be  able  to 
destroy  a  lot  of  people,  and  I  think  that  is  not  the  way  we  want 
to  go. 
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But  then  what  kind  of  improved  health  care  are  we  providing  the 
women  of  America?  I  think  that  is  the  real  question.  Without  mam- 
mography coverage,  what  form  of  early  detection  are  we  providing 
next  year's  12,000  women  under  50  who  will  contract  breast  can- 
cer? What  about  black  and  Hispanic-American  women  under  50 
who  are  dying  at  increasing  rates  from  breast  cancer?  How  can  we 
eliminate  the  most  effective  early  detection  technique  available  to 
these  women  when  breast  cancer  is  the  number  one  cancer  causing 
death  for  African-American  women  under  50  years  old?  I  am  talk- 
ing about  the  survival  of  women  in  this  country. 

The  National  Cancer  Institute — I  have  a  chart  here  published  by 
the  National  Cancer  Institute  that  shows  the  difference  in  size  be- 
tween a  lump  detected  by  routine  mammography  and  a  routine 
breast  self-exam.  The  difference  in  the  screening  techniques  is  as- 
tonishing. Early  detection  through  mammography  actually  makes  a 
difference. 

Let  me  show  this.  This  you  cannot  probably  see,  but  let  me  show 
you  this  one  you  can  see.  Average  size  lump  found  by  getting  regu- 
lar mammograms  is  this  size.  Average  size  lump  found  by  first 
mammogram  is  this  size.  Average  size  lump  found  by  women  prac- 
ticing regular  breast  self-examination  is  this  size.  Average  size 
lump  found  by  women  practicing  occasional  examination  is  this 
size.  I  think  that  is  very,  very,  very  significant. 

In  real  terms  there  is  a  difference  between  being  able  to  find  a 
raisin  and  a  golf  ball.  That  is  the  difference.  And  for  people  to  sort 
of  like  pass  this  off  and  not  pay  attention  to  this,  to  me,  is  very 
disturbing.  If  we  eliminate  early  detection  for  young  women,  we 
put  the  lives  of  these  women  at  an  increased  risk. 

I  represent  a  district  that  is  predominantly  Hispanic  and  Afri- 
can-American, and  I  cannot  sit  here  and  allow  the  future  health  of 
American  women  to  be  jeopardized  simply  to  generate  increased 
health  care  cost  savings.  This  is  the  wrong  way  to  go,  and  I  hope 
that  if  we  are  talking  about  serious  health  care  reform  we  will  talk 
about  putting  forth  a  program  that  will  save  lives,  not  destroy 
lives. 

Thank  you  very  much,  Mr.  Chairman,  and  I  yield  back  the  bal- 
ance of  my  time. 

Mr.  Waxman.  Thank  you,  Mr.  Towns. 

Mr.  Kreidler. 

Mr.  Kreidler.  Thank  you,  Mr.  Chairman.  I  would  just  like  to 
add  my  strong  support  for  the  committee's  work  to  ensure  that  re- 
productive health  rights  are  part  of  the  rights  that  are  recognized 
and  included  in  the  health  benefits  package  of  the  reform  bill  that 
I  trust  we  produce  on  the  4th  of  March. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you,  Mr.  Kreidler. 

Mr.  Brown. 

Mr.  Brown.  No  opening  statement,  Mr.  Chairman.  Thank  you. 

Mr.  Waxman.  Mr.  Cooper. 

Mr.  Cooper.  Thank  you,  Mr.  Chairman.  I  appreciate  your  leader- 
ship on  a  whole  range  of  issues  but  especially  in  the  health  care 
area. 

I  would  like  to  clarify  for  a  moment  what  is  in  the  bill,  H.R. 
3222,  the  so-called  Cooper-Grandy/Breaux-Durenberger  bill.  We  felt 
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for  some  time  there  was  a  fundamentally  procedural  question  as  to 
how  Congress  should  deal  with  the  definition  of  a  basic  benefits 
package.  And  while  it  is  tempting  and  there  are  many  positive  ar- 
guments to  say  we  should  specify  a  specific  package,  66  pages  long, 
100  pages  long,  whatever,  we  are  worried  that  with  so  few  health 
professionals  in  this  body  and  with  such  a  limited  time  constraint, 
that  it  may  be  not  the  best  way  to  solve  the  problem. 

So  we  have  thought  that  it  would  be  better  to  turn  it  over  to  a 
panel  of  experts  chosen  by  the  President,  chosen  in  a  way  that 
groups  across  America  feel  that  top  flight  health  care  professionals 
are  represented  so  that  they  can  use  their  considered  judgment  as 
to  what  is  best  to  help  real  people.  We  do  have  broad  guidelines 
in  our  bill.  We  specify  that  this  expert  panel  would  have  to  include 
a  full  range  of  preventive  services  in  the  definition  of  any  package. 

We  think  they  should  include  anything  that  is  medically  appro- 
priate, but  our  feeling  was  that  Congress  should  listen  to  the  rec- 
ommendations of  the  expert  panel  and  then  vote  yes  or  no  on  the 
entire  package,  without  amendment,  the  so-called  "base  closing 
procedure"  or  the  procedure  we  have  used  on  several  other  very  im- 
portant measures.  We  are  worried  about  politicizing  the  definition 
of  a  basic  benefits  package.  We  are  also  worried  about  making  it 
an  unscientific  package,  and  thus  our  feeling  that  the  best  way  to 
avoid  these  pitfalls  was  to  rely  heavily  on  expert  advice  in  these 
very  complicated  areas. 

But  I  want  to  work  with  the  various  groups  to  make  sure  that 
we  are  sensitive  to  all  the  human  needs  out  there,  to  make  sure 
that  we  may  need  to  come  up  with  an  interim  benefits  package,  for 
example,  to  make  sure  people  have  the  feeling  of  certainty  to  know 
what  is  in  the  package  that  we  are  considering,  but  I  would  hate 
to  freeze  science  at  any  particular  level.  I  would  hate  to  take  a  step 
that  might  overly  politicize  or  render  unscientific  a  basic  health 
benefits  package. 

But  this  will  be  one  of  the  fundamental  procedural  questions  we 
will  face  in  this  year's  debate.  It  will  be  interesting  how  we  handle 
it.  States  have  been  wrestling  with  these  issues  for  many  years. 
And  just  to  use  a  reference,  the  Tennessee  eye  care.  We  had  a 
major  battle  royal  in  last  year's  legislature  between  optometrists 
and  ophthalmologists  over  Tennessee  eyeballs.  And  one  side  pre- 
vailed, and  perhaps  the  right  side  prevailed,  but  few  folks  were 
qualified  to  read  the  clinical  studies  indicating  who  is,  in  fact,  the 
best  at  providing  the  best,  most  cost-effective  care  for  Tennessee 
eyes. 

So  it  is  one  of  the  fundamental  questions,  and,  as  I  say,  I  am 
looking  forward  to  working  with  all  the  different  groups  to  come  up 
with  the  best  possible  solution  in  this  area. 

Thank  you,  Mr.  Chairman,  for  yielding  the  time. 

Mr.  Waxman.  Thank  you  very  much,  Mr.  Cooper. 

Ms.  Schenk. 

Ms.  Schenk.  Thank  you,  Mr.  Chairman.  First  of  all,  I  want  to 
also  commend  you  for  your  leadership  on  these  important  issues  for 
the  many  years  that  you  have  fought  for  them  in  California  and 
here  in  Washington.  I  am  proud  to  be  a  fellow  Californian  serving 
with  you. 
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Also  want  to  thank  you  for  extending  to  me  the  courtesy  of  sit- 
ting in  on  this  hearing.  It  is  obviously  of  great  personal  interest  as 
a  woman,  it  is  of  interest  to  me  as  a  daughter,  as  a  friend,  as  a 
sister-in-law,  and  as  one  of  the  52  percent  of  the  population  in  this 
country. 

I  just  want  to  make  one  very  quick  statement,  particularly  in 
light  of  the  fact  that  we  have  such  a  distinguished  panel  before  us 
and  I  am  honored  to  be  here  with  them.  Abortion  is  an  absolute 
fundamental  component  of  women's  health  care  and  it  is  a  fun- 
damental component  of  a  woman's  ability  to  control  her  own  life. 
Since  it  is  such  a  basic,  it  is  an  issue  that  should  be  clearly,  clearly 
included  as  a  basic  in  the  health  plan  that  comes  through  this  com- 
mittee and  through  the  Congress  and  we  should  not  try  to  in  any 
way  say  it  in  any  fancy  language,  in  any  bureaucratic  language,  in 
language  of  the  Beltway,  it  is  fundamental  to  women,  it  is  basic  to 
women,  and  without  it  there  is  no  health  plan. 

So  thank  you  very  much  for,  again,  Mr.  Chairman,  for  allowing 
me  to  participate. 

Mr.  Waxman.  Thank  you  very  much,  Ms.  Schenk. 

Ms.  Margolies-Mezvinsky. 

Ms.  Margolies-Mezvinsky.  Thank  you,  Mr.  Chairman.  I  would 
like  to  echo  what  has  been  said  by  others  here.  I  welcome  these 
hearings.  I  would  like  to  applaud  your  interest  in  them,  and  I  think 
in  the  interest  of  time  we  should  move  on.  I  yield  back  the  balance 
of  my  time. 

Mr.  Waxman.  Thank  you  very  much. 

Mr.  Sharp. 

Mr.  Sharp.  Thank  you,  Mr.  Chairman.  I  have  no  opening  state- 
ment. 

[The  prepared  statement  of  Mr.  Synar  follows:] 

Statement  of  Hon.  Mike  Synar 

I  am  extremely  pleased  that  we  are  holding  this  hearing  on  health  care  reform 
and  women's  health.  For  too  long,  women  have  been  seen  as  an  inconsequential  blip 
in  the  field  of  health  care.  Even  today,  we  will  hear  the  testimony  of  women  as 
though  they  are  a  special  group.  In  a  sense  they  are,  as  women  have  health  needs 
that  are  distinctly  different  from  those  of  men.  But  women  are  not  a  minority,  and 
health  care  reform  must  recognize  women,  who  indeed  outnumber  and  outlive  men, 
as  an  integral  part  of  the  success  of  any  health  care  system  in  our  country.  Al- 
though hearings  addressing  women's  health  are  especially  important  during  the 
crafting  of  any  type  of  legislation  such  as  the  Health  Security  Act,  hopefully,  this 
country  will  soon  reach  a  time  where  representing  and  fighting  for  women's  health 
interests  is  a  given. 

Indeed,  we  are  especially  lucky  to  have  several  women  who  serve  in  Congress  and 
are  effective  advocates  for  women's  health  and  reproductive  freedoms.  Not  only  are 
women  our  wives,  daughters  and  sisters,  but  they  are  our  Congresswomen  and  Sen- 
ators who  are  ready  and  willing  to  speak  for  their  nationwide  constituencies  of 
women,  whose  concerns  oftentimes  had  gone  unheard.  Thank  you  for  testifying 
today. 

We  will  also  hear  today  from  general  women's  health  organizations,  breast  cancer 
groups  and  reproductive  rights  organizations.  I  look  forward  to  their  testimony  on 
subjects  that  effect  every  woman  intimately,  as  I  know  that  every  woman  has  the 
fear  that  she  might  be  presented  with  one  of  these  health  problems,  whether  it  be 
breast  cancer  or  an  unwanted  pregnancy.  The  views  presented  here  today  will  play 
a  large  part  in  my  consideration  of  health  reform,  and  the  care  it  guarantees 
women. 

Mr.  Waxman.  We  are  pleased  to  welcome  for  our  first  panel  of 
witnesses,  the  distinguished  group  of  our  colleagues  in  the  Con- 
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gressional  Women's  Caucus,  Representative  Pat  Schroeder  and 
Representative  Olympia  Snowe  are  Co-Chairs  of  the  caucus;  Rep- 
resentative Louise  Slaughter,  Chairperson  of  the  Women's  Caucus' 
Health  Task  Force;  and  Representative  Nita  Lowey,  who  Chairs 
the  caucus'  Reproductive  Choice  Task  Force. 

We  are  pleased  to  have  you  here  today  to  talk  about  some  of 
these  very  important  issues  which  are  very  much  part  of  health 
care  reform,  and  we  have  to  be  mindful  of  the  impact  of  health  care 
reform  on  these  issues. 

Mrs.  Schroeder,  we  would  like  to  start  with  you,  and  you  can  all 
proceed  with  your  statements.  Let  me  indicate  your  prepared  state- 
ments will  be  in  the  record  in  full.  We  would  like  to  ask,  if  you 
would,  to  limit  the  oral  presentation  to  5  minutes. 

STATEMENT  OF  HON.  PATRICIA  SCHROEDER,  A  REPRESENTA- 
TIVE IN  CONGRESS  FROM  THE  STATE  OF  COLORADO 

Mrs.  Schroeder.  Thank  you  very  much,  Mr.  Chairman.  I  will 
put  it  in  the  record. 

I  want  to  say  how  wonderful  it  is  to  see  our  women  colleagues 
on  this  committee  in  helping,  but  I  also  want  to  underline  over  and 
over  again,  this  panel  would  all  say  to  you,  Mr.  Chairman,  that  you 
have  been  the  prime  cosponsor  of  everything  we  have  done,  and  we 
are  here  in  force  today  because  we  do  not  want  to  lose  the  ground 
you  and  the  rest  of  us  have  attained  on  women's  health. 

As  you  know,  women's  health  was  in  the  dark  ages.  You  helped 
us  get  all  of  those  studies  to  show  it  and  you  helped  us  move  the 
legislation  and  get  it  signed.  We  thank  you.  You  have  really  put 
your  whole  self  into  this  project  and  we  are  here  because  we  are 
terrified  that  the  health  care  train  is  going  to  leave  the  station  and 
women  are  not  going  to  be  on  it  in  equal  seats.  And  if  that  hap- 
pens, we  are  going  to  be  chasing  that  train  for  another  20  years 
to  get  on  it,  and  I  think  most  of  us  do  not  want  to  see  that  happen. 
We  want  on  that  train  and  we  want  to  be  on  there  with  the  same 
kind  of  treatment  men  have:  Whatever  is  medically  necessary  and 
appropriate. 

Those  are  the  magic  words.  If  men  listened  to  this  group  sit 
around  here  and  talk  about  how  many  PSA's  we  were  going  to  let 
them  have  after  age  50,  I  think  they  would  get  pretty  mad.  I  think 
they  would  say,  what  are  these  women  talking  about;  we  want  doc- 
tors to  make  that  decision.  Let  me  tell  you  women  want  doctors  to 
make  that  decision  and  not  policymakers.  So  that  is  why  we  are 
here. 

Let  me  put  a  few  things  out  on  the  board.  Number  one,  we  do 
now  allow  Federal  compensation,  in  a  way,  for  abortion.  It  is  in 
health  care  policies  that  almost  every  woman  has  because  if  it  is 
considered  medically  necessary  and  appropriate,  it  is  covered  by 
their  health  care  policy.  And  guess  what?  Health  care  policies  are 
deductible  from  Federal  income  tax.  That,  to  me,  looks  like  as 
much  a  subsidy  as  the  other  kind.  We  have  kind  of  lectured  to 
poorer  women  but  they  have  been  afraid  of  middle  class  women. 
Let  me  tell  you,  if  middle  class  women  find  out  that  this  group  has 
changed  their  coverage,  they  are  not  going  to  be  happy. 

Second,  we  have  had  the  experience  with  what  has  happened  to 
poor  women  when  we  started  playing  these  games  and  found  that 
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poor  women  then  could  not  even  get  good  family  planning  services 
because  we  let  people  redefine  family  planning  to  be  natural  family 
planning.  Well,  what  is  that?  Hey,  that  is  the  rhythm  system,  and 
in  Colorado  we  call  people  who  use  that  parents.  That  is  what  hap- 
pens. People  start  saying,  well,  oh,  then  abortion,  then  abortifa- 
cient  and  then  the  gag  rule,  then — the  Women's  Caucus  has  put 
out  a  set  of  principles  we  believe  must  be  in  the  health  care  policy. 
It  is  in  my  testimony.  I  won't  read  it  again.  I  think  most  of  you 
endorse  it,  but  it  says  we  are  full  citizens  and  we  want  to  be  treat- 
ed the  same  as  any  other  citizen. 

I  must  say  this  is  absolutely  critical  for  women  because  they  tend 
to  need  health  care  much  earlier  on.  When  their  reproductive  sys- 
tem kicks  in,  it  is  a  very  good  time  to  get  every  woman  in  a  doctor's 
office.  And  yet  if  you  look  at  the  number  of  women  not  covered  in 
that  age  group,  it  is  very,  very  high  and  it  costs  us  a  lot  of  money, 
something  like  $2.4  billion  a  year  for  pregnancy  services  in  emer- 
gency rooms  because  people  did  not  have  it. 

Then  it  costs  us  even  more  because  they  did  not  have  prenatal 
care  and  we  could  go  on  and  on.  Why?  Because  most  of  the  women 
who  do  not  have  it  are  employed  but  they  are  employed  in  part- 
time  and  temporary  work.  That  is  the  new  escape  clause,  to  escape 
having  insurance.  So  we  really  think  this  universal  coverage  is  so 
important  for  women.  And  covering  part-time  work  is  so  important 
for  women  because,  otherwise,  they  predict  by  the  year  2000  half 
the  jobs  in  America  will  be  part-time  without  health  care  insurance 
and  most  of  the  people  who  will  have  them  will  be  women  and  they 
will  be  of  childbearing  age. 

That  is  our  future.  Children.  And  if  we  do  not  care  about  the 
mother,  then  we  don't  end  up  with  a  healthy  baby,  and  if  we  have 
not  got  the  mother  in  the  health  care  system,  how  does  she  plug 
the  baby  into  the  health  care  system?  And  we  know  those  statis- 
tics. We  have  some  of  the  worst  statistics  on  the  planet  about  that. 
So  this  is  about  getting  habits,  getting  habits  early  on.  Taking  care 
of  those  habits. 

Then  the  next  big  problem  is  teens.  We  have  to  also  make  sure 
that  teens  are  covered  in  this  package  because  we  know  10  to  18- 
year-olds  tend  to  drop  out  of  the  health  care  system,  both  as  men 
and  women,  and  we  know  that  this  government  has  hesitated  very 
much  to  talk  about  it  because  a  certain  group  says  when  you  say 
"teen"  and  you  say  "health",  they  hear,  "We  are  on  puberty."  Yet 
when  you  are  a  teen,  that  is  when  you  get  your  smoking  habits, 
that  is  when  they  get  drinking  habits,  drug  habits,  exercise  habits, 
eating  habits  and,  of  course,  sex  does  kick  into  their  life,  especially 
for  young  women  with  their  reproductive  organs.  Very  important  to 
have  exams  then.  HHS  has  some  now  interesting  studies  showing 
that  teens  who  remain  with  a  doctor  during  those  important  years 
are  much  less  apt  to  smoke,  much  less  apt  to  be  pregnant,  much 
less  apt  to  have  all  sorts  of  problems. 

So  we  need  to  develop  a  way  where  teens  are  going  to  also  be 
able  to  talk  to  doctors  and  get  their  habits  right  or  we  can  forget 
calling  this  preventive  anything  because  we  have  to  then  undo  all 
the  bad  habits  they  learned  in  that  very  important  time. 

I  could  go  on  and  on  and  on.  I  won't  because  I  know  you  all  know 
what  this  is  about,  but  this  is  really  about  saying  we  must  have 
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women  included  equally.  I  must  tell  you  I  was  totally  dismayed  to 
read  in  the  national  magazine  last  week  that  one  of  the  proposals 
some  of  our  colleagues  are  proposing  and  that  is  to  let  women  get 
private  insurance  for  their  private  parts. 

Now,  I  find  that  absolutely  totally  unacceptable.  We  would  never 
say  to  men,  you  know,  you  just  have  to  get  private  insurance  for 
your  private  parts  because  there  are  a  few  of  us  that  don't  want 
to  pay  for  PSA's  or  for  this  or  that.  Can't  we  be  adult  about  this? 
Can't  we  trust  the  medical  profession  to  say  what  is  medically  nec- 
essary and  appropriate? 

When  you  hear  those  polls  that  were  cited  earlier  on,  I  want  to 
correct  that,  because  what  happens  is,  if  you  ask  people  medically 
necessary  and  appropriate,  they  are  very  sympathetic.  If  you  treat 
abortion  or  family  planning  services  like  cosmetic  surgery,  like 
women  are  going  to  go  in  every  week  and  get  one  because  they  are 
now  free  or  women  will  go  get  all  the  Pap  smears  they  want  or  all 
the  mammograms  because  they  are  now  free,  I  must  say,  first  of 
all,  no  one  has  had  a  Pap  smear  or  mammogram.  The  cost  is  not 
why  women  don't  run  and  line  up  for  it.  And  I  think  that  all  of 
that,  we  have  to  get  that  nonsense  out  of  there  and  we  have  to  be 
much  more  direct  about  it. 

I  thank  you  for  kicking  it  off  with  this  very  important  issue,  and 
I  just  continue  to  thank  you  for  your  leadership  and  saying  women 
are  people  too  and  we  should  be  treated  like  real  adult  people  and 
trust  the  medical  profession  to  deal  with  these  issues. 

Thank  you,  Mr.  Chairman,  and  thank  you  Members  and  col- 
leagues who  have  worked  so  hard  on  this. 

Mr.  Waxman.  Thank  you  very  much,  Mrs.  Schroeder. 

[The  prepared  statement  of  Mrs.  Schroeder  follows:] 
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TESTIMONY  OF 
REPRESENTATIVE  PATRICIA  SCHROEDER 

HEARING:   "Women's  Health  Under  Health  Care  Reform" 

Wednesday,  January  26,  1994 
Washington,  D.C. 


Mr.  Chairman,  my  colleagues  of  the  Congressional  Caucus  for 
Women's  Issues  and. I  are  here  today  to  make  sure  women  at  all 
stages  of  their  lives  receive  comprehensive  and  equitable 
treatment  under  health  care  reform. 

Women's  health  has  its  similarities  to  men's  health,  but  it 
also  has  its  many  differences.   And  those  differences  go  beyond 
the  reproductive  tract,  affecting  every  system  from 
cardiovascular,  to  urological,  to  psychological.   That  means 
research,  treatment  and  insurance  must  respond  appropriately. 

Women  also  hold  a  special  place  in  health  care  reform 
because  they  give  birth  to  future  generations.   We  know  healthy 
women  are  more  likely  to  give  birth  to  healthy  babies.   So  it  is 
especially  important  that  women  receive  proper  care  from  infancy 
to  old  age,  including  comprehensive  reproductive  health  services. 

We  know  that  women  bear  more  of  a  health  care  burden  than 
men  because  they  must  access  the  system  earlier  in  their  lives. 
Young  men  need  only  seek  health  care  if  they  are  injured  or 
develop  diseases.   Young  women  must  tap  into  it  from  the  time 
their  reproductive  systems  kick  in.   Men  lean  most  heavily  on  the 
system  as  they  get  older.   Women  must  always  be  cognizant  of 
health  care,  whether  they  are  healthy  or  not. 

So,  we  are  here  on  behalf  of  our  daughters  as  well. 

Despite  all  this,  16  million  U.S.  women  had  no  health 
insurance  from  any  source  in  1990,  although  half  of  them  were 
employed.   And  women  are  more  likely  to  have  limited  access  to 
coverage  because  they  form  the  bulk  of  part-time  and  temporary 


17 


workers . 

We  in  the  Caucus  have  said  health  care  reform  must 
incorporate  the  following  general  principles.   I  submit  a  copy  of 
them  for  the  record: 

*  It  must  be  available  to  everyone,  regardless  of  income, 
employment  status,  pre-existing  conditions  or  eligibility  for 
other  forms  of  public  assistance. 

*  It  must  feature  a  basic  benefits  package  that  includes 
preventive,  diagnostic  and  treatment  services  for  women. 

*  It  must  give  women  access  to  full  information  about  their 
treatment  options  and  alternatives  to  treatment. 

*  Services  must  be  widely  available. 

*  Care  must  be  free  of  gender  stereotyping. 

*  Primary  care  services  must  be  community-based,  accessible 
and  coordinated. 

*  Care  must  be  based  on  gender-appropriate  research. 

*  It  must  include  research  on  promoting  health  and 
preventing  disease  in  women. 

*  It  must  feature  a  standard  benefits  package  that  has 
comprehensive  reproductive  health  services,  including  abortion, 
thus  ensuring  equal  access  to  care. 

Whatever  health  care  policy  we  end  up  with  must  knock  down 
the  barriers  that  keep  so  many  women,  children  and  teens  from 
receiving  care.   Among  those  barriers  are  financial  hardship, 
lack  of  health  insurance,  unfriendly  and  demeaning  services, 
inaccessible  clinics  with  overworked  staff,  a  critical  shortage 
of  private,  primary  care  providers,  lack  of  confidentiality,  a 
crumbling  public  health  system  and  bureaucratic  hassles. 

Health  care  is  especially  crucial  for  women  of  childbearing 
age.   Yet  more  than  8.6  million  of  these  women  went  without 
health  insurance  in  our  country  in  1991,  although  more  than  6.2 
million  of  them  were  employed.   In  my  own  state  of  Colorado,  that 
number  translated  to  more  than  105,000  women  of  childbearing  age 
who  lacked  insurance,  despite  the  fact  81,600  of  them  were 
employed. 

Even  among  the  insured,  preventive  services  such  as  pre- 
natal care  are  often  left  out  of  traditional  employer-based 
plans. 

Moreover,  as  some  women  have  found  out  the  hard  way,  their 
pregnancy  can  be  considered  a  pre-existing  condition  that  results 
in  denial  of  coverage . 

This  all  adds  up  to  an  expensive  proposition  --  in  human  and 
monetary  terms.   The  nation  spends  $2.4  billion  on  uncompensated 
care  and  government  payments  to  offset  these  costs,  mainly  for 
deliveries  and  for  care  of  sick  newborns.   Difficult  births  and 
unhealthy  babies  cost  employers  and  employees  $5.6  billion  in 
1990. 
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It's  important  that  health  care  reform  redirects  some  of 
these  resources  to  pre-natal  and  other  preventive  services,  as 
well  as  extends  coverage  to  all  pregnant  women  and  infants,  women 
of  childbearing  age  and  children. 

Mr.  Chairman,  not  only  do  we  not  meet  the  health  needs  of 
millions  of  women,  but  we  leave  nearly  12  million  children  and 
teens  without  health  insurance  and  millions  more  without  adequate 
coverage . 

Seven  million  children  do  not  receive  routine  medical  care, 
and  many  of  them  are  inadequately  immunized  against  childhood 
diseases . 

Only  one  in  five  children  who  needs  mental  health  treatment, 
and  less  than  one  in  eight  adolescents  who  needs  alcohol  or  other 
drug  abuse  treatment,  receives  it. 

One  in  five  teens  has  a  health  problem  so  serious  it  could 
interfere  with  normal  development . 

Children  and  youth  with  disabilities  and  their  families  face 
even  greater  hardships. 

Any  proposal  for  reforming  health  care  must  meet  the  needs 
of  our  children  and  our  adolescents,  who  face  increasing 
incidences  of  violence,  AIDS  and  other  sexually  transmitted 
diseases,  drug  and  alcohol  addiction,  poverty,  mental  illness, 
disabilities  and  other  problems. 

And  that  reform  must  not  reduce  teen  "health"  issues  to  teen 
"sex"  issues  because  that  will  prevent  us  from  developing  a  good 
adolescent  health  policy. 

Care  must  be  affordable,  accessible  and  specific  to 
adolescents'  unique  physical  and  psychological  needs. 

And  care  for  adolescents  must  be  confidential,  so  they  will 
use  the  services  they  need.  We  know  adolescents  aged  10  to  18  are 
less  likely  to  use  private,  office-based  primary  care  physicians 
than  any  other  age  group . 

That  confidentiality  must  also  be  explicitly  assured  for 
everyone,  not  just  teens.   It  must  be  left  to  patients  to  decide 
whether  or  not  they  will  divulge  information  about  their  private 
medical  services,  whether  those  be  for  contraception,  substance 
abuse,  counseling  for  battered  wives  or  other  sensitive  areas. 

Mr.  Chairman,  universal  coverage  is  the  bottom-line 
requirement  for  President  Clinton  and  the  Caucus  when  it  comes  to 
health  care  reform.   And  because  women  form  the  bulk  of  the  poor, 
many  of  whom  are  uninsured  and  receive  subsidized  health 
services,  reform  must  guarantee  co-payments  and  deductibles  don't 
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constitute  barriers  to  universal  care. 

The  president's  proposal  is  to  be  commended  for  including 
preventive  services,  such  as  cancer  screening  and  family 
planning,  in  the  standard  benefits  package  available  to  all 
Americans . 

His  proposal  is  also  to  be  commended  for  including  coverage 
of  services  to  pregnant  women,  which  include  pre-natal  care, 
childbirth,  post-natal  care  and  abortion. 

The  President's  legislation  allows  some  flexibility  on  the 
frequency  of  mammograms,  but  with  the  current  confusion  in  this 
area,  we  would  prefer  the  plan  explicitly  assure  coverage  of 
mammograms  when  recommended  by  a  health  professional. 

We  would  also  like  to  see  the  President's  plan  adjusted  to 
maintain  health  education  as  part  of  the  comprehensive  benefit 
package  and  to  include  smoking  cessation  as  a  required  service 
offered  to  pregnant  women  in  all  health  plans.   We  know  smoking 
accounts  for  at  least  54,000  low  birthweight  babies  in  this 
country  annually. 

The  Caucus  has  renewed  its  call  to  the  President  and  Mrs. 
Clinton  for  leadership  on  coverage  of  abortion.   The  President 
has  made  clear  his  intent  to  make  abortion  safe,  legal,  rare  and 
covered  under  the  standard  benefits  package,  while  allowing 
doctors  and  hospitals  to  opt  out  of  providing  them  under  a 
conscience  clause. 

It  is  essential  to  public  health  and  women's  liberty  that 
abortion  and  all  reproductive  health  services  be  part  of  health 
care  reform. 

Mr.  Chairman,  this  subcommittee  will  play  a  key  role  in 
crafting  health  care  reform.  We  trust  it  will  keep  women's  issues 
at  the  forefront.   We  in  the  Caucus  pledge  to  work  with  the 
subcommittee  in  every  way  possible  to  make  sure  women  at  all  ages 
receive  comprehensive  and  equitable  treatment. 
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Congressional  Caucus  for  Women's  Issues 


Statement  of  Women's  Health  Principles 

1)  Health  care  coverage  should  be  available  to  all,  regardless  of  income,  employment 
status,  pre-existing  conditions,  or  eligibility  for  other  forms  of  public  assistance. 

2)  Any  basic  health  benefits  package  must  include  important  preventive,  diagnostic,  and 
treatment  services  for  women.  Such  services  include  (but  are  not  limited  to):  prenatal 
care  and  delivery  services,  mammography  and  pap  smears,  family  planning  services,  and 
substance  abuse  services.  Well-baby  and  well-child  services  (through  adolescence) 
should  also  be  included.  Where  appropriate,  outreach  and  follow-up  services  should  be 
available. 

3)  Women  must  have  access  to  full  information,  including  referrals,  about  all  treatment 
options  and  alternatives  to  treatment  in  order  to  make  informed  choices. 

4)  Health  care  services  should  be  available  in  a  wide  range  of  settings,  including  (but 
not  limited  to):  outpatient  settings,  the  home,  hospice  facilities  and  long-term  care 
settings. 

5)  Services  should  be  available  through  a  wide  variety  of  providers,  including  physicians, 
nurse  practitioners,  nurse  midwives,  and  physician  assistants.  Training  programs  should 
encourage  more  women  providers  at  all  levels  of  health  care. 

6)  Services  should  be  based  on  individualized  care  appropriate  to  each  patient.  Public 
and  provider  education  should  be  available  to  eliminate  gender  stereotyping  which  results 
in  inappropriate  or  missed  diagnoses  of  illness  in  women. 

7)  Primary  care  services  should  be  community-based.  Where  appropriate,  support 
services  such  as  transportation,  language  translation  and  caregiving  arrangements  should 
be  available  to  assure  access.  Wherever  possible,  pediatric  and  maternal  care  services 
should  be  coordinated. 

8)  Health  care  reform  should  include  research  on  the  best  way  of  promoting  heaJth  and 
preventing  disease  in  women,  including  data  on  health  and  illness  in  women,  service 
delivery  modes  best  suited  to  meeting  women's  health  care  needs,  heaJth  consequences 
of  women's  social  and  economic  roles. 
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Mr.  Waxman.  Ms.  Snowe? 

STATEMENT  OF  HON.  OLYMPIA  SNOWE,  A  REPRESENTATIVE 
IN  CONGRESS  FROM  THE  STATE  OF  MAINE 

Ms.  Snowe.  Thank  you,  Mr.  Chairman,  and  I  certainly  want  to 
express  my  appreciation  to  all  of  you  and  to  you  in  particular  for 
holding  this  hearing  today  on  women's  health  issues  as  it  relates 
to  health  care  reform,  and  I  am  pleased  to  be  able  to  join  my  col- 
leagues on  behalf  of  the  Congressional  Women's  Caucus  to  address 
this  issue. 

I  don't  think  there  are  any  doubts  about  the  necessity  to  address 
the  unique  health  concerns  of  women  in  this  country.  Women  rep- 
resent 52  percent  of  the  population.  Seventy-five  percent  of  the 
medical  labor  force  is  represented  by  women,  and  despite  this  sta- 
tistical show  of  force,  women  are  first  to  bear  the  burdens  in  fulfill- 
ing the  role  of  medical  care  givers  and  they  are  last  to  bear  the 
fruits  of  medical  research  and  health  care  treatment. 

Despite  the  fact  that  women  happen  to  be  the  majority  of  the 
population,  I  happen  to  believe  that  there  is  a  health  care  gender 
gap  in  this  country  that  is  stubbornly  wide  despite  the  accomplish- 
ments that  we  have  made  over  recent  years.  So  I  think  that  health 
care  reform  affords  us  the  unique  opportunity  to  address  these  is- 
sues in  all  respects,  particularly  as  they  relate  to  women  when  it 
comes  to  primary  care,  reproductive  health  care  services,  including 
abortion,  and  the  issues  related  to  childbearing  and  to  pregnancy. 
And  also  long-term  care.  I  think  those  are  definitely  the  areas 
about  which  we  should  be  concerned  on  the  issues  regarding 
women. 

I  will  not  go  over  the  history  of  the  caucus  in  terms  of  what  we 
have  tried  to  do.  I  think  you  are  familiar  with  that,  Mr.  Chairman, 
and  without  your  exemplary  leadership  and  long-standing  commit- 
ment to  these  issues  we  would  not  have  achieved  the  successes  that 
we  have  thus  far.  But  I  do  want  to  reiterate  certain  points. 

Pat  made  reference  to  the  women's  health  care  principles  we 
think  are  critically  important  to  be  incorporated  into  health  care 
reform.  We  submitted  those  to  Mrs.  Clinton  on  numerous  occasions 
in  which  we  had  meetings  because  they  do  identify  the  areas  that 
are  important  to  women.  We  also  introduced  legislation  last  year, 
and  in  previous  years,  that  incorporates  32  different  bills  on  the  is- 
sues relating  to  the  health  care  needs  of  women  in  this  country  and 
they  address  research,  prevention,  education,  and  the  delivery  of 
health  care  services. 

We  believe  that  we  ought  to  broaden  the  realm  of  health  care  for 
women  in  this  country.  We  want  to  level  the  playing  field  with  re- 
spect to  prevention  and  research  and  medical  testing  in  clinical 
study  trials  in  this  country,  all  of  which  have  a  direct  impact  on 
women's  lives. 

But  when  it  comes  to  health  care  reform  proposals,  and  obviously 
there  are  a  number  of  proposals  that  have  been  introduced  in  the 
Congress,  and  I  know  Mr.  Cooper  referred  to  his,  and  we  obviously 
have  the  President's,  let  us  look  at  certain  facts. 

First  of  all,  the  Commonwealth  Fund  will  testify  later,  but  one 
of  the  statistics  that  they  have  discovered  in  their  survey  is  that 
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women  are  traditionally  vulnerable  because  of  their  economic  sta- 
tus and  therefore  do  not  have  health  insurance. 

The  fact  is  only  37  percent  of  the  women  in  this  country  get  their 
health  insurance  through  employers,  whereas  56  percent  of  men  in 
this  country  receive  their  health  insurance  through  employers. 

The  fact  is  women  need  a  broad  range  of  health  care  services,  as 
I  said  earlier,  options  that  include  primary  care,  reproductive 
health  care,  and  long-term  health  services.  Reproductive  health 
care  is  absolutely  crucial  to  women  because  that  may  be  the  only 
occasion  upon  which  they  receive  routine  medical  services.  This 
means  that  women  have  to  have  access  to  preventive,  diagnostic 
and  treatment  services,  including  family  planning  services,  preg- 
nancy-related, care  primenopausal  care. 

The  Commonwealth  survey  found  that  one-third  of  women  were 
at  risk  for  conditions  that  would  have  been  detected  had  they  been 
able  to  have  routine  medical  checkups.  All  women  need  appropriate 
screening,  evaluation,  as  well  as  education,  and  that  includes  Pap 
smears  and  cervical  examinations. 

Now,  in  the  President's  plan,  the  President  offers  a  complicated 
schedule  for  these  routine  exams  for  Pap  smears,  for  example,  de- 
pending on  age,  depending  on  risk,  and  depending  on  the  routine, 
and  I  think,  frankly,  that  whatever  standards  we  set  in  the  stand- 
ard benefits  package,  that  we  have  to  make  sure  that  the  stand- 
ards as  they  apply  to  women  in  these  preventive  health  care  meas- 
ures are  consistent  with  professional  organizations  and  the  Amer- 
ican Cancer  Society.  We  should  ask  no  less  of  women  in  this  coun- 
try and  so  they  should  be  consistent  standards. 

Mammographies,  the  President  again  recommends 
mammographies  every  2  years  for  women  over  the  age  of  50.  I 
think  again  we  should  adopt  standards  that  are  consistent  with  the 
American  Cancer  Society. 

Might  I  also  add,  Mr.  Chairman  and  Members,  I  was  really  dis- 
mayed as  well  as  chagrined  when  the  National  Cancer  Institute  re- 
cently issued  a  statement  saying  that  they  will  no  longer  issue 
guidelines  for  mammographies  for  women  under  the  age  of  50  and 
during  their  forties.  I  think  that  is  unacceptable  and  I  think  it  is 
a  cop-out.  That  is  the  last  thing  we  should  be  doing  in  this  country, 
is  sending  a  mixed  message  to  women  about  mammographies.  I 
guess  it  epitomizes  the  problems  that  women  have  been  facing  with 
respect  to  the  health  care  debate;  we  are  always  getting  the  mixed 
messages. 

But  what  we  are  now  saying  is,  we  will  leave  it  up  to  the  women 
to  decide  customized  care,  individualized  choices  as  to  whether  or 
not  they  should  have  any  mammographies  during  the  age  of  40, 
during  the  decade  of  the  forties  when,  in  fact,  1  in  5  women  are 
diagnosed  with  breast  cancer  during  their  forties.  And  so  I  would 
hope  that  we  would  not  accept  that  as  a  benchmark  or  a  measure- 
ment for  women  in  this  country. 

So,  Mr.  Chairman,  those  are  some  of  the  critical  issues  I  think 
we  should  address.  In  addition,  I  do  think  we  ought  to  include  a 
component  for  long-term  care.  I  think  the  President  made  an  excel- 
lent start  on  the  home  health  care  provisions,  but  I  think  we  also 
have  to  make  sure  the  institutional  settings  are  provided  for  in 
some  fashion,  at  least  beginning  that  debate  and  that  support,  be- 
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cause  women  ultimately  are  the  ones  who  are  in  the  nursing 
homes.  Seventy-five  percent  of  the  two  million  residents  in  nursing 
homes  today  happen  to  be  women.  So  I  would  hope  that  we  can 
meet  the  needs  and  expectations  of  women  in  this  country,  and  I 
know  with  your  help  and  support  that  we  can  do  that  with  what- 
ever plan  that  ultimately  emerges.  We  want  to  work  with  you  and 
everybody  that  is  involved  in  this  debate.  Thank  you. 
Mr.  Waxman.  Thank  you  very  much,  Ms.  Snowe. 


/ 
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TESTIMONY  OF  OLYMPIA  J.  SNOWE 
Subcommittee  on  Health  and  the  Environment 
Committee  on  Energy  and  Commerce 
January  26,  1994 


Mr.  Chairman,  thank  you  for  the  opportunity  to  address  the 
Health  and  Environment  Subcommittee  about  the  historic 
opportunity  we  here  in  Congress  have  to  reshape  and  improve  the 
health  care  system  for  our  citizens. 

On  behalf  of  the  women  of  this  nation,  the  Congressional 
Caucus  for  Women's  Issues,  and  the  members  of  the  panels 
testifying  today,  I  am  pleased  that  you  are  holding  this  hearing 
on  the  health  care  needs  of  our  country's  women.   I  look  forward 
to  working  with  you  to  ensure  that  the  unique  health  care  needs 
of  women  are  included  in  any  basic  benefits  package  that  is 
considered  by  the  House  this  year. 

Women  make  up  52  percent  of  this  country's  population,  and 
more  than  75  percent  of  the  personnel  in  America's  health  care 
labor  force.   Despite  this  statistical  show  of  force, 
historically  women  have  been  the  first  to  bear  the  burdens  of 
fulfilling  the  role  of  primary  medical  caregivers,  but  the  last 
to  bear  the  fruits  of  medical  research  and  progress  in  health 
care  treatment. 

Although,  women  do  make  up  a  majority  of  the  population, 
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there  remains  to  this  day  what  I  refer  to  as  a  "health  care 
gender  gap"  -  a  gap  that  has  remained  stubbornly  wide  despite  the 
advances  we  have  made  recently.   We  have  a  chance  in  1994,  as  we 
develop  health  care  reform  legislation,  to  finally  recognize  the 
unique  health  concerns  of  women  —  such  as  breast  cancer  and 
reproductive  tract  cancers,  as  well  as  those  concerns  related  to 
family  planning,  pregnancy  and  childbearing. 

As  you  know,  Mr.  Chairman,  the  Congressional  Caucus  for 
Women's  Issues  has  long  been  involved  in  the  fight  to  secure 
equity  for  women  in  the  realm  of  health  care.   We  have  introduced 
legislation  in  Congress  like  the  Women's  Health  Equity  Act, 
sections  of  which  were  included  in  the  NIH  Revitalization  Act  and 
the  Preventive  Health  Amendments,  which  were  incorporated  in  the 
Breast  and  Cervical  Cancer  Mortality  Prevention  Act.   Legislation 
spearheaded  by  the  Caucus  helped  establish  an  Office  of  Research 
on  Women's  Health  at  NIH,  and  we  pushed  for  the  NIH  to  develop  a 
longterm  study  to  examine  how  diseases  affect  the  unique 
physiology  of  women  in  the  United  States.   Through  working  with 
you,  Mr.  Chairman,  we  know  of  and  appreciate  your  longstanding 
commitment  to  women's  health. 

Last  year,  the  Caucus,  working  with  the  Campaign  for  Women's 
Health,  adopted  a  document  on  health  care  known  as  the  "Women's 
Health  Principles"  -  guidelines  we  believe  must  be  incorporated 
into  any  health  care  reform  proposal  considered  by  Congress.   I 
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would  like  to  submit  these  for  the  record.   I  would  also  like  to 
point  out  the  we  have  given  a  copy  of  these  principles  to  the 
First  Lady  and  Chair  of  the  Task  Force  on  Health  Care  Reform  - 
Hillary  Rodham  Clinton  -  and  I  am  happy  to  say  we  have  had 
several  opportunities  in  the  past  year  to  meet  with  her  and  share 
our  thoughts  about  this  important  process. 

Most  recently,  the  Caucus  introduced  a  package  of  32  bills 
called  the  Women's  Health  Equity  Act  -  a  package  of  bills 
designed  to  promote  a  broad  health  equity  agenda  for  women.   This 
landmark  legislation  is  designed  to  give  increased  impetus  to 
women's  health  in  the  areas  of  research,  education,  prevention, 
treatment,  and  the  delivery  of  services. 

The  Caucus  will  continue  to  work  on  reaching  parity  for 
women  in  medical  testing,  clinical  trials,  and  health  research. 
But  clearly  our  priority  in  this  session  will  be  health  care 
reform. 

The  results  of  a  recent  study  commissioned  by  the 
Commonwealth  Fund  indicate  that  many  women  do  not  receive 
necessary  health  care  due  to  a  lack  of  adequate  health  insurance 
and  their  vulnerable  economic  status.   Remarkably,  only  37 
percent  of  women  versus  56  percent  of  men  have  employment-based 
health  care  coverage.   Coverage  as  a  spouse  poses  problems 
because  of  job  layoffs,  insurance  cutbacks  and  family  problems, 
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such  as  domestic  violence. 

Simply  put,  Mr.  Chairman,  women  want  and  deserve  health  care 
that  responds  to  their  specific  needs.   Women  need  a  full  range 
of  health  care  options  -  options  which  include  primary  care, 
reproductive  health  care  and  long-term  health  services. 

Reproductive  health  care  is  crucial  to  women  because  it  is 
frequently  the  only  regular  health  care  they  receive.   This  means 
women  need  access  to  preventive,  diagnostic  and  treatment 
services  including  family  planning  services,  pregnancy  related 
care  and  peri-menopausal  care.   The  Commonwealth  Fund  survey 
found  that  more  than  one-third  of  the  women  were  at  risk  for 
conditions  that  could  be  detected  by  routine  preventive  care 
services. 

In  a  July  17,  1993  letter  to  Hillary  Rodham  Clinton,  the 
Caucus  insisted  that  family  planning  services  and  women's 
reproductive  health  should  be  fully  covered  under  the 
Administration's  -  or  any  other  -  plan  considered  by  Congress. 

All  women  need  appropriate  screening  services  that  provide 
evaluation  and  education.   Pap  smears  and  pelvic  exams  are 
necessary  components  of  women's  reproductive  health  care.   The 
President's  plan  provides  a  complicated  schedule  that  varies  with 
age  for  preventive  services  that  mixes  risk  factors  with  routine 
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screening.    It  is  inconsist  with  recommendations  of  various 
professional  groups.   This  proposal  makes  an  assumption  that 
women  routinely  visit  a  health  care  provider,  yet  recent  studies 
contradict  this  assumption.   I  believe  we  do  a  disservice  to  all 
women  if  we  do  not  provide  a  benefits  package  that  allows  them  to 
make  a  decision  on  the  need  for  screening  with  their  health  care 
provider. 

Because  of  recent  disagreement  on  guidelines  for  mammography 
to  detect  breast  cancer,  the  National  Cancer  Institute  has 
decided  that  they  will  not  issue  any  further  guidelines  or 
recommendations  for  mammographies  until  further  study.   This  has 
led  to  a  great  deal  of  concern  on  what  constitutes  appropriate 
and  adeguate  screening.    Mr.  Chairman,  we  can  dispel  this 
concern  by  adopting  a  basic  benefits  package  that  grants  health 
care  providers  the  flexibility  to  do  what  is  best  for  the 
individual,  based  on  their  specific  situation.   At  the  very 
least,  I  believe  we  should  go  along  with  the  recommendations  of 
the  American  Cancer  Society. 

In  a  September  23rd  letter  to  the  President,  I  joined  other 
members  of  the  Caucus  in  expressing  concern  about  the 
Administration  proposals'  limitations  on  coverage  for  mammograms, 
pelvic  examinations,  and  especially  pap  smears. 

There  are  a  number  of  health  care  reform  proposals  before 
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Congress,  and  the  Caucus  will  continue  to  exhort  the  authors  of 
these  bills  to  include  the  aforementioned  services  in  their 
proposals. 

Aside  from  these  services  that  should  be  guaranteed  to  every 
woman,  Congress  must  pay  special  attention  to  the  particular 
needs  of  America's  older  women. 

Osteoporosis  is  one  disease  which  is  unique  to  older  women 
across  the  nation  -  a  disease  which  strikes  older  women  harshly. 
Over  half  of  all  women  over  age  45,  and  a  startling  90  percent  of 
all  women  over  the  age  of  75  are  afflicted  with  osteoporosis. 
Osteoporosis  is  a  leading  cause  of  nursing  home  admissions  and 
bone  fractures  for  elder  women.   Because  of  the  bleak  reality  of 
osteoporosis,  I  strongly  believe  that  screening  for  diseases, 
such  as  osteoporosis  should  be  included  in  a  basic  benefits 
package.    Early  detection  can  make  a  difference  in  the  quality 
of  life  for  someone  with  osteoporosis  and  as  well  as  a  difference 
in  the  cost  of  care  for  this  disease. 

We  cannot  afford  to  overlook  long-term  care.  Forty-three 
percent  of  all  Americans  who  turn  65  this  year  will  eventually 
enter  a  nursing  home  and  2  5  percent  of  that  group  will  stay  at 
least  one  year,  at  an  average  cost  of  $30,000  to  $40,000. 

Providing  adequate  long-term  care  benefits  means  that  we 
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need  a  good  home-health  care  system  for  those  who  need  some  help 
but  do  not  require  round  the  clock  care.   We  need  respite  care  so 
those  families  who  are  struggling  to  keep  a  loved  one  at  home  can 
have  a  short  break  and  some  time  to  themselves. 

And  perhaps,  most  importantly,  we  need  a  long-term  health 
care  system  that  ensures  access  to  the  quality  of  care  provided 
in  a  nursing  home  when  it  is  appropriate.   The  latter  issue  is  of 
particular  relevance  to  women  when  you  consider  that  7  5  percent 
of  the  estimated  2  million  nursing  home  residents  in  this  country 
are  women! 

Long-term  care  is  an  issue  that  cannot  be  avoided  and  must 
not  be  ignored  as  we  work  together  on  reforming  our  health  care 
system. 

Another  area  that  cannot  be  ignored,  and  if  you  have  been 
hearing  the  same  things  at  your  town  meetings  as  I  have,  it  will 
not  be,  is  prescription  drug  coverage.   In  the  past  month  at  town 
meetings  across  the  2nd  District  of  Maine,  this  issue  has 
dominated  the  discussion.   And  it  is  no  wonder  when  you  consider 
that  prescription  drug  costs  are  the  highest  out-of-pocket 
medical  cost  for  3  of  4  older  Americans.   It  has  been  estimated 
that  women  over  age  65  spend  more  than  $6.5  billion  on 
prescription  drugs. 
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Mr.  Chairman  and  members  of  the  Committee,  we  have  a  unique 
opportunity  in  the  process  of  health  care  reform  to  not  only 
bridge  the  health  care  gender  gap  for  women,  but  close  that  gap. 
If  essential  services  such  as  comprehensive  reproductive  health 
care  and  osteoporosis  screening  are  not  part  of  a  basic  package 
of  health  benefits  for  women,  Congress  and  the  Administration 
would  be  sending  a  clear,  stark,  yet  unmistakable  message  to  the 
women  of  America:   You  are  second-class  citizens  when  it  comes  to 
health  care. 

I  very  much  look  forward  to  working  with  you  and  other 
Members  to  craft  a  health  care  reform  proposal  which  will  meet 
the  needs  and  expectations  of  all  Americans.   With  your  help  and 
support,  I  know  we  will.   Thank  you. 
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Mr.  Waxman.  Ms.  Slaughter. 


STATEMENT  OF  HON.  LOUISE  SLAUGHTER,  A  REPRESENTA- 
TIVE IN  CONGRESS  FROM  THE  STATE  OF  NEW  YORK 

Ms.  Slaughter.  Thank  you,  Mr.  Chairman,  and  I  echo,  of  course, 
what  all  my  colleagues  said  about  your  wonderful  leadership  in 
this  area.  We  all  owe  a  great  debt  to  you  and  the  other  Members. 

As  the  chair  of  the  women's  task  force  on  women's  health,  I  will 
assure  everybody  we  will  keep  a  close  look  at  this  debate  as  it  goes, 
forth.  I  am  pleased  to  say  H.R.  3600  addresses  some  of  the  inequi- 
ties in  the  health  system  that  affect  American  women  but  a  few 
problems  persist  with  the  legislation  as  written  and  I  want  to  dis- 
cuss those. 

The  best  news  for  women,  if  the  legislation  is  enacted,  is  the  uni- 
versal health  coverage  aspect.  That  means  that  the  working 
women,  the  Medicaid  AFDC  mothers,  and  all  the  women  among 
the  37  million  uninsured  will  have  access  to  primary  health  care 
providers  who  can  monitor  the  health  and  provide  the  preventive 
care  on  a  scale  that  we  have  never  before  seen. 

The  preventive  screening  measures  contained  in  the  Health  Se- 
curity Act's  basic  benefits  package  represent  a  great  leap  forward 
for  women's  health.  All  .women  will  have  access  to  important 
screening"  tests  for  certain  types  of  reproductive  disorders,  for  can- 
cer, and  other  health  threats,  but,  still,  we  are  concerned  with  the 
legislation  as  written. 

For  example,  the  guideline  for  the  coverage  of  Pap  smear  tests 
ought  to  be  broader.  The  plan  calls  for  an  annual  Pap  smear  for 
women  at  risk  for,  quote,  "fertility-related  infectious  illnesses",  un- 
quote. This  means  some  sexually  transmitted  diseases,  known  as 
STD's.  However,  there  are  numerous  other  STD's  that  are  not  re- 
lated to  fertility  but  are  equally  dangerous.  Screenings,  and  not 
just  Pap  smears  but  all  forms  of  screenings,  should  b^  covered  for 
all  STD's  whether  or  not  they  lead  to  fertility-related  disorders. 

One  example  is  the  human  papilloma  virus  known  as  HPV.  HPV 
is  a  common  sexually  transmitted  disease  that  does  not  affect  fer- 
tility. It  is,  however,  one  of  the  leading  causes  of  cervical  cancer  in 
women  and  is  undetectable  without  a  Pap  smear  and  must  be  cov- 
ered. In  fact,  women  at  risk  for  HPV  need  to  be  screened  more  fre- 
quently than  once  a  year,  and  medical  experts  recommend  a 
screening  interval  of  once  every  6  months. 

The  Health  Security  Act's  basic  benefits  package  should  cover 
screening  for  all  STD's,  for  both  men  and  women,  whenever  it  is 
deemed  medically  appropriate.  The  cost  of  failing  to  do  early 
screening  tests  for  the  diseases  will  be  much  greater  than  the  cost 
of  covering  them.  A  Pap  smear  costs  only  $15,  for  example.  I,  there- 
fore, recommend  the  committee  consider  making  the  guidelines  for 
the  Pap  smears  broader  and  more  consistent  across-the-board  to 
save  money  and  lives. 

With  regard  to  coverage  of  screening  mammography,  I  am 
pleased  that  the  benefits  package  does  include  regular  screening  of 
mammograms  for  women  over  age  50,  because,  indeed,  it  has  taken 
us  many,  many,  many  years  to  just  get  Medicare  coverage  of  mam- 
mograms for  older  women.  The  National  Cancer  Institute  recently 
announced  that  mammography   screening  reduces   the  mortality 
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rate  in  women  over  50  by  30  percent,  but  I  don't  believe,  however, 
nor  do  my  colleagues,  that  the  age  50  and  above  cutoff  should  rep- 
resent anything  more  than  the  bare  minimum  coverage  offered. 

We  know  so  little  about  the  causes  and  the  risk  factors  involved 
in  breast  cancer.  For  this  reason,  health  plans  should  be  encour- 
aged through  legislative  language  to  cover  additional  medically  ap- 
propriate mammograms.  Flexibility  should  be  added  to  the  legisla- 
tion to  allow  women  and  their  health  care  providers  to  determine 
when  a  mammogram  is  medically  appropriate.  We  believe  they  are 
attempting  to  do  that  and  we  want  to  make  sure  it  stays  that  way. 

Now,  while  mammography  is  certainly  not  the  surefire  breast 
cancer  detection  that  we  desperately  need,  it  is  currently  all  we 
have.  Much  more  research  is  needed.  We  need  a  large  U.S.  study 
of  the  effectiveness  of  the  newest  technology.  We  need  research  and 
development  of  a  noninvasive  and  accurate  method  of  detection, 
such  as  a  blood  test  for  breast  cancer,  or  the  gene  that  may  pre- 
dispose women  to  breast  cancer.  Now,  we  do  not  have  any  of  these 
things,  and  that  is  why  we  must  be  extremely  cautious  in  our  talk 
of  cutbacks  on  procedures. 

We  must  be  more  sensitive  to  the  fact  that  women  in  this  coun- 
try, understanding  that  their  health  needs  have  been  ignored  and 
overlooked,  believe  that  this  debate  simply  concerns  whether  or  not 
they  are  worth  covering,  as  far  as  the  cost  is  concerned.  Women  in 
this  country  know  that  46,000  of  them  this  year,  and  300  men,  be- 
cause of  the  rate  of  breast  cancer  in  men  is  growing  fairly  rapidly, 
face  death  from  breast  cancer  each  year.  We  would  not  want  to  do 
anything  to  cause  that  to  increase  or  increase  the  fear  in  women. 

Historically,  our  health  care  system  has  failed  the  American 
women  in  far  too  many  ways.  By  failing  to  guarantee  equity  in  the 
research  levels,  our  current  system  has  left  the  death  toll  to  rise 
year  after  year  and  decade  after  decade.  Until  we  ensure  the  cov- 
erage for  a  full  range  of  primary  and  preventive  reproductive 
health  care,  including  abortion,  our  current  health  care  system  can 
do  nothing  to  reduce  the  appalling  high  rates  of  teenage  pregnancy, 
infant  mortality,  babies  born  drug  addicted,  infected  with  HIV,  or 
with  fetal  alcohol  syndrome.  Each  of  these  problems  place  costly 
burdens  on  the  parents  and  health  care  systems,  our  schools,  our 
housing  programs,  our  criminal  justice  system,  and  the  entire  na- 
tional economy. 

In  closing,  I  would  like  to  reemphasize  that  this  year  we  have  an 
opportunity  to  make  a  dramatic  improvement  in  the  health  status 
of  the  United  States'  population,  including  the  majority  of  that  pop- 
ulation, the  51  percent  who  are  women.  In  the  past  years,  certainly 
while  I  have  been  here  in  Congress,  the  Congress  and  the  previous 
administrations  have  been  enormously  successful  in  controlling  the 
rights  and  choices  and  lives  of  poor  women,  even  though  our  fights 
have  gotten  better  and  closer. 

I  would  also  like  to  say  to  all  the  Members  of  Congress  and  the 
administration  and  anyone  else  that  the  right  to  choice  for  every 
man  and  woman  in  the  United  States  who  believes  it  is  a  right 
that  they  pay  for,  a  right  that  they  have  guaranteed  by  the  Con- 
stitution, a  right  of  choice,  should  not  be  taken  away  lightly  by  any 
of  our  colleagues  in  Congress.  And  I  urge  them  to  think  about  it 
very  closely. 
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But  let  me  add  just  one  other  very  small  point  and  that  is  if  we 
are  going  to  choose  what  we  will  cover  and  what  we  want,  my 
choice  is  going  to  concentrate  on  covering  the  diseases  caused  by 
smoking.  Four  hundred  sixty  thousand  Americans  die  every  year. 
The  health  costs  are  enormous  and,  frankly,  if  we  are  going  to  have 
the  choice  to  go  back  to  the  old  complaints  that  were  always  used 
on  women,  they  got  themselves  in  trouble  so  let's  think  about 
whether  we  will  cover  that,  if  we  are  going  to  decide  that  women 
are  not  worth  coverage  in  this  country. 

And  I  thank  you  very  much  for  your  kind  attention  and  look  for- 
ward to  working  with  you  in  the  future  on  this  issue. 

Mr.  Waxman.  Thank  you  very  much,  Ms.  Slaughter. 

Mrs.  Lowey. 

STATEMENT  OF  HON.  NITA  LOWEY,  A  REPRESENTATIVE  IN 
CONGRESS  FROM  THE  STATE  OF  NEW  YORK 

Mrs.  LOWEY.  Thank  you,  Mr.  Chairman.  I  want  to  join  my  col- 
leagues in  commending  you  for  calling  this  hearing  and  for  your 
leadership.  I  don't  think  it  is  coincidental  that  you  are  doing  this 
the  first  week  of  the  congressional  session.  It  is  a  very  strong  sig- 
nal to  American  women  that  we  will  be  a  priority  in  the  health 
care  system  of  the  future. 

This  committee,  with  your  leadership,  has  taken  the  lead  on  a 
number  of  health  care  issues,  and  we  are  very,  very  grateful.  In 
particular,  you  have  truly  been  instrumental  in  any  progress  that 
has  been  made  in  family  planning  and  reproductive  rights,  and  we 
are  very  grateful.  Therefore,  I  am  confident  that  we  can  count  on 
you  and  this  committee  to  ensure  that  reproductive  health  care  is 
given  the  priority  and  coverage  that  American  women  need  and  de- 
serve. 

In  these  areas,  the  President's  package,  as  submitted  to  the  Con- 
gress, earns  high  marks.  It  recognizes  the  fact  that  family  planning 
and  contraceptive  services  have  not  historically  had  the  kind  of  cov- 
erage that  makes  sense  and  the  plan  would  provide  that  coverage. 
It  respects  the  need  for  making  available  a  full  range  of  reproduc- 
tive health  services,  and  by  maintaining  the  coverage  that  is  widely 
provided  by  private  insurers  today,  reinforces  the  right  to  choose 
safe,  legal  abortion.  In  this  regard,  the  Health  Security  Act  rep- 
resents a  major  step  toward  correcting  historic  inequities  in  our 
health  care  system. 

Today,  14  million  American  women  of  reproductive  age  are  unin- 
sured. The  consequences  of  that  tragic  statistic  are  seen  in  higher 
infant  mortality  rates,  low  birth  weight  infants,  and  pregnancy-re- 
lated complications.  We  must  respond. 

Later  today  you  will  hear  the  results  of  a  study  by  The  Women's 
Research  and  Education  Institute  and  the  Institute  for  Women's 
Policy  Research,  which  shows  that  women  bear  a  disproportionate 
share  of  out-of-pocket  costs  for  their  reproductive  health  care.  That 
is  largely  due  to  the  fact  that  even  those  plans  which  do  cover  fam- 
ily planning  services  do  so  with  high  deductibles  and  copayments. 
We  cannot  allow  that  situation  to  continue. 

As  those  of  you  on  the  subcommittee  know,  family  planning  serv- 
ices are  among  the  most  cost-effective  services  we  can  provide. 
They  are  crucial  to  reducing  unintended  pregnancies,  to  avoiding 
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pregnancy-related  complications,  and  to  improving  maternal  and 
child  health  generally. 

Studies  have  shown  that  the  Federal  Title  X  family  planning  pro- 
gram saves  $4  in  health  and  welfare  costs  for  every  public  dollar 
invested.  And  last  year  that  meant  $1.8  billion  in  savings,  and  that 
figure  could  readily  be  multiplied  several  times  over  as  the  services 
become  available  to  the  millions  of  women  who  lack  them  today. 
The  Health  Security  Act  would  for  the  first  time  extend  insurance 
coverage  to  all  women  for  these  services,  which  makes  sense  both 
for  our  families  and  for  the  Nation. 

We  do  have  two  specific  suggestions  for  improving  family  plan- 
ning and  contraceptive  coverage.  First,  the  committee  should  treat 
family  planning  services  as  preventive  services,  so  that  they  would 
not  be  subject  to  copayments  and  deductibles.  This  not  only  makes 
sense,  because  these  services  are  clearly  preventive  in  nature,  but 
also  because  this  would  encourage  a  greater  use  of  these  services, 
thereby  reducing  the  overall  cost  of  our  health  care  system. 

Second,  contraceptive  drugs  should  be  explicitly  covered  under 
the  plan.  They  are  essential  to  ensuring  access  to  the  full  range  of 
effective  planning  options  and  their  status  should  not  be  left  to 
chance. 

I  cannot  stress  strongly  enough  the  importance  that  American 
women  attach  to  having  access  to  the  full  range  of  reproductive 
health  care  services.  There  are  those  who  will  attempt  to  turn  the 
health  care  reform  process  into  a  political  debate  over  abortion  and 
to  use  this  as  an  opportunity  to  restrict  a  woman's  right  to  choose. 
That  must  not  be  allowed  to  occur. 

Basic  health  care  should  not  be  determined  by  a  poll.  After  all, 
Mr.  Chairman,  the  Health  Security  Act  simply  maintains  the  sta- 
tus quo  with  regard  to  abortion  coverage.  Today,  the  majority  of 
health  care  plans,  Blue  Cross/Blue  Shield,  Aetna,  Travelers,  Kaiser 
Permanente  and  many  others  cover  abortions  as  a  matter  of  course. 
In  light  of  that,  failure  to  cover  these  procedures  under  health  care 
reform  would  be  a  loss  of  coverage  for  millions  of  American  women. 

The  administration's  plan  has  its  priorities  right.  It  will  give 
women  the  means  to  improve  their  health  and  make  real  choices. 
This  plan  recognizes  that  the  abortion  option  is  basic  to  women's 
health  and  must  be  covered.  The  whole  debate  is  about  expanding 
access  to  affordable  health  care  services,  and  women  who  have 
been  the  most  neglected  in  our  health  care  system  historically  ex- 
pect that  standard  to  apply  to  us  as  well. 

Absence  of  abortion  coverage  in  a  national  plan  would 
marginalize  this  basic  procedure  and  rendering  the  legal  right  to 
choose  meaningless  for  many  American  women.  It  would  relegate 
this  legal  service  once  again  to  the  back  alley  and  put  women's 
lives  at  risk. 
•  Again,  Mr.  Chairman,  when  it  comes  to  reproductive  health  care 
services,  the  administration  has  put  forward  a  package  that  recog- 
nizes the  common  sense  of  providing  coverage  for  the  full  range  of 
reproductive  health  care  services.  Their  plan  also  keeps  faith  with 
American  women  by  ensuring  that  the  legal  right  to  choose  is  not 
destroyed  by  lack  of  access. 

The  women  of  America  and  the  members  of  the  House  Women's 
Caucus  see  health  care  reform  as  an  unprecedented  opportunity  to 
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correct  historic  inequities,  and  broad  coverage  of  reproductive 
health  services  is  an  essential  component  of  any  plan  that  can  truly 
claim  to  have  addressed  the  needs  of  all  Americans.  Coverage  of 
the  full  range  of  reproductive  services,  including  abortion,  is  abso- 
lutely essential  to  securing  broad  based  support  from  members  of 
the  Women's  Caucus  for  the  plan.  We  will  not  support  a  package 
that  takes  women  backwards. 

Thank  you  again  for  your  support,  for  your  attention,  and  for 
your  leadership. 

Mr.  Waxman.  Thank  you  very  much,  Ms.  Lowey,  and  all  four  of 
you  and  members  of  the  Congressional  Women's  Caucus  for  your 
presentation  to  us.  I  think  what  you  have  had  to  say  to  us  is  some- 
thing that  we  very  much  have  to  keep  in  mind  as  we  look  at  this 
health  care  reform  package. 

I  have  no  questions  for  you.  I  know  you  have  other  appointments 
to  keep.  I  will  see  if  any  Members  have  anything  they  want  to  ask, 
otherwise  we  do  have  a  long  list  of  witnesses  waiting. 

Mr.  Klug. 

Mr.  Klug.  Just  a  comment,  Mr.  Chairman,  to  Mrs.  Schroeder, 
and  some  other  people  who  raised  a  question. 

As  one  of  the  people  who  has  been  involved  early  on  with  the 
Cooper  bill,  I  think  it  is  clear  that  in  just  about  every  health  care 
bill  being  considered  there  are  disagreements  among  members  of 
any  coalition,  including  the  Cooper  bill  as  well.  There  are  a  number 
of  us  who  are  pro-choice  who  want  to  make  sure  women  who  cur- 
rently have  health  care  benefits  don't  find  themselves  in  the  future 
without  abortion  services. 

Mrs.  Schroeder.  Thank  you.  That  is  wonderful  to  hear. 

Mr.  Waxman.  Thank  you.  We  look  forward  to  working  with  you 
on  this  issue. 

Our  next  panel  is  made  up  of  our  colleagues  who  are  represent- 
ing the  Congressional  Pro-Life  Caucus.  They  are  Representative 
Henry  Hyde;  Barbara  Vucanovich;  and  Representative  Christopher 
Smith. 

We  are  pleased  to  welcome  you  to  our  hearing  today.  Your  pre- 
pared statements  will  be  in  the  record  in  full.  We  would  like  to  ask 
you,  if  you  would,  to  limit  the  oral  presentation  to  5  minutes. 

Mr.  Hyde,  why  don't  we  start  with  you.  There  is  a  button  on  the 
base  of  the  mike.  Be  sure  to  push  it  forward. 

STATEMENT  OF  HON.  HENRY  J.  HYDE,  A  REPRESENTATIVE  IN 
CONGRESS  FROM  THE  STATE  OF  ILLINOIS 

Mr.  Hyde.  Thank  you  very  much,  Mr.  Chairman.  I  surveyed  the 
room  and  I  feel  like  Indiana  Jones  in  the  Temple  of  Doom,  but, 
nonetheless,  except  for  Mr.  Bliley.  I  do  thank  you,  though,  for  the 
opportunity  to  testify  on  behalf  of  the  House  Pro-Life  Caucus,  and 
it  should  come  as  no  surprise  that  I  stand  in  strong  opposition  to 
those  provisions  of  President  Clinton's  bill  that  would  place  the  full 
power  of  the  Federal  Government  behind  the  promotion  of  abortion 
as  a  routine  health  benefit  and  force  all  Americans  to  pay  for  abor- 
tion on  demand. 

The  President  has  included  abortion  as  a  part  of  his  basic  bene- 
fits package  under  the  description  of  family  planning  and  preg- 
nancy-related services.  We  are  told  that  abortion  should  be  covered 
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because  it  is  no  different  than  any  other  medical  procedure.  On  the 
contrary,  it  is  completely  different.  In  Harris  v.  McRae,  the  Su- 
preme Court  stated  that,  "Abortion",  and  I  quote,  "is  inherently  dif- 
ferent from  other  medical  procedures,  because  no  other  procedure 
involves  the  purposeful  termination  of  a  potential  life."  In  my  hum- 
ble judgment,  the  court  is  wrong  only  in  the  fact  that  an  unborn 
child  is  not  a  potential  life,  it  is  a  human  life  with  potential. 

But,  Mr.  Chairman,  I  have  been  involved  in  debates  over  abor- 
tion policy  in  this  body  since  1975,  and  as  Ranking  Republican 
Member  on  the  Judiciary  Committee's  Subcommittee  on  Civil  and 
Constitutional  Rights,  I  have  participated  in  many  hearings  and 
markups  on  abortion-related  legislation,  including  most  recently 
the  so-called  "Freedom  of  Choice  Act",  a  bill  intended  to  nullify 
most  remaining  State  limitations  on  abortion.  And  based  on  this 
experience,  I  can  say  that  President  Clinton's  health  care  bill  con- 
tains the  most  extreme  pro-abortion  provisions  of  any  legislation 
ever  introduced  in  Congress,  even  more  extreme  than  the  Freedom 
of  Choice  Act. 

Now,  this  bill  represents  an  attempt  to  impose  on  the  entire  pop- 
ulation by  force  of  law  the  ideological  position  of  a  small  minority; 
namely,  that  abortion  must  be  treated  as  indistinguishable  from 
any  routine  medical  procedure.  The  bill  would  force  everyone  to  di- 
rectly support  a  procedure  that  many  millions  of  Americans  find 
morally  offensive,  since  it  takes  the  life  of  a  defenseless  living 
member  of  the  human  family.  They  will  be  coerced  to  support  it 
through  government-mandated  premiums,  deducted  from  their  pay- 
checks, and  through  their  Federal  taxes  as  well. 

However,  the  majority  of  Americans  do  not  want  abortion  in- 
cluded in  any  national  health  care  plan.  For  example,  consider 
polls  conducted  by  The  New  York  Times  in  March  and  June  of  last 
year  which  asked  specifically  whether  abortion  should  be  included 
in  the  basic  benefits  package.  These  polls  found  American  women 
overwhelmingly  opposed  to  including  abortion — 72  percent  in  the 
March  poll  and  65  percent  in  the  June  poll.  Clearly,  the  majority 
of  American  women  do  not  want  abortion  as  a  mandated  benefit  in 
health  care  reform. 

In  November  1992,  a  Wirthlin  poll  asked,  quote,  "Do  you  favor 
or  oppose  abortion  being  allowed  as  a  method  of  birth  control?" 
Eighty-four  percent  of  Americans  and  89  percent  of  American 
women  said  that  abortion  should  not  be,  quote,  "allowed",  close 
quote,  as  a  method  of  birth  control.  Yet  the  Clinton  plan  allows 
abortions  for  any  reason  whatsoever,  equating  undergoing  an  abor- 
tion with  an  appendectomy. 

I  urge  members  of  the  subcommittee  to  keep  these  poll  results 
in  mind  the  next  time  they  are  told  that  it  is  offensive  to  women 
for  a  government-run  health  program  to  treat  abortion  differently 
from  birth  control  devices,  vasectomies  and  mastectomies. 

When  I  hear  people  say,  speaking  for  American  women,  with 
great  respect  and  deference,  that  is  awfully  presumptuous.  There 
are  millions  of  American  women  that  find  abortion  morally  repul- 
sive. Not  arguing  the  merits  of  abortion,  I  am  saying  the  fact  is 
there  are  millions  of  people  out  there  who  abhor  abortion  and  I  am 
speaking  on  behalf  of  them.  Not  all  women,  not  all  pro-lifers,  but 
the  facts  are  there  are  millions  of  people  that  despise  abortion. 
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Now,  including  abortion  in  a  federally  mandated  benefits  pack- 
age has  far-reaching  ramifications.  Contrary  to  the  President's 
statements  last  September,  Americans  would  not  have  the  option 
of  joining  plans  that  do  not  pay  for  abortions — I  see  my  time  is 
nearly  up.  Let  me  just  hurry  through  this,  if  I  may.  I  won't  tally — 
An  individual  doctor  or  an  individual  hospital  can  refuse  to  perform 
abortions  under  the  conscience  clause  but  the  health  plan  itself 
must  enter  into  a  contract  with  a  local  abortion  provider  and  must 
pay  for  all  abortions. 

Every  employer  would  be  forced  to  contribute  to  coverage  for 
abortion  on  demand  for  all  employees.  No  health  plan  could  be  sold 
if  it  did  not  provide  access  to  abortion  within  the  local  area  covered 
by  the  plan.  This  requirement  means  that  the  Federal  Government, 
through  the  regional  health  alliances,  would  mandate  the  creation 
of  large  numbers  of  abortion  mills  and  providers  in  communities 
where  right  now  none  exist. 

Beginning  in  about  the  middle  of  1993,  pro-abortion  advocacy 
groups  began  to  assert,  and  I  heard  it  here  this  morning,  that  most 
American  women  already  have  insurance  that  covers  abortion. 
Failure  to  mandate  abortion  would  take  away  a  very  important 
benefit. 

There  is  no  data  to  support  that  statement.  In  fact,  there  is  con- 
trary evidence.  The  St.  Louis  Post-Dispatch  reported  last  Septem- 
ber that,  quote,  "A  spokesman  for  A.  Foster  Higgins,  Inc.,  a  na- 
tional employee  benefits  consultant  that  surveys  2,500  employers  a 
year,  said  such  coverage  was  common  in  HMO's  but  unusual  in  fee- 
for-service  plans  and  in  employers'  self-funded  plans." 

I  have  much  evidence  here  to  show  that  is  not  routinely  available 
right  now.  Most  insurances  do  not  provide  it.  It  is  available,  but 
it  is  not  provided. 

To  cut  to  the  chase,  Mr.  Chairman,  I  am  simply  saying  this  is 
a  whole  plan  that  is  controversial.  We  want  to  do  something  about 
reforming  the  terrible  gaps  that  we  all  can  see  exist  in  health  care. 
We  want  to  support  something.  But  to  force  feed  the  payment  for 
abortions  on  millions  of  people  who  have  the  strongest  moral  scru- 
ples against  it  is  not  only  wrong  but  it  could  sink  this  whole  pro- 
gram. I  don't  want  that  to  happen,  and  I  simply  suggest  to  you  that 
we  take  abortion  out  of  the  mandate  and  let  people  who  want  that 
coverage  buy  it  privately,  privatize  that,  but  to  put  that  albatross 
around  this  program,  I  think  is  a  serious  mistake,  and  I  thank  you 
for  your  courtesy. 

Mr.  Waxman.  Thank  you  very  much,  Mr.  Hyde. 

[The  prepared  statement  of  Mr.  Hyde  follows:] 
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Mr.  Chairman,  I  thank  you  for  this  opportunity  to  testify  on  my  own 
behalf  and,  with  my  colleagues,  on  behalf  of  the  House  Pro-L1fe  Caucus. 

We  testify  in  strong  opposition  to  those  provisions  of  President 
Clinton's  bill  that  would  place  the  full  power  of  the  federal  government 
behind  the  promotion  of  abortion  as  a  routine  health  benefit--  and  force  all 
Americans  to  pay  for  abortion  on  demand. 

Mr.  Chairman,  I  have  been  extensively  involved  in  the  debates  over 
abortion  policy  in  this  body  since  1975,  and  before  that  as  a  member  of  the 
Illinois  legislature.  As  the  ranking  Republican  member  of  the  Judiciary 
Committee's  Subcommittee  on  Civil  and  Constitutional  Rights,  I  have 
participated  in  innumerable  hearings  and  markups  on  abortion-related 
legislation,  including  most  recently  the  so-called  "Freedom  of  Choice  Act," 
a  bill  to  nullify  most  remaining  state  limitations  on  abortion.   Based  on 
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this  experience,  I  can  say,  without  exaggeration,  that  President  Clinton's 
health  care  bill  contains  the  most  extreme  pro-abortion  provisions  of  any 
legislation  ever  introduced  in  Congress—  even  more  extreme  than  the  Freedom 
of  Choice  Act. 

This  bill  represents  an  attempt  to  impose  on  the  entire  population,  by 
force  of  law,  the  ideological  position  of  a  small  minority--  namely,  that 
abortion  must  be  treated  as  indistinguishable  from  any  routine  medical 
procedure.  The  bill  wou la  force  everyone  to  directly  support  a  procedure 
that  many  millions  of  Americans  recognize  takes  the  life  of  a  living  member 
of  the  human  family--  support  it  through  government-mandated  "premiums" 
deducted  from  their  paychecks,  and  through  their  federal  taxes  as  well. 

In  seeking  to  hijack  health  care  reform  for  this  purpose,  pro-abortion 
advocacy  groups  demonstrate  that  the  term  "pro-choice"  is  indeed  a  misnomer. 
They  seek  to  use  the  full  weight  of  law  to  compel  every  American  to  acquiesce 
in  and  participate  in  their  vision  of  abortion  as  a  morally  neutral  act--  or 
rather,  as  a  positive  good,  a  "basic  benefit." 

In  August  and  September,  before  the  bill  was  formally  introduced,  the 
PresTde1iTf*tiil  First  Lady,  and  various  Administration  officials  made  a 
number  of  public  stateiwnts  that  very  substantially  understated  the 
requirements  of  this  bill  with  respect  to  abortion.   These  statements 
confused  the  public--  but  now,  as  the  truth  is  becoming  more  widely 
understood,  I  believe  that  many  Member's  of  Congress  will  perceive  more 
clearly  during  the  weeks  and  months  ahead  the  growing  breadth  and  intensity 
of  the  opposition  that  these  provisions  are  engendering  towards  the 
President's  proposal. 

Funding  of  Abortions 

My  testimony  today  centers  only  on  the  pro-abortion  ramifications  of 
the  President's  bill.  I  personally  have  a  number  of  major  problems  with  the 
President's  bill,  including  the  manner  in  which  I  perceive  that  it  would 
quickly  lead  to  widespread  rationing  of  vital  health  care.  I  hope  to  see 
those  other  problems  corrected,  but  even  if  they  are,  I  would  strongly 
resist  any  legislation  that  would  grant  the  federal  government  expanded 
powers  to  promote  abortion  and  tax  funding  of  abortion. 

I  also  note  that  there  are  many  other  pro-life  Members  of  the 
House  who  are  more  favorably  disposed  than  1   towards  greatly  expanding  the 
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federal  government's  role  in  managing  health  care  delivery.  But  for  every 
genuinely  pro-life  Member  of  the  House,  and  even  for  many  who  have  what 
might  be  considered  "middle"  positions  on  abortion  policy,  the  President  has 
created  an  enormous  problem  by  proposing  to  include  abortion  as  a  federally 
mandated  health  benefit. 

Keep  in  mind  that  last  June,  the  House  voted  256  to  171  in  favor  of  the 
amendment  that  I  offered  to  the  Health  and  Human  Services  appropriations 
bill,  to  prohibit  federal  Medicaid  funding  of  abortions,  except  in  three 
rare  circumstances.  If  you  look  at  that  roll  call,  Mr.  Chairman,  you  will 
find  well  represented,  among  those  256  House  members  who  voted  against 
government  funding  of  abortion,  virtually  every  faction  in  the  health  care 
debate.  Ninety-nine  Democrats  voted  for  the  Hyde  Amendment,  while  only  16 
Republicans  voted  against  it. 

Yet,  the  President's  bill  would  provide  tax-subsidized  coverage  of 
abortion  on  demand  for  the  entire  Medicaid  population,  thereby  nullifying 
the  federal  Hyde  Amendment  and  the  restrictions  on  tax-funded  abortion  in 
effect  in  37  states.  And  that  is  just  one  aspect  of  the  sweeping  abortion 
mandate  woven  into  the  President's  bill. 

The  Abortion  Mandates:  Fact  and  Fiction 

With  regard  to  abortion,  there  is  a  great  gulf  between  the  descriptions 
of  this  bill's  provisions  by  the  President  and  his  surrogates,  and  the 
actual  provisions  of  the  bill.  I  was  astonished  when  I  read  the  transcript 
of  a  September  23,  1993  Cable  News  Network  broadcast  in  which  First  Lady 
Hillary  Clinton  said,  and  I  quote,  "We  are  not  increasing  the  availability 
or  decreasing  the  availability  of  abortion.  We  are  really  trying  to  strike 
a  balance  so  that  we  provide  what  is  available  now." 

Mr.  Chairman,  that  was  truly  an  breathtaking  misrepresentation.   I 
have  read  analyses  of  the  President's  bill  by  leading  authorities  on  both 
sides  of  the  abortion  issue  (and  you  will  hear  some  of  these  today). 
Neither  side's  analysis  is  remotely  consistent  with  Hillary  Clinton's  claim 
that  this  bill  does  not  increase  the  availability  of  abortion  services.  In 
fact,  both  sides  recognize  that  the  bill  would  work  a  drastic  change  in 
abortion  policy. 

For  example,  I  read  a  speech  by  Pamela  Maraldo,  the  president  of  the 
Planned  Parenthood  Federation  of  America,  in  which  she  suggested  that 
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putting  abortion  in  a  federally  mandated  benefits  package  would  be  "a  watershed 
event  just  as  significant,  just  as  vital,  as  the  Supreme  Court's  decision  on 
Roe  versus  Wade."   It  would,  she  indicated,  ensure  "that  all  reproductive 
health  care  --  including  abortion  services  —  are  woven  into  the  mainstream 
of  health  care  delivery  in  America." 

It  is  impossible  to  reconcile  that  statement,  and  many  others  like  it 
by  leading  pro-abortion  advocates,  with  Hillary  Clinton's  claim  that  the 
bill  merely  preserves  tht  status  quo  on  abortion  policy. 

The  facts  are  these:  the  President's  bill  includes  "family  planning 
services  and  services  for  pregnant  women"  in  the  federally  mandated 
"comprehensive  benefits  package."   After  some  initial  mumbo- jumbo  by 
Administration  officials,  the  President  and  the  First  Lady  explicitly 
acknowledged  last  September  that  this  terminology  encompasses  abortion  at  a 
woman's  request--  an  assessment  shared  by  legal  experts  on  both  sides. 

Including  abortion  in  the  federally  mandated  benefits  package  has 
far-reaching  ramifications,  including: 

(1)  No  health  plan  could  be  certified  for  sale  to  the  public  unless 
covered  abortion  without  restriction.   Contrary  to  the  President's 
statements  last  September,  Americans  would  not  have  the  option  of 
joining  plans  that  do  not  pay  for  abortions.   An  individual  doctor  or  an 
individual  hospital  can  refuse  to  perform  abortions--  but  the  health  plan 
Itself  must  enter  Into  a  contract  with  a  local  abortion  provider,  and  must 
pay  for  all  abortions. 

(2)  No  health  plan  could  be  sold  if  it  did  not  provide  access   to 
abortion  within  the  local  area   covered  by  the  plan.  This  requirement  means 
that  the  federal  government,  through  the  quasi-governmental  "health 
alliances"  established  by  the  bill,  would  mandate  creation  of  large  numbers 
of  new  abortion  mills  in  communities  where  none  currently  exist. 

(3)  Every  employer  would  be  forced  to  contribute  to  coverage  for 
abortion  on  demand  for  all  employees.  There  are  no  exceptions  to  this 
federal  mandate.  For  example,  you  will  hear  later  today  from  a 
representative  of  the  Southern  Baptist  Convention.  Under  the  President's 
bill,  every  Southern  Baptist  church  and  every  agency  of  that  denomination 
would  be  compelled,  by  force  of  law,  to  pay  premiums  to  cover  abortion  on 
demand. 

(4)  With  a  few  very  limited  exceptions  such  as  undocumented  aliens, 
every  working  American  would  have  government-mandated  "premiums"  taken  from 
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their  paychecks  to  pay  for  abortion  on  demand. 

(5)  Direct  tax  revenues  also  would  be  used  to  pay  for  abortion  on 
demand  for  low-income  Americans--  for  example,  those  now  covered  by 
Medicaid—  thereby  null  if  vino  the  Hvde  Amendment  and  the  laws  of  37  stat-*.; 
that  restrict  tax  funding  of  abortions.  Women  and  girls  currently  covered 
by  Medicaid  would  be  brought  under  the  guaranteed  benefits  package,  with  the 
government  paying  for  their  benefits-  including  abortion  on  demand. 

In  a  September  23  1993  "town  hall  meeting'  1n  Tampa,  broadcast  live  on 
ABC,  Ted  Koppel  questioned  President  Clinton  specifically  on  this  point. 

Ted  Koppel:  Are  tax  monies  going  to  be  used  to  support  those 
abortions? 

President  Clinton:  The  answer  is,  indirectly  they  will...  Under  this 
system,  people  on  Medicaid  would  be  just  like  any  other  person.  They'd 
join  a  health  plan,  they'd  sign  up  for  certain  services.  The  funds 
the  public  and  the  private  funds,  would  all  be  mixed  together. 

Ted  Koppel:  ...  So  implicitly,  the  answer  is  yes,  they  will  be. 

President  Clinton:  They  will  be  able  to  fund  it,  that's  right. 

(6)  Defining  abortion  as  a  mandated  benefit  means  that  the  "National 
Health  Board,"  made  up  of  seven  presidential  appointees,  would  have  sweeping 
powers  to  nullify  state  laws  or  policies  that  even  slightly  limit  access  to 
abortion.  To  cite  just  one  example,  pro-abortion  groups  have  become 
increasingly  critical  of  the  laws  in  effect  in  46  states  that  allow  only 
licensed  physicians  to  perform  legal  abortions.   The  bill  explicitly 
authorizes  the  Board  to  nullify  state  laws  governing  the  qualifications  of 
medical  professionals.  This  would  certainly  lead  to  a  federal  decree 
legalizing  performance  of  abortions  by  nurse  practitioners,  nurse  midwives, 
and  physician  assistants-  a  point  cited  in  favor  of  the  bill  by  groups  such 
as  Planned  Parenthood.  Other  state  laws  that  regulate  abortion,  such  as 
parental  consent  laws,  waiting  periods,  and  so  forth,  could  also  be 
nullified  by  the  National  Health  Board  as  impediments  to  access  to  a 
federally  guaranteed  benefit. 
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Do  Most  American  Women  Agree  That  Abortion  Must  Be  Provided 
on  the  Saae  Basis  as  Other  'Reproductive  Health  Services"? 

I  believe  that  the  President  made  a  big  mistake  when  he  decided  to 
allow  his  bill  to  be  used  as  a  vehicle  by  pro-abortion  advocacy  groups.  The 
bill  currently  reflects  the  ideological  position  of  those  who  insist  that  the 
government  must  promote  and  fund  abortion  as  if  it  was  completely 
Indistinguishable  from  pre-natal  care,  or  contraception  devices,  or  other  so- 
called  "reproductive  health  issues." 

This  ideological  position  is  held  by  only  a  small  minority  of  the 
American  people.  National  public  opinion  polls  demonstrate  that  even  most 
of  those  who  are  called  "pro-choice"--  those  who  favor  keeping  abortion 
legal,  up  to  a  point--  firmly  reject  the  notion  that  the  government  should 
treat  it  as  simply  a  routine  medical  benefit. 

You  will  hear  testimony  today  to  suggest  that  removing  abortion  from 
the  government-mandate  benefits  package  would  be  to  discriminate  against 
"women."  Yet,  these  same  polls  show  that  the  substantial  majority  of  women 
believe  that  it  Is  perfectly  appropriate  for  the  government  to  distinguish 
between  abortion  and  other  so-called  "reproductive  health  services,"  by 
refusing  to  pay  for  abortion  or  to  include  it  in  a  government-defined  health 
insurance  package. 

For  example,  consider  polls  conducted  by  The  New  York  Times   in  March 
and  June  of  1993,  which  asked  specifically  whether  abortion  should  be 
included  in  the  basic  benefits  package.  These  polls  found  American  women 
overwhelmingly  opposed  to  including  abortion--  72*i   in  the  March  poll,   65*  in 
the  June  poll.     (In  both  polls,  the  differences  between  men  and  women  were 
within  the  margin  of  error). 

A  large  survey,  conducted  by  the  Alan  Guttmacher  Institute  in  1987, 
found  that  half  of  all  women  seeking  abortions,  neither  they  nor  their 
partner  was  using  any  form  of  fertility  control  during  the  month   in  which 
the  conception  occurred.  The  President  would  require  us  all  to  pay  for 
providing  abortion  as  a  method  of  birth  control,  on  precisely  the  same  basis 
as  birth-control  devices,  sterilization  procedures,  and  so  forth.  Yet,  most 
Americans--  including  many  who  regard  themselves  as  "pro-choice"--  reject 
the  notion  that  abortion  should  be  treated  as  just  another  method  of  birth 
control. 

For  example,  a  November  1992  Wirthlin  poll  asked,  "Do  you  favor  or 
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oppose  abortion  being  allowed  as  a  method  of  birth  control?"  [emphasis 
added]   Eight-four  percent  of  Americans,  and  89  percent  of  American  women, 
said  that  abortion  should  not  be  "allowed"  as  a  method  of  birth  control.  I 
urge  members  of  the  subcommittee  to  keep  this  in  mind  the  next  time  they  are 
told  that  it  is  offensive  to  women  for  a  government-run  health  program  to 
treat  abortion  differently  from  birth-control  devices,  vasectomies,  etc. 

■Taking  It  Away"?" 

There  is  a  related  issued  that  I  must  also  address.  Beginning  in  about 
the  middle  of  1993,  pro-abortion  advocacy  groups  began  to  assert  that  most 
American  women  already  have  insurance  that  covers  abortion,  and  that  failure 
to  mandate  abortion  in  a  federal  benefits  package  would  therefore  constitute 
"taking  away"  a  precious  benefit.  Later,  the  President  picked  up  this 
claim. 

This  argument  is  badly  flawed  in  several  respects. 

First,  it  is  not  self-evident  that  the  government  is  "taking  away" 
abortion  benefits  if  it  merely  declines  to  mandate  them.  Does  the 
Administration  really  want  to  embrace  the  doctrine  that  any  limitation  on 
scope  of  the  federal  benefits  package  constitutes  a  "taking  away"  of 
benefits  that  Americans  are  currently  free  to  purchase  on  the  private 
insurance  market? 

After  all,  those  Americans  who  currently  do  have  abortion  insurance 
have  it  because  of  marketplace  decisions  reached  by  insurers  and  consumers 
of  insurance.   If,  as  we  advocate,  abortion  is  explicitly  excluded  from  the 
federally  mandated  benefits  package,  those  who  desire  such  coverage- 
individuals,  employers,  or  other  groups--  will  remain  free  to  purchase  it  on 
the  private  market,  just  as  they  are  now. 

Secondly:  those  making  the  claim  that  most  American  women  already  have 
abortion  insurance  have  failed  to  produce  any  real  evidence  that  this  is  the 
case,  instead  citing  small  and  unrepresentative  samples  of  Insurers. 
Indeed,  there  is  substantial  and  growing  evidence  that  abortion  coverage  is 
far  from  commonplace  in  many  types  of  private  health  plans.  St.   Louis  Post- 
Dispatch   reported  on  September  24,  1993: 
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A  spokesman  for  A.  Foster  Higgins,  Inc.,  a  national  employee  benefits 
consultant  that  surveys  2,500  employers  a  year,  said  such  coverage  was 
common  in  health  maintenance  organizations  but  unusual  in  fee-for- 
service  plans  and  in  employers'   self-funded  plans.     Self- funded  plans 
provide  health  coverage  for  65  percent  of  American  workers. 

Various  organs  of  the  press  have  found  abortion  insurance  to  be 
generally  uncommon  in  various  regions  of  the  country.  For  example,  the 
Post-Dispatch   reported  that  "such  [abortion]  coverage  appears  to  be  the 
exception  in  Missouri  and  Illinois."  B.J.  Isaacson-Jones,  president  of 
Reproductive  Health  Services,  Missouri's  largest  abortion  clinic,  told  the 
Post-Dispatch  that  less  than  10  percent  of  the  clinic's  clients  have 
insurance  for  abortions.  "The  insurers  that  cover  abortion  are  few  and  far 
between,"  Isaacson-Jones  said. 

Similar  results  have  also  been  found  in  some  other  states  in  which 
media  organs  have  gone  out  to  check  on  the  President's  claim.  For  example, 
the  Omaha  World-Herald   (Sept.  28,  1993)  quoted  Reisha  Johnson,  administrator 
of  one  of  the  three  abortion  clinics  in  Nebraska,  as  saying,  "Most  plans  do 

not  cover  elective  abortion If  we  can  get  insurance  to  cover  it,  that 

would  be  a  real  boon."   The  World-Herald  also  reported: 

Mutual  of  Omaha,  the  nation's  largest  provider  of  individual  health 
insurance  and  one  of  the  largest  group  health  insurance  providers, 
generally  does  not  cover  abortions. . .Individual  and  group  policies  that 
Mutual  sells  'specifically  exclude  elective  abortions'..." 

Mr.  Chairman,  the  pro-life  movement  will  energetically  oppose  the 
President's  bill  or  any  other  bill  that  does  explicitly  exclude  abortion 
from  the  scope  of  any  government-defined  benefits  package,  whether  defined 
by  the  bill  itself  or  by  an  agency  such  as  the  "National  Health  Board." 

Thank  you. 

A  CBS  /  New  York  Times   poll  (March,  1993)  asked,  "Should  abortion  for  women 
who  want  it  be  covered  as  part  of  a  basic  health  care  plan  or  should  1t  be 
paid  for  directly  by  the  women  who  want  it?"  The  response  was: 

„  ..  Total     Men      Women 

Should  be  covered:      23*     24%      22V 
Should  NOT  be  covered:    72%     72%     *72% 

*  Note:  72%  of  the  women  polled  said  abortion  should  NOT  be  covered  as  part 
of  a  basic  health  care  plan.  K 


Three  months  lator  1n  June  1993,  a  CBS  /  New  York  Times  poll  asked  the  same 
question  and  yielded  similar  results.  "Should  abortion  for  women  who  want 
it  be  covered  as  part  of  a  basic  health  care  plan  or  should  it  be  paid  for 
directly  by  the  women  who  want  it?"  The  response  was: 

„   . .  .  Total     Men      Women 

Should  be  covered:      25%     26%      25% 
Should  NOT  be  covered:    66%     66%     *65% 

*  Note:  65%  of  the  women  polled  said  abortion  should  NOT  be  covered  as  part 
of  a  basic  health  care  plan. 
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Mr.  Waxman.  Mrs.  Vucanovich. 

STATEMENT    OF    HON.    BARBARA    F.    VUCANOVICH,    A    REP- 
RESENTATIVE IN  CONGRESS  FROM  THE  STATE  OF  NEVADA 

Mrs.  Vucanovich.  Thank  you,  Mr.  Chairman,  and  I  appreciate 
the  opportunity  to  testify  before  your  subcommittee  today  regard- 
ing the  impact  of  the  President's  Health  Security  Act  and  other 
similar  health  care  proposals. 

Although  I  am  grateful  that  the  President's  plan  is  bringing  the 
issue  of  health  care  to  the  forefront  of  public  disclosure,  I  do  have 
a  number  of  concerns  regarding  this  type  of  legislation.  For  in- 
stance, the  inflexibility  of  the  standard  benefits  package,  the  ra- 
tioning of  life  saving  care,  the  lack  of  choice  for  the  consumer,  and 
particularly  phrases  like  "services  for  pregnant  women." 

While  services  for  pregnant  women  would  provide  prenatal  care 
and  family  planning  services,  it  would  tragically  make  abortion  a 
new  Federal  entitlement.  This  plan  would  force  millions  of  tax- 

{>aying  Americans  to  participate  in  the  taking  of  innocent  human 
ives — in  fact,  approximately  1.6  million  lives  a  year. 

The  Roe  v.  Wade  decision  was  based  on  the  assumption  that 
every  woman  has  a  right  to  privacy.  As  a  private  individual,  she 
is  able  to  obtain  an  abortion  without  the  involvement  of  govern- 
ment or  society.  But  a  right  to  privacy  does  not  imply  that  a 
woman  also  has  a  right  to  receive  financial  assistance,  especially 
from  the  taxpaying  American  public,  particularly  when  72  percent 
of  women  believe  that  a  woman  should  pay  for  her  own  abortion. 

Under  the  Clinton  plan,  employers  and  employees,  regardless  of 
their  own  personal  beliefs,  would  be  forced  to  pay  premiums  in 
order  to  participate  in  plans  that  clearly  mandate  abortion  cov- 
erage. Every  American  who  pays  taxes  would  be  funding  abortions. 
In  1976,  the  Federal  Government  was  paying  for  more  than 
300,000  abortions  a  year  before  Congress  wisely  enacted  the  Hyde 
amendment,  which  prohibits  abortions  except  to  save  the  life  of  the 
mother,  and  now  includes  coverage  for  cases  of  rape  and  incest.  De- 
spite the  efforts  of  some  to  remove  this  funding  limitation,  the 
Hyde  amendment  still  enjoys  the  support  of  the  majority  of  Amer- 
ican people. 

Some  people  claim  that  by  providing  this  coverage  we  simply 
would  mirror  the  coverage  provided  by  private  insurers.  However, 
there  is  no  definitive  source  of  nationwide  data  regarding  abortion 
insurance  coverage.  In  many  States,  abortion  coverage  is  the  excep- 
tion rather  than  the  rule.  In  Nebraska,  for  instance,  the  director 
of  one  of  the  State's  three  abortion  clinics  was  quoted  as  saying, 
quote,  "Most  plans  do  not  cover  elective  abortions;  if  we  could  get 
insurers  to  cover  abortion,  it  would  be  a  real  boon",  unquote. 

Even  the  Nation's  largest  provider  of  individual  and  group  health 
insurance,  Mutual  of  Omaha,  specifically  excludes  all  elective  abor- 
tions from  its  coverage.  This  leaves  no  doubt  that  mandating  abor- 
tion coverage  would  greatly  expand  the  scope  of  abortion  in  our 
country. 

Others  here  today  would  have  you  believe  that  abortion  should 
be  covered  because  it  is  simply  another  medical  procedure,  much 
like  removing  an  unwanted  tumor  or  wart.  However,  in  1980,  the 
Supreme  Court  ruled  abortion  is  inherently  different  from  other 
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medical  procedures  because  no  other  procedure  involves  the  pur- 
poseful termination  of  potential  human  life. 

Abortion  is  inherently  different  and  controversial.  A  March  1993 
CBS/New  York  Times  poll  found  that  72  percent  of  Americans  do 
not  want  abortion  covered  under  a  basic  insurance  plan.  I  agree. 
Abortion  without  restrictions  funded  by  taxpayers  has  no  place  in 
basic  health  coverage. 

It  is  perplexing  that  the  President's  plan  holds  up  choice  for  gov- 
ernment-mandated abortion  coverage  when  they  limit  the  choice 
between  real  health  prevention  and  real  health  problems.  One  ex- 
ample is  the  coverage  the  administration  includes  for  breast  cancer 
screening.  Breast  cancer  is  not  a  state  of  being,  as  is  pregnancy, 
but  it  is  a  dangerous  disease  which  can  kill.  I  know  because  I  sur- 
vived this  deadly  disease. 

As  a  woman,  I  am  insulted  that  the  administration  has  decided 
to  limit  mammography  coverage  under  the  basic  benefit  plan  to 
once  every  2  years  for  women  over  age  50.  That  coverage  is  cur- 
rently what  Medicare  provides  and  according  to  the  National  Can- 
cer Institute  and  the  American  Cancer  Society,  it  is  not  frequent 
enough.  Do  you  know  how  large  a  tumor  can  grow  in  2  years?  It 
can  kill  in  2  years  or  less,  for  that  matter. 

What  about  those  women  who  are  younger  than  50?  Do  they 
have  choices?  The  Clinton  administration  is  not  offering  them  any 
screening  test  availability  unless  it  is  determined  that  it  is  medi- 
cally necessary.  What  does  this  term  mean?  Does  it  mean  when  a 
lump  is  found?  Does  it  mean  when  there  is  a  family  history  of 
breast  cancer?  No  one  knows  because  the  administration  is  unclear. 
In  the  meantime,  the  administration  is  proposing  to  change  wom- 
en's existing  health  coverage,  which  in  many  cases  does  offer  these 
life-saving  procedures. 

When  talking  about  women  and  choice,  let's  not  get  confused. 
The  Clinton  health  proposal  does  not  give  women  the  right  to 
choose.  It  limits  the  care  they  need.  It  limits  the  doctors  they  may 
wish  to  see,  and  it  limits  their  freedom  to  make  the  decisions  about 
their  own  health  care.  Health  care  reform  is  supposed  to  improve 
the  health  of  our  citizens,  both  male  and  female.  At  this  point  I 
don't  see  the  Clinton  health  care  proposal  doing  that. 

Choices  are  never  easy  to  make,  but  what  lies  in  the  balance  are 
human  lives — the  lives  of  children,  the  lives  of  men,  and  the  lives 
of  women  in  our  Nation.  Let's  not  make  a  choice  we  and  the  Amer- 
ican people  will  regret.  We  simply  cannot  accept  the  Clinton  health 
care  proposal  as  presented. 

I  thank  the  chairman  for  this  opportunity  to  speak  and  urge  him 
to  seek  changes  which  will  actually  help  protect,  preserve,  and  im- 
prove the  lives  of  our  citizens  now  and  in  the  future. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you  very  much,  Representative  Vucanovich. 

Mr.  Smith. 

STATEMENT  OF  HON.  CHRISTOPHER  SMITH,  A  REPRESENTA- 
TIVE IN  CONGRESS  FROM  THE  STATE  OF  NEW  JERSEY 

Mr.  Smith.  Thank  you,  very  much,  Mr.  Chairman,  and  I  thank 
you  for  this  courtesy,  and  Mr.  Bliley  and  members  of  the  sub- 
committee. 
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The  President's  proposal  to  include  abortion  on  demand  as  a 
mandate  benefit  is  extreme,  it  is  unethical,  and  completely  out  of 
the  mainstream  of  American  thought  and  opinion. 

Rather  than  nurture  and  protect  human  life,  the  administration 
proposes  to  coerce  millions  of  conscientious  objectors  into  subsidiz- 
ing the  violent  deaths  of  millions  of  unborn  babies.  Please,  Mr. 
President,  we  want  no  part  of  this  child  abuse. 

Mr.  Chairman,  the  President's  plan  treats  pregnancy  as  a  dis- 
ease or  illness  and  unborn  children  like  tumors,  a  diseased  pan- 
creas, or  so  much  garbage  who  are  unworthy  of  either  respect  or 
compassion.  iThis,  it  seems-  to  me,  flies  in-the  face  of  the-  purpose 
of  health  care  reform,  protecting  the  weak,  the  vulnerable,  the  sick 
and  including  all. 

In  a  word,  this  provision  is  antichild  and  will  lead  to  many, 
many  more  babies  dying  in  a  painful  way  and  will  subjugate  their 
mothers  to  a  myriad  of  health  risks.  This  proposal  will  force  every 
American,  Mr.  Chairman,  every  taxpayer,  every  employer,  every 
working  woman,  every  working  man  to  be  party  to  the  chemical 
poisoning  or  dismemberment  of  innocent  children. 

Under  the  Clinton  plan,  an  unborn  child  at  any  stage  of  gesta- 
tion— fourth,  fifth,  sixth  month  and  beyond — will  be  vulnerable  to 
the  abuse  of  abortion.  And  Mr.  Clinton  wants  to  force  Americans 
to  pay  no  matter  how  much  they  object.  So  much  for  choice,  Mr. 
Chairman.  -   '  ^    -    -^T  "~^ 

Poll  after  poll,  as  has  been  pointed  out  by  my  colleagues,  has 
showj^^it^^^ericans  do  not  want;  abortion  as  a  part  of  the  basic 
benefitsTThe  New  York  Times,  which  is  no  friend  of  the  pro-life 
cause,  has  found  over  and  over  again  that  a  fourth  of  the  people 
say  put  it  in  there,  three-fourths  say  take  it  out. 

Mr.  Chairman,  the  American  people  realize  that  pregnancy  is  not 
a  disease;- that  4>abies  are  not  throwaways,  they  are  not  chattel, 
they  are  not  objects.  These  little  kids  deserve  better  than  chemical 
poisoning;  they  deserve  better  than  injections  of  saltwater;  they  de- 
serve better  than  dismemberment  by  suction  means  and  other 
means.  These  kids,  like  their  mothers,  deserve  our  love,  our  com- 
passion, and  our  respect.  Americans  in  increasing  numbers  know 
that  every  abortion  stops  a  beating  heart  and  they  do  not  want 
their  tax  Hollars  being  used  to  subsidize  that  kind  of  violent  act. 

Last  night,  Mr.  Chairman,  in  his  State  of  the  Union  Address,  the 
President  stressed  the  importance  of  strengthening  families.  Mr. 
President,  members  of  this  committee,  Mr.  Chairman,  you  do  not 
strengthen  families  by  destroying  family  members. 

Interestingly  enough,  Mr.  Clinton  himself  did  not  always  see 
things  the  abortionist's  way.  In  a  September  26,  1986,  letter  to  an 
Arkansas  constituent,  then-Governor  Clinton  wrote,  and  I  quote,  "I 
am  opposed  to  abortion  and  to  government  funding  of  abortions. 
We  should  not  spend  State  funds  on  abortions  because  so  many 
people  believe  abortion  is  wrong." 

As  recently  as  July  16  of  1991  he  told  the  Arkansas  Gazette,  and 
I  quote,  "I've  also  supported  parental  notification  and  restrictions 
on  public  funding  for  abortions..." 

We  hope  that  Mr.  Clinton  will  reclaim  those  earlier  convictions, 
because  if  he  succeeds  in  enacting  the  plan  as  currently  written, 


50 

millions  of  babies  will  needlessly  suffer,  and  the  legacy  of  this 
President  will  be  that  of  abortion  President. 

Mr.  Chairman  and  members  of  the  committee,  I  would  ask  you 
and  I  would  ask  Members  of  the  House  and  the  Senate  to  focus  on 
the  methods  of  abortion.  There  is  a  new  method,  a  so-called  "excit- 
ing method",  that  guarantees  children  will  not  survive  the  abortion 
procedure,  called  the  D&X  method,  recently  described  by  an  Ohio 
abortionist,  and  I  quote  him.  And  I  have  the  full  quotation  for  the 
written  text. 

The  surgeon  takes  a  pair  of  blunt  curved  Metzenbaum  scissors 
in  his  right  hand.  He  carefully  advances  the  tip,  curved  down, 
along  the  spine  and  under  his  middle  finger  until  he  feels  it  contact 
the  base  of  the  skull. 

Reassessing  proper  placement,  the  surgeon  then  forces  the  scis- 
sors into  the  base  of  the  skull.  Having  safely  entered  the  skull,  he 
spreads  the  scissors  to  enlarge  the  opening. 

The  abortionist  goes  on  to  say  the  surgeon  then  removes  the  scis- 
sors and  introduces  a  suction  catheter  into  the  hole  and  evacuates 
the  skull  contents.  Ladies  and  gentlemen,  the  skull  contents  are 
the  brains  of  these  unborn  children  that  are  then  vacuumed  out. 

We  need  to  focus  on  these  methods,  I  say  to  my  colleagues,  be- 
cause this  is  the  kind  of  abuse  that  will  be  subsidized  by  every  tax- 
payer if  we  are  not  successful  in  changing  this  particular  plan. 

Finally,  Mr.  Chairman,  as  you  well  know,  Mr.  Clinton  has  said 
time  and  time  again,  he  said  it  as  a  candidate,  he  has  said  it  as 
well  as  President,  that  he  wants  to  make  abortions  rare,  yet  his  ac- 
tions over  the  past  year  would  suggest  otherwise.  On  both  the  do- 
mestic and  international  front,  the  President's  policies  have  pro- 
moted abortion  on  demand. 

Mandating  abortion  as  a  basic  benefit  seems  to  have  made  even 
some  of  the  President's  own  advisors  leery.  David  Gergen,  before 
he  joined  the  President's  team,  wrote,  and  I  conclude  on  this,  ap- 
parently abortion  is  to  be  treated  as  a  routine  medical  procedure 
easily  available  to  all.  No  questions,  no  costs,  no  issues  of  morality 
or  personal  responsibility.  This  will  make  abortions  rare,  Mr. 
Gergen  asks? 

He  finally  says  the  floodgates  to  universal  abortion  on  demand 
funded  by  taxpayers  will  be  open.  What  we  need,  then,  are  policies 
that  show  compassion  towards  women  as  well  as  a  high  ethical  re- 
gard towards  unborn  children.  He  writes  in  conclusion,  we  stand  in 
danger  of  having  neither. 

Mr.  Chairman,  Mr.  Gergen  is  right. 

Mr.  Waxman.  Thank  you  very  much,  Mr.  Smith. 

[The  prepared  statement  of  Mr.  Smith  follows:] 
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STATEMENT  OF  HON.  CHRISTOPHER  SMITH 

Mr.  Chairman  and  members  of  the  Subcommittee,  the  President's 
proposal  to  include  abortion  on  demand  as  a  mandated  benefit  in  his  national 
health  insurance  plan  is  extreme,  radical,  and  completely  out  of  the  mainstream 
of  American  thought  and  opinion. 

Rather  than  nurture  and  protect  human  life,  this  Administration  proposes 
to  coerce  millions  of  conscientious  objectors  into  subsidizing  the  violent  deaths 
of  millions  of  unborn  babies.   Please,  Mr.  President,  we  want  no  part  of  this 
child  abuse! 

Mr.  Chairman,  me  President's  plan  treats  pregnancy  as  a  disease  or 
illness  and  unborn  children  lite  tumors,  a  diseased  pancreas,  or  so  much 
garbage  who  is  unworthy  of  either  respect  or  compassion.  This  flies  in  the  ace 
of  the  purpose  of  health  care  reform  -  protecting  the  weak,  vulnerable,  the 
sick,  and  tnr fading  ail. 

In  a  word,  this  provision  is  "anti-child"  and  will  lead  to  many,  many 
more  babies  dying  in  a  painful  way,  and  will  subjugate  their  mothers  to  a 
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myriad  of  health  risks. 

This  proposal  will  force  every  American  —  every  taxpayer,  every 
employer,  every  worlringwoman  and  every  workingman  to  be  a  party  to  the 
chemical  poisoning  or  dismemberment  of  innocent  children.   Under  the  Clinton 
plan,  an  unborn  child  at  any  age  of  gestation  -  4th,  5th,  or  6th  month  of 
pregnancy,  right  up  until  birth  -  will  be  vulnerable  to  the  abuse  of  abortion. 
And  Mr.  Clinton  wants  to  force  Americans  to  pay,  no  matter  how  much  they 
object.   So  much  for  choice. 

Poll  after  poll,  Mr.  Chairman,  has  found  that  Americans  do  not  want 
abortion  as  a  basic  "benefit".   A  CBS/New  York  Times  poll  conducted  last 
March  found  that  only  23%  of  Americans  want  abortion  to  be  covered  as  part 
of  a  basic  health  care  plan.   That  is  72%  of  Americans  who  say  "get  it  out  of 
there!"   This  clearly  indicates  that  the  inclusion  of  abortion  in  national  health 
coverage  is  out  of  the  mainstream.   It  is  expensive  and  actually  jeopardizes  the 
passage  of  a  health  care  reform  package. 

Mr.  Chairman,  the  American  people  realize  that  pregnancy  is  not  a 
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disease,  that  babies  are  not  throwaways,  they  are  not  chattel,  they  are  not 

objects.  These  little  kids  deserve  better  than  chemical  poisoning  and 

dismemberment  by  either  suction  or  other  means.  These  kids,  like  their 

mothers  —  deserve  our  love,  our  compassion,  and  our  respect.         Americans 

know  that  every  abortion  stops  a  beating  heart  and  they  do  not  want  their  tax 

dollars  being  used  to  subsidize  that  kind  of  violent  act. 

Last  night,  in  his  State  of  the  Union  speech,  the  President  stressed  the 
importance  of  strengthening  families.   But  Mr.  President,  you  don't  strengthen 
families  by  destroying  family  members. 

Interestingly  enough,  Mr.  Clinton  did  not  always  see  things  the 
abortionist's  way.  In  a  September  26,  1986  letter  to  an  Arkansas  constituent, 
then-Governor  Clinton  wrote,  "I  am  opposed  to  abortion  and  to  government 
funding  of  abortions.  We  should  not  spend  state  funds  on  abortions  because  so 
many  people  believe  abortion  is  wrong."   As  recently  as  July  16,  1991,  Mr. 
Clinton  told  the  Arkansas  Gazette,  "I've  also  supported  parental  notification  and 
restrictions  on  public  funding  for  abortions..." 
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4 
Reclaim  those  earlier  convictions,  Mr.  President,  because  if  you  succeed 

in  your  current  plans,  millions  of  babies  will  needlessly  suffer  the  cruelty  of 

abortion.   And  your  legacy  in  history,  Mr.  President,  will  be  that  of  the 

"Abortion  President". 


Mr.  Chairman,  I  would  like  to  encourage  Members  to  better  understand 
exactly  what  the  President  wants  to  make  us  pay  for.   Consider  this  example: 
in  September  1992,  the  National  Abortion  Federation  conducted  a  seminar  on 
late-term  abortions.   Dr.  Martin  Haskell,  an  Ohio  abortionist,  delivered  a  paper 
and  presented  a  10-minute  video  on  an  "exciting"  new  late-term  abortion 
procedure  which  he  calls  "D&X",  which  stands  for  "dilation  and  extraction"  - 
a  procedure  which  would  be  subsidized  by  the  taxpayers  if  the  President's 
health  care  plan  is  enacted  in  its  proposed  form. 

Dr.  Haskell  describes  how  the  surgical  assistant  uses  an  ultrasound  probe 
to  identify  the  "fetal  lower  extremities"  [legs].    "The  surgeon  then  applies  firm 
traction  to  the  instrument... and  pulls  the  extremity  into  the  vagina,"  Dr.  Haskell 
explains. 
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He  then  goes  on  to  describe  the  'procedure'  in  considerable  detail: 

With  a  lower  extremity  in  the  vagina,  the 
surgeon  uses  his  ringers  to  deliver  the  opposite  lower 
extremity,  then  the  torso,  the  shoulders  and  the  upper 
extremities. 

The  skull  lodges  at  the  internal  cervical  os. 
Usually  there  is  not  enough  dilation  for  it  to  pass 
through.  The  fetus  is  oriented  dorsum  or  spine  up. 

At  this  point,  the  right-handed  surgeon  slides  the 
fingers  of  the  left  hand  along  the  back  of  the  fetus  and 
"hooka"  the  shoulders  of  the  fetus  with  the  index  and 
ring  fingers  (palm  down).   Next  he  slides  the  tip  of  the 
middle  finger  along  the  spine  towards  the  skull  while 
applying  tension  to  the  shoulders  and  lower 
extremities.  The  middle  finger  lifts  and  pushes  the 
anterior  cervical  up  out  of  the  way. 
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While  maintaining  this  tension,  lifting  the  cervix 
and  applying  traction  to  the  shoulders  with  the  fingers 
of  the  left  hand,  the  surgeon  takes  a  pair  of  blunt 
curved  Metzenbaum  scissors  in  the  right  band.    He 
carefully  advances  the  tip,  curved  down,  along  the 
spine  and  under  his  middle  finger  until  he  feels  it 
contact  the  base  of  the  skull  under  the  tip  of  his  middle 
finger. 

Reassessing  proper  placement  of  the  closed 
scissors  tip  and  safe  elevation  of  the  cervix,  the 
surgeon  then  forces  the  scissors  into  the  base  of  the 
skull  or  into  the  foramen  magnum.   Having  safely 
entered  the  skull,  he  spreads  the  scissors  to  enlarge  the 
opening. 

The  surgeon  removes  the  scissors  and  introduces 
a  suction  catheter  into  this  hole  and  evacuates  the  skull 
contents.   With  the  catheter  still  in  place,  he  applies 
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traction  to  the  fetus,  removing  it  completely  from  the 
patient. 

The  surgeon  finally  removes  the  placenta  with 
forceps  and  scrapes  the  uterine  walls  with  a  large 
Evans  and  a  14mm  suction  curette.  The  procedure 
ends. 

If  that  kind  of  procedure  isn't  child  abuse,  I  don't  know  what  is,  Mr. 
Chairman. 

.  •  -^Mr/^hanman,  Several  representatives  of  pro-abortion  organizations  will, 

tell  you  today  that  most  private  insurance  companies  cover  abortion  in  their 

health  care  plans.   They  will  make  this  assertion  without  offering  any  credible 

* 
evidence  to  verify  it. 

I  expect  that  you  will  hear  this  claim  from  Planned  Parenthood,  among 
others.  You  should  be  aware,  however,  that  Planned  Parenthood's  research 
affiliate—  the  Alan  Guttmacher  Institute—  published  a  report  on  health  care 
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reform  in  1993  that  contradicts  this  claim. 

On  page  12  of  their  report,  AGI  states  that  the  insurance  industry  has 
viewed  most  reproductive  health  services  as  "elective  measures  ...contraception, 
sterilization,  abortion  and  infertility  services  are  often  described  as  elective,  and 
therefore,  are  excluded  from  coverage"  the  report  states. 

Since  this  report  was  published,  the  "party-line"  of  the  pro-abortion 
groups  and  the  Clinton  Administration  has  changed.   They  now  assert—  without 
credible  documentation—  that  most  insurance  companies  cover  abortion.   This 
unfounded  claim  allows  them  to  project  themselves  as  the  defenders  of  the 
status  quo.   Planned  Parenthood  President  Pamela  Maraldo  told  a  luncheon 
audience  on  July  12,  1993  that  "the  inclusion  of  reproductive  health  services  in 
a  basic  benefits  package  will  truly  constitute  the  'defining  moment'  for 
reproductive  benefits  in  America. "  These  are  not  the  words  of  someone 
defending  the  "staus  quo." 

Finally,  Mr.  Chairman,  as  you  well  know,  Mr.  Clinton  both  before  and 
after  entering  the  White  House  has  insisted  that  he  wants  to  make  abortion 
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"rare."   Yet  his  actions  this  past  year  suggest  otherwise.   On  both  the  domestic 

and  the  international  front,  the  President's  policies  have  aggressively  promoted 

abortion  on  demand. 

Mandating  abortion  as  a  basic  benefit  seems  to  have  been  too  much  even 
for  some  of  the  President's  advisors.  David  Gergen  put  the  issue  in  stark  terms 
when  he  wrote  an  article  on  this  subject  for  U.S.  News  and  World  Report  last 
year  on  April  19.    "Apparently,"  Gergen  wrote,  "abortion  is  to  be  treated  as  a 
routine  medical  procedure  easily  available  to  all  —  no  questions,  no  costs,  no 
issues  of  morality  or  personal  responsibility.  This  will  make  abortions  'rare'?" 

Mr.  Gergen  acknowledges  that  the  Clinton  plan  opens  "the  floodgates  to 
universal  abortion  on  demand,  funded  by  taxpayers."  Gergen  adds  "what  we 
need,  then,  are  policies  that  show  compassion  toward  women  as  well  as  a  high 
ethical  regard  toward  unborn  children.  We  stand  in  danger  of  having  neither." 

Mr.  Gergen  is  right 
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Mr.  Waxman.  I  want  to  thank  the  three  of  you  for  coming  here, 
waiting  this  long  to  give  your  testimony.  It  is  obvious  you  have 
very  strong  feelings  about  it  and  want  our  committee  to  be  clear 
that  we  must  take  those  views  into  consideration. 

I  have  no  questions,  but  I  do  want  to  see  if  Mr.  Bliley 

Mr.  Bliley.  I  just  have  a  couple. 

Mr.  Hyde,  Henry,  the  House  voted  in  1993  on  your  Hyde  amend- 
ment with  the  inclusion  for  funding  for  rape  and  incest.  What  was 
that  vote,  do  you  remember? 

Mr.  Hyde.  Well,  we  won  in  the  House  by  an  85  vote  margin  and 
we  won  in  the  Senate  by  a  19  vote  margin. 

Mr.  Bliley.  Now,  under  this  plan  as  proposed  by  the  President, 
the  basic  package  would  cover  elective  abortion.  Does  not  cover  cos- 
metic surgery,  but  would  cover  elective  abortion.  That  means  that 
every  religious  institution  in  the  United  States  that  has  employees 
would  have  to  provide  and  pay  for  this? 

Mr.  Hyde.  That  is  right.  Cardinal  O'Connor  and  all  of  his  em- 
ployees, their  taxes  would  go  to  pay  for  abortions. 

Mr.  Bliley.  Thank  you.  That  is  all,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you,  Mr.  Bliley. 

Mr.  Wyden. 

Mr.  Wyden.  Mr.  Chairman,  just  one,  and  I  share  the  view  of  the 
chairman,  we  have  these  debates  on  the  Floor  often  and  we  do  not 
need  to  have  them  here.  I  just  want  one  question  for  the  record. 

I  would  be  interested  in  knowing  whether  my  colleagues  favor 
the  inclusion  of  contraceptive  services  for  women  in  the  national 
benefit  package,  and  maybe,  Mr.  Smith,  you  could  tell  us  your 
view,  Mrs.  Vucanovich,  Mr.  Hyde.  Mr.  Smith? 

Mr.  Smith.  My  feeling  would  be  as  long  as  it  is  a  nonabortive 
means,  that  is  to  say  not  one  of  these  methods  I  have  described — 
because,  unfortunately,  many  people  try  to  blur  the  distinction. 
They  even  try  to  construe  such  things  as  RU486,  which  often  de- 
stroys the  child  somewhere  around  the  seventh  week  of  gestation, 
to  be  contraception. 

But  if  you  are  talking  about  true  contraception,  where  you  are 
preventing  life  from  ever  coming  into  existence,  whether  through 
condoms  or  some  other  means,  I  have  no  problem  with  that. 

The  issue,  as  I  engage  it  and  what  I  am  concerned  about,  is  the 
taking  of  human  life  and  that  in  order  to  be  inclusive,  the  politics 
of  inclusion,  the  policies  of  inclusion  cannot  disenfranchise  an  en- 
tire group,  a  class,  boys  and  girls,  of  all  races  and  colors,  simply 
because  they  are  unborn.  Life  does  not  begin  at  birth.  Birth  is  an 
event  that  happens  to  each  and  every  one  of  us,  and  these  children 
before  birth  are  worthy  of  respect,  and  that  is  all  we  are  saying 
and  hoping  that  this  committee  will  take  into  consideration. 

Mrs.  Vucanovich.  I  would  just  concur  with  Chris  Smith,  that  if 
we  are  talking  about  taking  life,  I  would  object.  But  preventive 
medication,  preventive  whatever,  I  have  no  problem  with  that. 

Mr.  Hyde.  I  agree  with  my  colleagues,  contraception  truly,  as 
distinguished  from  an  abortifacient,  I  have  no  problem  with. 

Mr.  Wyden.  I  appreciate  having  that  for  the  record. 

I  took  special  note  of  your  point  about  the  science,  Mr.  Hyde,  and 
I  think  you  have  been  consistent  in  taking  that  position.  I  think 
the  scientists  are  going  to  tell  us  quite  soon  that  we  have  what 
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amounts  to  a  contraceptive  morning-after  pill,  and  then  we  will  un- 
doubtedly be  talking  about  that  on  the  Floor  as  well. 

Mr.  Hyde.  My  understanding  is  it  takes  36  hours  or  so  before 
fertilization  occurs.  So  anything  that  intervenes  before  fertilization 
is  truly  contraceptive. 

Mr.  Wyden.  Mr.  Chairman,  thank  you. 

Mr.  Waxman.  Thank  you,  Mr.  Wyden. 

Mr.  Greenwood. 

Mr.  Greenwood.  Thank  you,  Mr.  Chairman.  I  think  the  mem- 
bers of  the  panel  know  I  am  strongly  pro-choice,  but  I  would  hate 
to  see  this  aspect  of  the  health  care  debate  derail  whatever  health 
care  plan  about  which  we  can  derive  a  consensus. 

As  I  listen  to  your  arguments,  and  I  tried  to  listen  closely,  at 
least  one  of  our  essential  themes  is  the  notion  that,  as  Congress- 
man Smith  indicated,  there  are  conscientious  objectors  to  abortion. 
We  all  recognize  and  respect  that,  certainly. 

Congresswoman  Slaughter  testified  prior  to  this  panel  and  she 
talked  about  the  fact  there  may  be  those  that  would  object  to  pay- 
ing for  health  care  costs  related  to  smoking  because  individuals 
make  a  life-style  choice  which  many  members  of  society  find  very 
objectionable.  I  think  you  could  probably  find  members  of  our  soci- 
ety who  would  object  to  having  their  tax  dollars  pay  for  drug  and 
alcohol  treatment  because  they  would  consider  that  a  self-induced 
malady.  You  could  probably  find  someone  who  would  argue  that 
with  regard  to  sexually  transmitted  diseases,  obesity  perhaps,  and 
the  like. 

I  certainly  recognize  what  the  vote  was  on  the  Hyde  amendment 
and  know  that,  as  Congressman  Hyde  always  says,  if  a  bill  con- 
tains a  mandate  for  reproductive  choice,  it  starts  very  much  in  the 
hole  in  both  chambers  of  the  Congress. 

The  question  that  I  have  is,  is  there  a  way  in  your  minds  to  take 
care  of  the  conscientious  objection  of  those  who  say  I  don't  want  to 
take  my  tax  dollars,  or  my  premium  dollars,  for  that  matter,  and 
contribute  it  towards  someone  else's  abortion?  Can  we  allow  them 
to  opt  out  as  opposed  to  opt  in? 

In  other  words,  I  find  unacceptable  the  notion  that  a  woman 
would  have  to  pay  in  advance  for  extra  coverage  to  provide  for  her 
abortion.  But  what  about  the  notion  of  a  woman  or  man  saying  to 
his  or  her  employer,  I  don't  need  any  coverage — I  suppose  this 
would  not  apply  to  men — but  a  woman  saying  I  don't  need  any  cov- 
erage for  abortion  so,  therefore,  please  eliminate  that  from  my  per- 
sonal individual  coverage  and  reduce  my  premium  accordingly  by 
some  factor  that  I  am  sure  could  be  calculated? 

That  would  seem  to  provide  some  solace  for  the  conscientious  ob- 
jectors without  derailing  this  debate.  Do  you  find  room  for  consen- 
sus there? 

Mr.  Smith.  If  I  could  respond  briefly.  The  employer  would  still 
have  the  problem  who  if  he  himself  or  she  herself  were  against 
abortion  of  being  complicit  in  the  taking  of  human  life.  And  when 
you  mention  such  things  as  STD's  and  health  care  for  people  per- 
haps whose  problems  are  with  smoking  or  something  of  that  kind, 
where  there  is  some  kind  of  behavior  that  led  to  their  problems,  we 
are  talking  still  about  curing.  Whether  it  be  removal  of  a  lung  be- 
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cause  of  lung  cancer  or  some  other  kind  of  mitigation  effort  that 
the  doctor  initiates,  it  is  to  cure. 

The  difference,  the  fundamental  difference  in  all  of  this  is  that 
in  abortion,  unless  one  construes  a  baby  to  be  something  other 
than  a  human  being  or  human  life,  as  being  treated  as  if  he  or  she 
was  that  tumor,  it  is  destructive  as  opposed  to  curative.  That  is  the 
fundamental  difference. 

That  is  why  I  think  this  puts  it  in  terms  of  an  ethical  issue  head 
and  shoulders  above  perhaps  almost  any  other  hypothetical  one 
might  think  of.  Because,  again,  we  are  trying  to  cure  in  all  of  those 
other  areas.  We  are  saying  you  should  not  have  smoked  but  you 
have  lung  cancer  and  we  want  to  help  you.  In  this  case,  we  are  say- 
ing there  is  a  baby  involved.  We  do  not  want  to  provide  the  poisons 
or  the  suction  machines  or  whatever  the  means,  the  D&X  that  this 
Ohio  abortionist  extols  as  a  way  of  preventing  late  term  children 
who  survive  the  procedure  when  there  is  no  skull  and  no  brain  left. 
That  is  destructive,  though,  and  that  is  the  fundamental  difference 
and  that  is  why  so  many  Americans,  three  out  of  four  according  to 
most  polls,  are  so  adamantly  opposed  to  its  inclusion  as  a  basic 
benefit. 

It  ought  to  be  elective.  Some  people  may  decide  they  want  to  buy 
insurance,  but  it  cannot  be  a  government  mandate  from  our  point 
of  view. 

Mr.  Greenwood.  I  certainly  recognize  you  are  not  going  to  find 
congruency  on  opposite  sides  of  this  debate,  but  I  am  looking  for 
some  compromise,  some  common  ground. 

Certainly  you  are  quite  correct,  the  employer  who  has  a  conscien- 
tious objection  would  be  paying  at  least  80  percent  of  the  premiums 
for  those  who  elect  to  have  the  coverage  as  part  of  their  package. 
But  it  would  seem  to  me  that  we  would  give  that  employer  a  fair 
amount  of  solace,  again  to  use  that  word,  in  knowing  that  at  least 
he  or  she  provided  for  his  or  her  employees  the  opportunity  to  opt 
out. 

Mrs.  VUCANOVICH.  Mr.  Greenwood,  I  just  would  comment  that 
very  often  in  policies  that  are  now  in  effect,  that — for  instance, 
there  are  many  women  who  reject  maternity  benefits  because  they 
are  beyond  that  or  they  know  they  will  not  have  children  and  so 
forth.  So  if  you  are  looking  for  a  compromise,  I  am  sure  there  are 
ways  to  do  that.  But  I  think  people  who  do  object,  number  one,  and 
also  people  who  would  never  need  maternity  benefits  and  now  do 
opt  out  of  that  type  of  coverage,  I  think  if  you  are  looking  for  con- 
sensus, that  is  a  possibility. 

Mr.  Greenwood.  Thank  you. 

Mr.  Hyde.  We  will  look  at  any  language  that  anybody  proposes 
because  nobody  wants  to  sink  this  whole  proposition.  I  am  not  for 
the  bill,  frankly,  but  on  other  grounds.  But  I  don't  want  to  sink  it 
on  any  particular  issue  that  is  resolvable,  but  I  can't  think  of  any 
way  that  can  be  done  gracefully  or  efficiently. 

I  do  think  getting  it  out  of  the  mandate  and  making  it  available 
for  people  that  want  it,  to  me,  seems  to  be  the  simplest,  but  I 
would  be  happy  to  look  at  any  language  that  anybody  proposes. 

Mr.  Greenwood.  Thank  you,  members  of  the  panel.  Thank  you, 
Mr.  Chairman. 

Mr.  WAXMAN.  Any  other  Members?  Mr.  Towns. 
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Mr.  Towns.  Thank  you  very  much,  Mr.  Chairman. 

Congressman  Hyde,  I  was  just  looking  at  these  statistics,  and  as 
I  looked  at  them  I  thought  about  some  things  I  have  heard  you  say 
from  time  to  time. 

Mr.  Hyde.  Thank  you  for  remembering. 

Mr.  Towns.  In  your  very  eloquent  fashion.  The  way  you  phrase 
things  makes  a  difference. 

As  I  look  at  the  polls,  the  CBS/New  York  Times  poll,  I  was  won- 
dering if  it  had  been  phrased  differently,  suppose  it  had  said, 
would  you  support  the  Federal  Government  paying  for  your  abor- 
tion as  opposed  to  paying  for  it  privately?  I  think  we  would  find 
a  different  set  of  results  if  it  was  phrased  differently. 

Mr.  Hyde.  I  don't  dispute  the  fact  that  how  the  question  is 
phrased  is  critical  in  all  polls.  Do  you  believe  that  the  Supreme 
Court  decision,  et  cetera,  should  be  supported?  There  is  a  pre- 
disposition to  say  yes.  But  if  you  ask,  do  you  believe  the  unborn 
child  in  your  womb  is  entitled  to  life,  liberty  and  pursuit  of,  you 
will  get  a  yes  on  that  too.  So  the  way  the  questions  are  asked,  I 
think,  is  important. 

The  question  is  on  this  March  1993  CBS/New  York  Times  poll. 
Is  this  a  fair  or  is  it  misleading  or  is  it  a  biased  way  of  asserting 
the  question?  Should  abortion  for  women  who  want  it  be  covered 
as  a  part  of  a  basic  health  care  plan  or  should  it  be  paid  for  directly 
by  the  women  who  want  it?  That  is  kind  of  nonjudgmental.  I  don't 
think  that  is  loaded.  And  the  answer  was  should  be  covered,  the 
total  men  and  women,  23  percent.  Men  were  24  percent,  women  22 
percent;  should  not  be  covered,  72  percent.  Men  72  percent,  women 
72  percent. 

Now,  they  thought  because  of  previous  questions  that  were  asked 
that  may  have  been  slanted.  Not  the  question,  but  I  think  there 
were  some  prior  questions  on  this  poll  that  may  have  predisposed 
people  to  this.  So  they  came  back  3  months  later,  the  same  people, 
CBS/New  York  Times,  and  they  asked  the  same  question  without 
the  predicate  to  it,  and  the  question  was,  should  abortion  for 
women  who  want  it  be  covered  as  part  of  a  basic  health  care  plan 
or  should  it  be  paid  for  directly  by  the  women  who  want  it?  And 
in  that  poll  the  figures  were  different,  but  not  significantly  dif- 
ferent. The  total  should  be  covered  was  25  percent,  men  and 
women  very  much  the  same;  should  not  be  covered,  66  percent. 
And  the  men  were  66  percent,  women  65  percent. 

So  the  gross  results  were  there  both  times.  So  I  would  be  in- 
clined, unless  there  is  another  way  to  phrase  that,  to  think  these 
are  pretty  valid. 

Mr.  Towns.  The  way  I  phrased  it,  the  results  might  be  different. 

Mr.  Hyde.  Might  be.  Might  be. 

Mr.  Towns.  Let  me  put  it  another  way,  I  guess  to  Mrs.  Vucano- 
vich.  Just  before  you  there  was  a  panel  of  women,  bipartisan  group, 
and  I  would  say  to  you  without  any  question  at  all  that  the  major- 
ity of  the  women  in  this  Congress  support  abortion  being  in  the 
package,  and  most  of  the  women  here  arrived  in  the  last  5  years. 
Now,  they  were  able  to  go  through  elections  and  this  question  was 
probably  an  issue  and  people  supported  them  even  knowing  that 
was  their  position.  So  why  is  it  so  different,  and  based  on  the  num- 
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bers  that  we  see  here  why  would  that  be  so  different?  Let  me  ask 
Mrs.  Vucanovich  that. 

Mr.  Hyde.  OK. 

Mrs.  Vucanovich.  Well,  I  don't  know.  I  have  been  here  for  11 
years  and  I  have  never  changed  my  position,  so  the  same  thing 
holds  true. 

Mr.  Towns.  But  you  agree  to  the  fact  that  the  majority  of  the 
women,  bipartisan  group  here  in  the  Congress,  support  abortion 
being  in  this  package. 

Mrs.  Vucanovich.  There  is  no  question.  There  is  no  question. 
But,  you  know,  I  don't  know  how  representative  that  is.  I  don't 
know  how  representative  your  views  are,  for  instance,  either.  So  I 
think  that  we  are  only  435  people  here.  I  don't  know.  We  are  rep- 
resentative, I  guess. 

Mr.  Towns.  It  is  some  indication,  I  think.  Because  someone  voted 
for  them  to  get  here. 

Mrs.  Vucanovich.  Well,  they  voted  for  me  too. 

Mr.  Hyde.  If  I  took  a  poll  in  my  district  about  aid  to  Russia,  it 
wouldn't  even  be  close.  On  the  other  hand,  I  believe  it  is  very  im- 
portant that  we  help  in  that  transition  from  a  Communist  com- 
mand economy  to  a  democratic  capitalistic  economy.  So  sometimes 
we  kind  of  get  ahead  of  our  own  people  sometimes.  That  may  be 
good;  that  may  be  bad,  but  I  think  it  is  a  fact. 

Mr.  Smith.  Can  I  just  add  that  the  polls  showed  consistently,  in 
polls  throughout  the  last  decade,  have  showed  consistently  that  the 
American  public,  with  women  often  being  in  the  majority  as  op- 
posed to  men,  do  not  want  to  use  government  taxpayer  funds  for 
abortions.  These  numbers  are  even  higher  than  those  numbers,  be- 
cause now  they  know  apparently  they  will  be  paying  for  every  abor- 
tion. 

It  may  be  true,  and  I  think  it  is  true,  that  people  here,  perhaps, 
the  congressional  women  have  a  feeling  in  favor  of  paying  for  it. 
But  if  the  people  who  have  to  pay  for  it,  the  American  public,  the 
millions  of  taxpayers  and  employees  and  employers  out  there,  the 
majority  of  which  are  women,  have  said  in  these  polls  after  poll, 
no  matter  how  the  wording  of  the  question  is  posed,  that  they  do 
not  want  to  pay  for  it,  do  we  represent  ourselves?  Is  this  a  closed 
inside-the-beltway  thing?  Or  do  we  care  about  what  the  man  and 
the  woman  on  the  street  really  think? 

And  that  is  what  we  are  talking  about.  These  polls,  and  I  say  it 
again,  The  New  York  Times  has  been  not  known,  editorially  at 
least,  to  be  in  sympathy  with  the  pro-life  perspective.  When  they 
issue  this  kind  of  report,  I  think  we  should  stand  up  and  take  no- 
tice. 

Mr.  Towns.  I  have  a  poll  here  of  people  supporting  abortion,  but 
we  have  had  this  debate  on  the  Floor  many  times  so  I  will  yield 
back.  Thank  you  very  much. 

Mr.  Hyde.  Mr.  Chairman,  just  one  little  shot  here.  Lou  Harris, 
who  is  not  exactly  a  favorite  Republican  pollster,  generally  known 
as  a  pollster  for  liberal  activists,  and  here  is  how  he  asked  the 
question,  Mr.  Towns. 

Quote:  Do  you  think  that  the  basic  health  insurance  benefits 
guaranteed  to  all  Americans  should  include  coverage  for  abortion 
or  should  people  have  to  pay  extra  to  have  abortion  coverage  by 
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their  insurance?  That  is  October  1993.  Lou  Harris:  Should  be  in- 
cluded, 27  percent.  Should  have  to  pay  extra,  62  percent.  Those  are 
the  facts. 

Mr.  Smith.  Mr.  Chairman,  may  I  just 

Mr.  Waxman.  Well,  if  I  might  move  on.  I  was  going  to  let  you 
go  without  asking  questions,  but  now  I  will  recognize  myself. 

Mr.  Smith,  you  seem  to  think  that,  as  I  understood  the  distinc- 
tion you  drew,  that  abortion  is  not  a  medical  service  because  it  is 
taking  away  life.  Giving  a  woman  prenatal  care  and  helping  her 
deliver  the  baby,  that  is  certainly  something  you  would  think  is  a 
pro-life  medical  service. 

Mr.  Smith.  Absolutely,  Mr.  Chairman.  If  I  could,  there  you  are 
talking  about  nurturing  both  patients,  mother  and  baby. 

Mr.  Waxman.  Now,  do  you  think  that  every  woman  ought  to  be 
able  to  have  prenatal  care  and  birthing  services? 

Mr.  Smith.  Yes,  I  do. 

Mr.  Waxman.  Do  you  think  that  undocumented  alien  women  in 
this  country  ought  to  have  that  paid  for? 

Mr.  Smith.  Frankly,  I  believe  that  any  woman  who  is  in  need  of 
health  care,  whether  they  be  aliens  or  anyone  else,  and  who  is  with 
child  and  in  particular  need  ought  to  have  that  health  care,  yes. 

Mr.  Waxman.  That  was  the  position  taken  in  testimony  before 
our  subcommittee  by  the  Catholic  bishops.  They  said  they  are  for 
pro-life  and,  therefore,  covering  the  unborn  and  the  undocumented. 

Mrs.  Vucanovich,  do  you  agree  we  ought  to  pay  for  the  undocu- 
mented aliens  in  this  country  for  their  medical  services? 

Mrs.  Vucanovich.  I  believe  that  we  should  take  care  of  the 
women  who  need,  who  are  pregnant  and  who  need  the  care. 

Mr.  Waxman.  You  know,  there  are  a  lot  of  people  in  this  country 
who  do  not  think  they  want  their  taxpayer  dollars  to  pay  for  health 
care  services  for  undocumented  aliens.  They  have  come  into  this 
country  illegally  and  they  would  take  the  attitude  that  it  is  wrong 
to  give  them  that  care  because  it  will  bring  them  into  this  country. 
It  will  be  a  magnet. 

And  I  am  not  saying  I  agree  with  that  point  of  view  but  there 
are  a  lot  of  people  that  agree  with  that  point  of  view. 

Do  you  think  they  should  be  able  to  say  there  should  not  be  serv- 
ice in  this  bill;  that  women  who  come  here  ought  to  be  denied  that 
service;  even  if  it  meant  that  their  children  may  be  in  jeopardy? 

Mrs.  Vucanovich.  I  would  certainly  vote  for  help  for  them. 

Mr.  Waxman.  Would  you  say  they  should  be  able  to  withhold 
their  taxes  or  premiums  to  cover  something  they  find  offensive  like 
that?  Offensive,  even  though  you  and  I  would  call  it  pro-life. 

Mr.  Smith.  Again,  you  may  call  it  offensive  from  some  people's 
perspective,  but  still,  what  our  view  is,  what  my  view  is  at  least, 
and  very  strongly,  that  it  is  nurturing  life  as  opposed  to  abortion, 
which  takes  life.  That  is  the  fundamental  difference.  Only  abortion 
does  that. 

Mr.  Waxman.  A  woman  coming  across  the  border  in  order  to  de- 
liver her  child  in  an  American  hospital  is  breaking  the  law  to  do 
it.  A  woman  who  goes  to  a  hospital  or  to  a  clinic  to  have  an  abor- 
tion is  living  up  to  the  law  which  says  that  is  a  service  that  is  le- 
gally provided  to  her  at  her  choice.  You  would  reward  somebody 
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who  breaks  the  law  but  deny  somebody  health  care  who  is  abiding 
by  the  law;  is  that  your  position? 

Mr.  Smith.  The  interesting  thing  here,  you  apparently  agree 
those  undocumented  aliens  likewise  should  receive  the  care  from  a 
humanitarian  point  of  view,  and  I  would  be  in  sync  with  that. 

Mr.  Waxman.  I  want  to  reason  this  through  with  you.  You  are 
taking  the  position  because  a  lot  of  people  do  not  think  abortion  is 
proper,  even  though  it  is  legal,  they  should  not  have  to  pay  for  it. 
Now  a  lot  of  people  think  coming  to  this  country  illegally  is  im- 
proper, certainly  illegal,  and  they  do  not  want  to  pay  for  it.  I  want 
to  find  out  where  we  draw  the  line. 

Mr.  Smith.  We  draw  the  line  when  medicine  goes  over  the  line 
and  takes  life  rather  than  cures  and  provides  help  to  life  and 
ceases  nurturing. 

Mr.  Waxman.  You  just  don't  think  abortion  should  be  legal.  It 
ought  not  to  be  done.  That  is  your  view.  I  respect  that  view,  but 
it  is  not  the  law  of  this  country.  There  are  a  lot  of  people  who 
think,  as  I  read  in  the  newspapers,  I  have  some  of  the  clips,  Rev- 
erend Farrakhan  thinks  because  I  am  Jewish  that  is  an  abhorrent 
thing  to  him,  but  the  Constitution  of  the  United  States  protects  me 
to  have  my  religious  beliefs.  I  would  not  want  it  any  other  way,  nor 
would  you,  but  the  Constitution  of  the  United  States  also  protects 
the  right  of  a  woman  to  make  a  decision  that  you  think  is  wrong 
but  it  is  nevertheless  her  constitutionally  protected  right. 

Mr.  Smith.  That  does  not  require  we  pay  for  it,  and  that  is  the 
bottom  line  here. 

Mr.  Hyde.  You  can  never  go  wrong  protecting  the  innocent  de- 
fenseless little  ones.  Protecting  them.  Assaulting  them,  exterminat- 
ing them  is  wrong.  But  protecting  them,  whether  they  are  illegal, 
whether  they  are  legal,  they  have  committed  no  crime.  They  have 
not  broken  any  law.  They  are  there  involuntarily  and  you  should 
think  of  them  and  protect  them. 

Mr.  Waxman.  So  your  position  would  be  that  we  ought  to  cover 
and  pay  for,  if  they  cannot  otherwise  pay  for 

Mr.  Hyde.  I  would  find  some  other  way  to  punish  the  violation 
of  the  law. 

Mr.  Waxman.  Excuse  me,  I  want  to  get  you  on  the  record.  You 
are  for  having  the  taxpayers  of  the  country  pay  for  the  health  care 
of  a  pregnant  woman  who  is  coming  here  illegally  and  to  give  her 
the 

Mr.  Hyde.  I  am  for  denying  citizenship  to  her  offspring,  but  I  am 
for  taking  care  of  the  health  needs  of  a  tiny,  defenseless,  vulner- 
able, can't  vote,  can't  defend  themselves  infant,  pre-born  infant, 
yes.  Sure.  I  have  no  problem  with  that.  You  might  because  you  are 
from  California  but  I  don't. 

Mr.  Waxman.  Well,  I  might  take  an  opinion  poll  to  decide  what 
my  views  would  be  on  the  issue. 

I  want  to  recognize  any  other  Members  that  want  to  ask  ques- 
tions because  this  is  an  opportunity  to  do  it. 

Well,  you  certainly  have  given  us  a  lot  to  think  about  and  we  ap- 
preciate your  being  with  us. 

Mr.  Hyde.  Thank  you. 
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Mr.  Waxman.  Our  next  panel  is  made  up  of  representatives  of 
the  administration,  who  will  describe  the  President's  health  care 
proposal  and  its  relations  to  women's  health. 

Our  first  witness  is  Dr.  Judith  Feder,  who  is  making  her  second 
appearance  before  the  subcommittee  this  week  and  her  fifth  ap- 
pearance on  health  reform.  The  second  witness,  Dr.  Sam  Broder, 
is  the  Director  of  the  National  Cancer  Institute  and  is  also  a  famil- 
iar figure  before  this  subcommittee.  Both  witnesses  are  accom- 
panied by  Dr.  Susan  Blumenthal,  the  Deputy  Assistant  Secretary 
for  Women's  Issues. 

We  want  to  welcome  you  to  our  committee.  Your  prepared  state- 
ments will  be  in  the  record  in  full.  We  would  like  to  ask  you,  how- 
ever, to  limit  the  oral  presentation  to  no  more  than  5  minutes. 

Dr.  Feder,  why  don't  we  start  with  you. 

STATEMENTS  OF  JUDITH  FEDER,  PRINCIPAL  DEPUTY  ASSIST- 
ANT SECRETARY  FOR  PLANNING  AND  EVALUATION,  DE- 
PARTMENT OF  HEALTH  AND  HUMAN  SERVICES;  AND  SAM- 
UEL BRODER,  DIRECTOR,  NATIONAL  CANCER  INSTITUTE, 
NATIONAL  INSTITUTES  OF  HEALTH,  ACCOMPANIED  BY 
SUSAN  BLUMENTHAL,  DEPUTY  ASSISTANT  SECRETARY  FOR 
WOMEN'S  HEALTH 

Ms.  Feder.  Thank  you,  Mr.  Chairman.  It  is  a  pleasure  to  be  here 
again.  I  am  pleased  today  particularly  to  be  here  to  talk  to  you 
about  women's  health  under  the  Health  Security  Act.  The  act  rep- 
resents the  President's  commitment  to  all  Americans  but  particu- 
larly to  American  women  as  workers,  mothers,  daughters,  and 
caregivers. 

The  Act  guarantees  the  kinds  of  care  and  research  that  are  need- 
ed to  protect  women's  health  and  to  guarantee  comprehensive  care 
for  all  women.  The  Act  is  designed  to  address  many  of  the  barriers 
that  women  face  today.  Women  make  up  a  larger  portion  of  the 
population  holding  part-time  jobs  and  clerical  or  sales  jobs,  jobs 
which  usually  do  not  offer  health  insurance  to  employees. 

Many  women  must  rely  on  their  spouses  for  health  insurance 
and  risk  being  dropped  if  they  are  divorced  or  widowed.  Women  are 
especially  likely  to  change  their  work  status  during  their  childbear- 
ing  and  child  rearing  years,  causing  them  to  risk  losing  their 
health  insurance  benefits. 

Mr.  Chairman,  the  Health  Security  Act  addresses  many  of  these 
barriers  by  guaranteeing  every  woman  health  insurance  protection 
regardless  of  employment  status,  health,  income  or  age.  The  Act  al- 
lows every  woman  to  maintain  health  coverage  even  if  she  switches 
her  job  or  loses  her  job  with  no  interruption  in  health  care  delivery 
or  change  in  choice  of  physicians. 

The  act  eliminates  preexisting  condition  clauses,  which  are  often 
used  to  exclude  women  from  receiving  prenatal  care  coverage  and 
other  important  benefits.  The  Act  provides  a  benefit  package  that 
includes  a  broad  range  of  health  services  and  that  focuses  on  pre- 
vention and  primary  care,  services  particularly  important  to 
women. 

Finally,  the  Act  includes  provisions  for  enabling  services  for 
women  who  face  access  barriers  such  as  lack  of  transportation  that 
makes  it  difficult  to  obtain  needed  care. 
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First,  let  me  focus  on  the  benefits.  A  dramatic  step  forward,  the 
Health  Security  Act  will  focus  on  primary  and  preventive  services 
in  every  insurance  plan.  This  will  enhance  a  woman's  ability  to  ob- 
tain services  such  as  prenatal  care,  mammography,  Pap  smears, 
contraceptive  drugs  and  devices,  family  planning  counseling  and 
services,  and  mental  health  services.  It  is  particularly  important 
that  reform  will  provide  greater  access  to  screening  for  breast  and 
cervical  cancers,  including  mammograms  and  Pap  smears  with  no 
cost-sharing. 

The  plan  also  includes  coverage  for  the  full  range  of  pregnancy- 
related  services.  The  choice  of  necessary  or  appropriate  services 
will  be  left  to  a  woman  and  her  health  care  provider.  To  encourage 
their  use,  prenatal  care  and  one  postpartum  visit  are  covered  with 
no  cost-sharing.  Delivery  care  is  covered  and  may  have  cost-sharing 
depending  upon  the  woman's  particular  plan.  Voluntary  family 
planning  services,  including  all  contraceptives  that  are  approved  by 
the  FDA  and  are  dispensed  by  prescription,  will  be  covered.  Women 
at  risk  for  sexually  transmitted  diseases  can  be  screened  with  no 
cost-sharing. 

Now  let  me  turn  to  women  as  mothers.  The  Health  Security  Act 
also  gives  women  the  security  that  their  children  will  have  access 
to  health  insurance  and  to  guaranteed  benefits.  The  comprehensive 
benefit  package  includes  childhood  immunizations,  regular  check- 
ups, and  preventive  services  for  children,  including  vision  and  den- 
tal care. 

We  know  women  are  also  caregivers  for  people  and  their  families 
with  disabilities  and  we  are  particularly  concerned  about  the  later 
years  of  life  for  women  and  for  their  loved  ones.  Women  provide 
much  of  the  long-term  care  for  their  families,  however,  because 
women  generally  outlive  men,  they  find  themselves  without 
caregivers  in  their  time  of  need  for  such  services. 

The  new  long-term  care  program  in  the  Health  Security  Act  will 
provide  a  range  of  community  support  to  people  with  severe  dis- 
abilities, regardless  of  their  age  or  income.  A  principal  goal  of  this 
new  program  is  to  increase  the  independence  of  people  with  disabil- 
ities, support  them  to  remain  in  their  own  homes  or  in  other  com- 
munity settings,  and  reduce  the  burden  on  family  members  and 
other  informal  caregivers,  most  of  whom  are  women  who  are  strug- 
gling so  hard  to  keep  them  at  home. 

When  it  comes  to  research,  the  Health  Security  Act  calls  for  an 
expanded  program  of  prevention  research  at  the  National  Insti- 
tutes of  Health  that  are  particularly  important  to  women.  Among 
the  research  priorities  outlined  in  the  bill  are  mental  health,  sub- 
stance abuse,  reproductive  health,  child  and  adolescent  health  and 
breast  cancer. 

The  President  recognizes  that  insurance  alone  cannot  meet  the 
needs  of  the  health  of  all  Americans.  To  help  improve  access  to  ap- 
propriate care  and  to  help  prevent  disease  and  promote  health,  the 
Health  Security  Act  also  includes  several  new  investment  proposals 
that  are  particularly  important  to  adolescents  and  young  women. 
These  include  grant  programs  for  school  health  education  and  for 
school  health  services.  It  also  includes  support  for  urban  and  rural 
medically  underserved  populations  through  a  number  of  initiatives. 
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Mr.  Chairman,  the  Health  Security  Act  was  designed  to  guaran- 
tee all  women  access  to  comprehensive  health  care.  The  President 
has  taken  a  bold  step  in  spelling  out  this  guarantee.  Every  woman 
can  be  assured  that  she  will  have  the  benefits  that  she  needs  and 
all  women  will  have  access  and  coverage  in  a  revitalized  health 
care  system  that  prevents  disease  and  promotes  health  but  is  also 
there  when  they  or  their  loved  ones  are  ill. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you  very  much,  Dr.  Feder. 

[Testimony  resumes  on  p.  81.] 

[The  prepared  statement  of  Dr.  Feder  follows:] 
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STATEMENT  OF 

JUDITH  FEDER,  Ph.D. 

PRINCIPAL  DEPUTY  ASSISTANT  SECRETARY 

FOR  PLANNING  AND  EVALUATION 

Mr.  Chairman  and  Members  of  the  Committee: 

Thank  you  Mr.  Chairman. 

I  am  pleased  to  come  before  you  today  to  talk  about  women's 
health  under  the  Health  Security  Act.   The  Act  represents  the 
President's  commitment  to  all  Americans,  but  particularly  to 
American  women.   The  Act  guarantees  the  kinds  of  care  and 
research  that  are  needed  to  protect  women's  health  and  to 
guarantee  comprehensive  care  for  all  women. 

The  President's  Health  Security  Act  is  committed  to  guaranteeing 
that  all  women  have  access  to  preventive  and  diagnostic  services 
that  are  so  critical  to  their  physical  and  emotional  well  being. 

The  Act  is  designed  to  address  many  of  the  barriers  women  face 
today: 

•  Women,  because  on  average  they  earn  less  than  men,  are 
disproportionately  affected  by  soaring  health  care 
costs.   Health  care  reform  will  make  insurance 
affordable  and  keep  down  out-of-pocket  expenditures. 

•  Women  make  up  a  larger  portion  of  the  population 
holding  part-time  jobs  and  clerical  or  sales  jobs — 
jobs  which  usually  do  not  offer  health  insurance  to 
employees. 
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•  Many  women  must  rely  on  their  spouses  for  health 
insurance,  and  risk  being  dropped  if  they  are  divorced 
or  widowed. 

Women  are  especially  likely  to  change  their  work  status 
during  their  child  bearing  and  child  raising  years, 
causing  them  to  risk  loosing  their  health  insurance 
benefits. 

•  In  1992  there  were  over  2  million  uninsured  children 
under  18  living  in  families  that  are  headed  by  single 
women.   Women  bear  a  major  responsibility  for  the 
health  needs  of  uninsured  children. 

•  Women  make  up  nearly  four  fifths  of  the  informal  caregivers 
who  assist  the  more  disabled  elderly  —  that  is,  those  who 
need  help  with  one  or  more  basic  daily  living  tasks, 
including  bathing,  dressing,  transferring,  toileting  or 
eating. 

•  Women  tend  to  live  longer  and  require  more  long-term  care 
and  home  health  services  that  are  often  not  affordable  or 
available. 

Mr.  Chairman,  the  Health  Security  Act  addresses  many  of  these 
barriers  by  guaranteeing  every  woman  health  insurance  protection 
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regardless  of  employment  status,  health,  income  or  age.   The  Act 
allows  every  woman  to  maintain  health  care  coverage  even  if  she 
switches  jobs  or  loses  her  job  -  with  no  interruption  in  health 
care  delivery  or  change  in  choice  of  physicians.   The  Act 
eliminates  pre-existing  condition  clauses  which  are  often  used  to 
exclude  women  from  receiving  prenatal  care  coverage  and  other 
important  benefits.   The  Act  provides  a  benefit  package  which 
includes  a  broad  range  of  health  services  and  which  focuses  on 
prevention  and  primary  care,  services  particularly  important  to 
women.   Finally,  the  Act  includes  provisions  for  enabling 
services  for  women  who  face  access  barriers  such  as  lack  of 
transportation . 

GUARANTEED  BENEFITS 

One  of  the  most  significant  parts  of  the  Health  Security  Act  for 
women  is  the  guarantee  of  comprehensive  benefits  for  all.   This 
is  particularly  important  because  of  the  serious  health  problems 
women  face  today.   For  example: 

•    One  in  eight  women  in  the  U.S.  will  develop  breast 
cancer  in  her  lifetime.   In  the  United  States  1.6 
million  women  have  breast  cancer  today,  and  this  year 
approximately  182,000  American  women  will  be  diagnosed 
with  the  disease,  approximately  one  woman  every  three 
minutes . 


73 


•    In  1990,  only  49  percent  of  women  age  50  and  above  had 
a  mammogram  in  the  previous  two  years.   And  in  1992, 
women  earning  under  $10,000  a  year  were  30  percent  less 
likely  to  have  had  a  mammogram  in  the  last  year  than 
women  earning  more  than  $20,000. 

In  1991  early  prenatal  care  was  received  by  less  than 
2/3  of  black,  Mexican  American,  Puerto  Rican,  Central 
and  South  American,  or  American  Indian  mothers. 
Pregnant  women  who  receive  no  prenatal  care  or  care 
only  in  the  final  trimester  are  more  likely  to  have  a 
low  birth  weight  baby,  to  have  their  baby  die,  or  to 
die  themselves  of  pregnancy-related  complications. 

The  Health  Security  Act  will  address  many  of  these  problems 
because  it  will  focus  on  primary  and  preventive  care.   This  will 
enhance  women's  ability  to  obtain  services  such  as  prenatal  care, 
mammography,  pap  smears,  contraceptive  drugs  and  devices,  family 
planning  counseling  and  services,  and  mental  health  services. 

It  is  particularly  important  that  reform  will  provide  greater 
access  to  screening  for  breast  and  cervical  cancers.   Without 
action  to  increase  high  quality  screening  and  follow-up  services, 
breast  and  cervical  cancer  will  take  the  lives  of  more  than  one- 
half  million  women  during  the  1990s.   Poor,  elderly  and  minority 
women  are  least  likely  to  be  screened  for  breast  and  cervical 
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cancer.   Women  with  low  incomes,  particularly  those  who  are 
uninsured,  often  have  difficulty  obtaining  these  services.   Under 
the  Health  Security  Act,  women  will  be  guaranteed  a  comprehensive 
package  of  benefits  that  will  include  unprecedented  coverage  of  a 
wide  range  of  clinical  preventive  services,  including  mammograms 
and  Pap  smears  with  no  cost-sharing. 

The  plan  also  includes  coverage  for  the  full  range  of  pregnancy- 
related  services.   Prenatal  care  and  one  post-partum  visit  with 
no  cost-sharing  to  encourage  their  use.   Delivery  care  is 
covered,  and  may  have  cost-sharing  depending  on  the  woman's  plan. 
Voluntary  family  planning  services,  including  all  contraceptives 
that  are  approved  by  the  FDA  and  are  dispensed  by  prescription, 
will  be  covered.   As  with  other  services,  the  choice  of  necessary 
and  appropriate  reproductive  health  care  services  will  be  left  to 
a  woman  and  her  health  care  provider.   Women  at  risk  for  sexually 
transmitted  diseases  can  be  screened  with  no  cost-sharing.   When 
additional  testing  is  medically  necessary  or  appropriate,  such  as 
when  a  woman  presents  symptoms,  it  will  be  provided  with  cost- 
sharing. 

The  clinical  preventive  services  included  in  the  President's  plan 
are  based  on  our  best  scientific  information,  including  the 
recommendations  of  the  U.S.  Preventive  Services  Task  Force.   In 
addition,  our  mammography  benefits  are  consistent  with  those 
recently  recommended  by  the  National  Cancer  Institute  (NCI)  which 
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found  that  routine  screening  mammography  in  women  over  the  age  of 
50  will  reduce  the  risk  that  a  woman  will  die  of  breast  cancer  by 
approximately  one-third.   In  a  dramatic  step  forward,  clinical 
preventive  services  are  provided  at  no  charge  to  detect  disease 
early  and  to  encourage  healthy  behaviors. 

Covered  services  include  the  following: 

•  Women  age  20-39  will  be  covered  for  physical 
examinations  every  3  years  with  no  cost-sharing, 
including  pap  smears  and  clinical  breast  exams. 

•  Women  age  40-49  will  be  covered  for  physical  exams 
every  2  years  with  no  cost-sharing,  including  pap 
smears  and  clinical  breast  exams. 

•  Women  age  50-64  will  be  covered  for  physical  exams 
every  2  years  with  no  cost-sharing,  including  pap 
smears  and  clinical  breast  exams.   In  addition,  these 
women  can  receive  mammograms  every  2  years  with  no 
cost-sharing . 

•  Women  who  are  defined  as  high  risk  for  certain  medical 
conditions  will  also  be  eligible  to  receive  additional 
services,  or  more  frequent  tests,  including  mammograms 
or  pap  smears,  with  no  cost-sharing. 
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Independent  of  these  clinical  preventive  services  women  of  any 
age  can  receive  health  care  services,  including  clinical  breast 
exams  and  mammograms,  at  any  time  when  it  is  medically  necessary 
or  appropriate,  with  cost-sharing,  depending  on  their  plan. 

MENTAL  ILLNESS  AND  SUBSTANCE  ABUSE  SERVICES 

Some  of  the  most  common  mental  disorders,  including  depression 
and  some  anxiety  disorders,  strike  approximately  twice  as  many 
women  as  men.   The  substance  abuse  and  mental  illness  benefits 
will  provide  important  services  for  Americans  with  these 
disorders  including  the  elimination  of  preexisting  condition 
exclusions  and  lifetime  limits. 

WOMEN  AS  MOTHERS 

The  Health  Security  Act  also  gives  women  the  security  that  their 
children  will  have  access  to  health  insurance  and  to  guaranteed 
benefits.   The  comprehensive  benefit  package  will  include 
childhood  immunizations,  regular  check-ups,  and  preventive 
services  for  children,  including  vision  and  dental  care. 

WOMEN  AS  CAREGIVERS 

We  know  that  women  are  particularly  concerned  about  the  later 
years  of  life  for  themselves  and  for  their  loved  ones.   Women 


77 


provide  much  of  the  long-term  care  for  their  families.   However, 
because  women  generally  out-live  men,  they  find  themselves 
without  caregivers  in  their  time  of  need  for  such  services. 

Comprehensive  coverage  of  preventive  care  and  medical  treatment 
goes  a  long  way  toward  easing  the  threat  of  disease  that  faces 
all  women  and  their  families  in  America.   But  women  who  need  long 
term  care  or  who  have  relatives  with  chronic  health  problems  or 
severe  disabilities  face  special  challenges. 

The  new  long-term  care  program  will  provide  a  range  of  community 
supports  to  people  with  severe  disabilities,  regardless  of  their 
age  or  income.  A  principal  goal  of  this  new  program  is  to 
increase  the  independence  of  people  with  disabilities,  support 
them  to  remain  in  their  own  homes  or  in  other  community  settings 
and  reduce  the  burdens  on  family  members  and  other  informal 
caregivers,  most  of  whom  are  women. 

WOMEN'S  HEALTH  RESEARCH 

Women  are  more  likely  to  have  greater  disability  and  poorer 
health  outcomes  than  men  and  the  incidence  of  certain  life- 
threatening  illness  is  increasing  among  women,  yet  they  have  been 
at  the  bottom  of  the  medical  research  agenda.   The  Act  calls  for 
an  expanded  program  of  prevention  research  at  the  National 
Institutes  of  Health.   Among  the  research  priorities  outlined  in 
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the  bill  are  Including  birth  defects,  prenatal  care,  and 
adolescent  health,  mental  health,  substance  abuse,  reproductive 
health,  breast  cancer  and  Alzheimer's  disease.   The  bill  would 
authorize  $400  million  for  fiscal  year  1995,  and  $500  million  for 
each  of  the  fiscal  years  1996  through  2000. 

OTHER  INVESTMENTS 

The  President  recognizes  that  insurance  alone  cannot  meet  the 
needs  of  all  Americans.   To  help  improve  access  to  appropriate 
care  and  to  help  prevent  disease  and  promote  health,  the  Health 
Security  Act  includes  several  new  investment  proposals  that  are 
particularly  important  to  adolescents  and  young  women. 

First,  the  Act  includes  two  new  grant  programs  to  support  school 
health  education  programs  and  to  fund  school  health  services. 
Under  the  Act,  $50  million  in  FY  1995  will  be  authorized  to 
support  the  planning  and  implementation  of  comprehensive  school 
health  education  programs  for  children  in  kindergarten  through 
grade  12. 

In  addition,  the  Act  authorizes  $100  million  in  FY  1996  rising  to 
$400  million  per  year  by  1999,  to  help  fund  school  health 
services  including  preventive  health  services,  mental  health  and 
social  service  counseling,  substance  abuse  counseling,  care 
coordination  and  outreach,  management  of  simple  illness  and 
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injuries  and  referral  and  follow-up  for  more  serious  conditions. 
These  funds  will  be  targeted  to  adolescents  and  communities  most 
in  need  of  support. 

New  funding  also  will  be  authorized  to  help  support  public  health 
initiatives  of  special  importance  to  the  health  of  children 
including  immunizations,  lead  poisoning  screenings,  health 
education  and  violence  prevention. 

To  ensure  access  to  health  services  for  urban  and  rural  medically 
underserved  populations,  the  Act  calls  for  expanding  the 
Community  and  Migrant  Health  Center  program.   An  additional 
annual  appropriation  of  $100  million  for  the  years  1995  through 
2000  would  be  authorized  by  this  bill.   The  Health  Security  Act 
also  proposes  to  establish  a  program  of  grants  and  loans  for 
consortia  of  public  and  private  health  care  providers  to  develop 
community  practice  networks  or  community  health  plans. 

Finally,  the  Health  Security  Act  invests  in  primary  care  and 
enabling  services  such  as  transportation  and  outreach  services 
and  in  the  training  of  primary  care  doctors  (including 
pediatricians,  obstetricians  and  family  physicians)  and  other 
health  professionals  (including  nurse  clinicians)  to  ensure  that 
children  and  expectant  mothers  will  have  access  to  appropriate 
medical  care. 
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CONCLUSION 

Mr.  Chairman,  the  Health  Security  Act  was  designed  to  guarantee 
all  women  access  to  comprehensive  health  care.   The  President  has 
taken  a  bold  step  in  spelling  out  that  guarantee.   Every  woman 
can  be  assured  that  she  will  have  the  benefits  that  she  needs. 
All  women  can  now  have  access  to  a  revitalized  health  care  system 
that  prevents  disease  and  promotes  health,  but  is  also  there  when 
they  or  a  loved  one  becomes  ill. 

Mr.  Chairman,  I'd  be  happy  to  respond  to  questions. 
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Mr.  Waxman.  Mr.  Broder. 

STATEMENT  OF  SAMUEL  BRODER 

Mr.  Broder.  Good  morning,  Mr.  Chairman. 

Mr.  Waxman.  You  need  to  push  the  button  forward  on  the  mike. 

Mr.  Broder.  Probably  would  have  been  better  for  me  to  leave  the 
button  off,  but  good  morning,  Mr.  Chairman,  and  members  of  the 
subcommittee. 

I  am  Dr.  Sam  Broder,  director  of  the  National  Cancer  Institute. 
Thank  you  very  much  for  the  opportunity  to  appear  before  you 
today  and  to  provide  a  very  brief  set  of  opening  remarks. 

Mr.  Chairman,  with  your  permission  I  would  like  to  submit  my 
complete  statement  for  the  record  and  begin  by  saying  science  and 
the  scientific  method  offer  our  best  hope  for  progress  against  ter- 
rible diseases  like  breast  cancer  and  cervical  cancer,  diseases  which 
cause  suffering  beyond  metaphor. 

The  specific  issue  of  mammography  is  an  area  of  intense  polar- 
ization between  various  groups  at  this  time.  This  polarization  has 
occurred  not  because  of  fundamental  differences — we  all  share  the 
concern  that  women  are  dying  of  breast  cancer — but  because  we 
have  different  perspectives  on  this  problem. 

The  National  Cancer  Institute  is  a  scientific  institution,  a  bio- 
medical research  institution  committed  to  generating  the  knowl- 
edge needed  to  reduce  the  suffering  and  death  from  cancer.  While 
at  times  there  have  been  bursts  of  enthusiasm  for  research  ad- 
vances that  promised  to  cure  cancer,  we  all  recognize  that  cancer 
has,  in  fact,  not  been  cured.  We  know  that  cancer  poses  an  awe- 
some research  and  therapeutic  challenge.  We  must  have  no  illu- 
sions on  this  point. 

As  a  scientific  organization,  we  know  that  individual  opinions 
and  practices  may  require  adjustments  or  even  fundamental 
changes  as  we  continue  to  learn.  At  the  same  time,  we  have  seen 
that  yesterday's,  quote,  "incurable  and  fatal",  end  of  quote,  disease 
can  be  tomorrow's  medical  triumph,  and  that  a  disease  that  terror- 
izes one  generation  may  be  only  dimly  remembered  by  the  next 
generation. 

Two  principles  need  to  guide  us,  if  at  all  possible:  One,  the  con- 
sensus of  scientific  peer  groups  and/or,  two,  clinical  trials  as  the  in- 
strument for  consensus  wherever  possible. 

We  could  not  advocate  a  treatment  being  continued  if  follow-up 
clinical  trials  showed  that  its  benefits  were  initially  overstated, 
that  in  truth,  it  brought  no  reduction  to  deaths  in  the  real  world. 

And,  indeed,  National  Cancer  Institute-sponsored  focus  groups 
and  surveys  show  overwhelmingly  that  American  women  under- 
stand that  scientific  controversy  can  exist  in  many  arenas  and 
women  would  prefer  to  know  the  facts  to  help  them  make  informed 
decisions  rather  than  operate  on  blind  faith. 

After  a  process  of  scientific  evaluation,  after  extensive  review  of 
data  from  a  number  of  clinical  trials,  after  internal  and  external 
debate,  and  after  seeking  the  input  and  advice  of  our  most  re- 
spected nongovernmental  experts,  we  have  an  obligation  to  share 
the  results  of  this  process  with  the  women  of  America. 

Mammography  has  been  proven  to  reduce  the  death  rate  due  to 
breast  cancer  in  randomized  clinical  trials  for  women  over  age  50, 
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and  moreover,  there  is  a  clear  and  unmistakable  consensus  on  this 
point.  For  women  under  50,  neither  condition  applies  at  this  time. 

One  point  must  be  emphasized:  This  discussion  does  not  address 
diagnostic  mammography,  where  a  doctor  and  woman  are  joined  in 
following  symptoms  or  other  indications,  such  as  a  lump,  pain,  or 
swelling,  or  a  related  issue  suggesting  a  possible  malignancy.  That 
is  a  different  situation  entirely  and  mammography  in  this  setting 
is  a  valued  tool  to  establish  a  course  of  diagnosis  and  treatment  in 
women  of  any  age.  In  this  discussion,  we  are  focusing  on  the  con- 
cept of  mammography  screening  in  women  who  are  free  from 
known  signs  or  symptoms. 

The  rank-and-file  scientists  who  work  in  the  national  cancer  pro- 
gram are  superb  and  dedicated.  They  are  working  to  find  new  ways 
to  prevent,  detect,  and  treat  breast  and  cervical  cancer. 

We  have  many  molecular  studies  under  way  and  already  have 
had  some  success.  We  are  hopeful  that  research  discoveries  will 
yield  new  molecular  tests  that  might  have  high  specificity. 

But  we  are  not  waiting  for  these  events  to  occur.  We  are  encour- 
aging the  development  of  new  digital  mammography  techniques 
and  related  issues.  We  are  exploring  new  technologies  such  as  mag- 
netic resonance  imaging,  and  even  electronic  paramagnetic  spin 
resonance,  a  novel  technology  which  is  still  in  its  earliest  infancy. 

I  think  these  are  all  issues  to  keep  in  mind  as  we  discuss  all  the 
points. 

I  have  included  a  brief  history  of  NCI  screening  recommenda- 
tions in  my  complete  statement  submitted  for  the  record.  To  sum- 
marize it  very  briefly,  in  1987,  the  NCI  developed  working  guide- 
lines for  the  early  detection  of  cervical  and  breast  cancers.  The  in- 
tent was  to  revisit  them  should  any  new  information  become  avail- 
able, as  has  been  proven  to  be  the  case. 

I  will  not  recount  all  of  the  background,  but  one  of  the  formative 
events  was  the  Canadian  national  breast  screening  study,  which 
tested  mammography  screening  for  women  in  their  forties,  pub- 
lished in  November  1992,  turned  out  not  to  show  a  mortality  bene- 
fit ascribed  to  mammography  after  7  years  of  follow-up. 

In  addition,  an  overview  analysis  of  five  randomized  screening 
trials  conducted  in  Europe  in  the  1970s  found  that  the  largest  re- 
duction of  breast  cancer,  roughly  one-third,  was  observed  among 
women  aged  50  to  65  at  randomization.  Among  women  aged  40  to 
49  at  randomization,  no  statistically  significant  difference  was  ob- 
served. 

The  process  of  taking  stock  as  to  where  we  were  was  actually  ini- 
tiated in  1991  and  a  detailed  account  is  in  my  written  statement. 

In  the  fall  of  1991,  as  we  became  aware  of  the  then  unpublished 
results  of  the  Canadian  mammography  study  completed  and 
viewed  in  the  context  of  the  other  results  at  hand,  NCI  was 
prompted  to  organize  a  major  international  workshop  of  breast  can- 
cer screening  that  was,  in  fact,  held  in  February  of  1993. 

This  workshop  was  open  to  both  the  press  and  public  at  the  same 
time.  NCI  provided  information  and  resources  to  all  interested  par- 
ties on  the  mammography  screening  studies  that  were  being  re- 
viewed and  were  discussed.  The  workshop  was  thorough,  rigorous, 
and  a  careful  process  of  deliberation  and  consultation  continued 
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after  the  workshop  adjourned.  This  consultation  process  included 
outreach  activities  involving  women  who  care  about  breast  cancer. 

During  October  of  1993,  NCI  disseminated  draft  guidelines  and 
presented  them  at  the  NCI  DCPC  Board  of  Scientific  Counselors. 
This  is  the  body  that  is  equipped  to  advise  us  on  highly  technical 
cancer  control  and  prevention  activities. 

At  that  time,  this  board  passed  a  motion  recommending  that  the 
existing  recommendations  for  women  50  years  and  over  be  main- 
tained, but  that  for  women  under  age  50  NCI  provide  a  summary 
of  existing  data.  In  effect,  that  board  wanted  to  present  the  facts 
without  the  pronouncement  of  a  guideline,  but  this  process  did  not 
unfold  without  controversy. 

In  late  November  of  1993,  yet  another  advisory  body,  the  Na- 
tional Cancer  Advisory  Board,  passed  a  motion  recognizing  the  di- 
vergence of  views  on  the  role  of  mammography  for  women  under 
the  age  of  50  and  recommending  that  the  National  Cancer  Institute 
actually  defer  action  on  recommending  any  changes  in  breast  can- 
cer screening  guidelines. 

On  December  3,  after  having  considered  all  of  the  facts  and  all 
of  the  advice,  we  released  a  simple  statement  of  our  position  on 
breast  cancer  screening  and  a  statement  that  is  basically  in  accord 
with  the  recommendation  of  the  Board  of  Scientific  Counselors.  We 
believe  this  process  has  been  open  and  candid.  We  have  extended 
our  outreach  to  many  diverse  groups,  both  scientists  and  consumer 
advocates.  None  of  us  is  content  with  the  level  of  progress  against 
breast  cancer.  We  know  the  suffering  caused  by  this  disease. 

Mr.  Chairman,  I  welcome  your  interest  and  the  interest  of  the 
members  of  this  committee.  We  need,  and  I  believe  we  are  using, 
the  best  tools  of  modern  biomedical  science  to  help  us  find  the 
truth.  When  we  make  a  recommendation,  women  have  the  right  to 
ask  about  the  facts  that  inform  such  a  recommendation.  Our  rec- 
ommendations must  be  based  on  scientific  evidence  and  scientific 
consensus.  We  will  not  rest  until  we  have  a  cure  for  breast  cancer. 
We  owe  that  to  the  American  people. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you  very  much,  Dr.  Broder.  I  appreciate 
your  testimony,  but  let  me  start  off  the  questioning. 

[The  prepared  statement  of  Dr.  Broder  follows:] 
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Statement  of  Dr.  Samuel  Broder 
National  Cancer  Institute 


Good  morning,  Mr.  Chairman,  and  Members  of  the  subcommittee.    I  am  Dr.  Samuel  Broder, 
Director  of  the  National  Cancer  Institute  (NCI).   Thank  you  for  the  opportunity  to  appear 
before  you  today  to  discuss  the  NCI's  position,  and  the  scientific  basis  for  that  position,  on 
screening  for  breast  and  cervical  cancers,  two  areas  critical  to  women's  health. 

Cancer  is  the  second  leading  cause  of  death  among  women  in  the  United  States.     In  1994, 
about  250,000  women  will  die  of  all  cancers  combined,  about  46,000  dying  of  breast  cancer. 
It  is  the  most  common  cause  of  death  from  any  cause  in  women  aged  40-44.    Since  1987, 
breast  cancer  incidence,  fortunately,  has  reached  a  plateau  and  has  actually  decreased  slightly. 
However,  from  1973  until  1987  the  incidence  of  breast  cancer  showed  a  steady  increase. 
Although  there  are  now  slight  decreases,  the  situation  is  dire.    Some  of  the  past  increase  in 
incidence  over  the  1980s  is  attributed  to  increased  detection  due  to  mammography;  the  longer 
term  increase  is  less  well  understood.    We  do  not  believe  that  the  increase  can  be  fully 
understood  without  more  basic  research. 

Turning  to  cervical  cancer,  in  1993,  13,500  American  women  were  diagnosed  with  this 
disease  and  4,400  died.     Fortunately,  the  incidence  of  invasive  cervical  cancer  and  the  death 
rate  have  decreased  in  the  United  States  over  the  past  several  years,  because  the  Pap 
screening  test  can  detect  the  pre-malignant  or  in  situ  stage.   The  Pap  test,  developed  by 
George  Papanicolaou,  has  been  used  since  the  1940's.   This  test,  like  others,  has  limitations. 
The  early  stage  can  be  effectively  treated,  and  yet,  even  here,  there  are  problems  as 
sometimes  the  cells  captured  during  the  procedure  are  not  the  atypical  ones.    Beyond  that, 
some  women  are  not  being  screened  at  all  and  even  among  those  who  are  screened,  some  are 
not  being  treated.    Even  when  the  cells  are  accurately  gathered,  not  all  tests  are  read  and 
interpreted  accurately.   NCI  has  worked  to  improve  the  reading  of  the  Pap  test  and  has 
introduced  the  "Bethesda  system"  which  has  clarified  and  standardized  reporting.    Despite 
these  problems,  the  Pap  test  is  an  excellent  tool,  even  when  its  limitations  are  taken  into 
account.    As  a  result  of  our  investment  in  basic  research,  we  are  making  good  progress  on  a 
possible  vaccine  against  cervical  cancer.   The  ability  to  create  such  a  vaccine  grew  out  of 
years  of  research  on  viral  carcinogenesis. 

The  issue  of  mammography  is  an  area  of  intense  polarization  between  various  groups  at  this 
time.   The  polarization  has  occurred  not  because  of  fundamental  differences— we  all  share  the 
concern  that  women  are  dying  of  breast  cancer— but  because  we  have  different  perspectives  on 
this  problem.     The  key  question  before  us  all  is  how  to  go  about  reducing  the  devastating 
toll  of  breast  cancer  and  other  cancers. 

The  NCI  is  a  scientific  institution,  a  biomedical  research  institution  committed  to  generating 
the  knowledge  needed  to  reduce  the  suffering  and  death  from  cancer.   While  at  times  there 
have  been  bursts  of  enthusiasm  for  research  advances  that  promised  to  cure  cancer,  we  all 
recognize  that  cancer  has  not  been  cured.   Today,  there  are  exciting  developments  on  many 
fronts,  particularly  in  basic  research,  but  as  we  discuss  these  achievements,  we  must 
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acknowledge  that  cancer  poses  an  awesome  research  and  therapeutic  challenge.   We  must 
have  no  illusions  on  this  point. 

As  a  scientific  organization,  we  know  that  individual  opinions  and  practices  may  require 
adjustments  or  fundamental  changes  as  we  leam  more  facts  about  normal  biology,  more  about 
the  cancer  cell  and  have  more  opportunity  to  assess  diagnostic  tools  and  treatments.   At  the 
same  time,  we  have  seen  that  yesterday's  "incurable  and  fatal"  disease  can  be  tomorrow's 
medical  triumph,  and  that  a  disease  that  terrorizes  one  generation  may  be  only  dimly 
remembered  by  the  next  generation.   Two  principles  need  to  guide  us  wherever  possible:  the 
consensus  of  scientific  peer  groups  and  clinical  trials  as  the  instrument  for  consensus 
wherever  possible. 

Each  of  us  has  a  role  to  play  in  this  enormously  important  effort  to  save  the  lives  of 
American  women.    I  believe  that  NCI's  role  is  the  generation  of  knowledge,  the  sharing  of 
that  knowledge  and  translation  of  scientific  knowledge  into  clinical  reality  at  the  community 
level.   We  could  not  advocate  a  treatment  being  continued  if  followup  clinical  trials  showed 
that  its  benefits  were  initially  overstated,  that  in  truth,  it  brought  no  reduction  in  deaths  in  the 
real  world.   By  the  same  rules,  we  must  adhere  to  what  we  have  learned  about  the  value  of 
mammography  for  women  in  various  age  groups.   After  a  process  of  scientific  evaluation, 
after  extensive  review  of  data  from  a  number  of  clinical  trials,  after  internal  and  external 
debate,  and  most  important  of  all,  after  seeking  the  input  and  advice  of  our  most  respected 
non-governmental  experts,  we  have  an  obligation  to  share  the  results  of  this  process  with  the 
women  of  America.   We  owe  it  to  them  to  provide  the  most  accurate  information  available 
about  screening  and  treatment  of  breast  and  cervical  cancer  at  a  point  in  time.   In  the  case  of 
mammography,  a  routine  program  of  screening  will  definitely  save  lives.   This  technology 
has  been  proven  in  randomized  clinical  trials  for  women  over  age  50,  and  moreover  there  is  a 
clear  and  unmistakable  consensus  on  this  point.   For  women  under  50,  neither  condition 
applies  at  this  time. 

One  point  must  be  emphasized:   this  discussion  does  not  address  diagnostic  mammography, 
where  a  doctor  and  woman  are  joined  in  following  symptoms  or  other  indications,  such  as  a 
lump,  pain,  or  swelling,  of  a  possible  malignancy.   That  is  a  different  situation  entirely. 
Here,  in  this  discussion,  we  are  focusing  on  the  concept  of  screening  in  women  who  are  free 
from  known  signs  or  symptoms. 

It  is  important  to  note  that  mammography  is  only  one  of  several  screening  technologies  being 
examined  by  NCI.    For  example,  a  large  clinical  trial,  the  Prostate,  Lung,  Colorectal,  and 
Ovarian  (PLCO)  trial,  has  begun  to  evaluate  screening  tests  in  these  cancers.   This  study  will 
assess  the  predictive  value  of  the  widely  used  test  for  prostate  specific  antigen  (PSA)  and  less 
used  technology  such  as  ultrasound,  CA  125  or  flexible  sigmoidoscopy.   In  women,  for 
instance,  the  study  is  designed  to  determine  if  screening  with  pelvic  examination  plus  serum 
CA  125  and  transvaginal  ultrasound  can  reduce  deaths  from  ovarian  cancer.   Thus,  for  tests 
such  as  PSA,  we  are  not  recommending  its  adoption  as  a  routine  screening  tool  until  clinical 
trials  and/or  a  scientific  consensus  permit  us  to  do  so. 


86 


The  rank-and-file  scientists  who  work  in  the  National  Cancer  Program,  both  intramural  and 
extramural,  are  superb  and  they  are  a  dedicated  group  of  men  and  women.   They  are  working 
to  find  new  ways  to  prevent,  detect  and  treat  breast  and  cervical  cancer.    NCI  supports    • 
research  aimed  at  locating  important  genes  and  genetic  processes  in  breast  cancer.   Research 
is  being  carried  out  on  specific  inherited  gene  abnormalities  and  certain  familial 
predispositions  to  breast  cancer  including  benign  proliferative  breast  disease;  the  Li-Fraumeni 
syndrome,  in  which  family  members  inherit  a  mutation  in  the  p_52  tumor  suppressor  gene, 
located  on  the  short  arm  of  chromosome  17;  and  early-onset  familial  breast  cancer,  linked  to 
abnormalities  also  on  chromosome  17  referred  to  as  Breast  Cancer- 1  or  BRCA-1. 

Collaborations  with  the  National  Center  for  Human  Genome  Research  are  designed  to 
elucidate  genetic  information  about  breast  cancer.     On  December  2,  1993,  we  were  pleased 
to  announce  the  finding  of  a  gene  for  colon  cancer  that  also  appears  to  play  a  role  in  ovarian, 
uterine  and  several  other  cancers.   When  genes  are  found,  tests  can  be  developed  to  show 
which  women  are  at  risk.   Sometimes  the  genetic  discovery  will  aid  in  developing  vaccines  or 
new  prevention  strategies. 

At  times,  conditions  not  typically  thought  to  fall  within  a  definition  of  women's  health  are  of 
surpassing  importance.   Thus,  the  gene  for  Ataxia-Telangiectasia  when  carried  by  an 
otherwise  normal  woman  can  predispose  her  to  radiation  damage  and  breast  cancer.   As 
carcinogenesis  studies  progress,  this  information  could  be  used  to  counsel  women  at  high  risk 
to  avoid  certain  environmental  exposures  and  to  undertake  individualized  programs  of 
screening  and  prevention.   We  are  looking  specifically  at  breast  cancer  and  the  interaction  of 
various  occupational  and  environmental  hazards  in  the  NCI  Long  Island  Breast  Cancer  Study 
Project.   This  will  provide  information  not  only  for  New  Yorkers,  but  for  women 
everywhere. 

Genetic  discoveries  will  yield  new  molecular  tests  that  might  have  high  specificity. 
We  are  not  waiting  for  these  events  to  occur.   We  are  working  to  refine  our  knowledge  of  the 
tools  we  have,  including  mammography  and  Pap  tests.   We  are  encouraging  the  development 
of  new  digital  mammography  techniques,  which  would  also  allow  transmittal  of  images  for 
consultation  or  diagnosis  by  specialists.   New  imaging  techniques  are  being  used  to  more 
accurately  guide  biopsies  and  surgery.   Other  methods  are  borrowing  from  space  or  defense 
department  technology.   None  of  us  is  content.   All  of  us  know  that  cancer  is  the  second 
leading  cause  of  death  among  women  in  the  United  States  and  we  know  the  suffering  caused 
by  this  disease. 

NCI  research  has  shown  that  the  impact  of  cancer  in  general  on  minority  and  underserved 
populations  is  disproportionately  great.   This  impact  is  certainly  felt  in  breast  and  cervical 
cancer  incidence  and  mortality  rates.   Even  where  incidence  rates  are  lower  for  African- 
American  women  than  for  white  women,  as  is  the  case  with  breast  cancer  in  women  ages  40 
and  over,  the  mortality  rates  of  African-American  women  are  higher.   Cervical  cancer 
incidence  rates  for  African- American  women  are  about  twice  the  rates  for  white  women,  and 
mortality  rates  are  about  three  times  the  rates  for  white  women. 
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Screening  and  access  to  screening  are  only  one  aspect  of  this  very  complex  situation,  one  that 
tangles  economic  issues,  educational  issues,  access  to  screening  and  diagnosis  and  access  to 
treatment  with  many  other  variables  including  genetic  and  environmental  ones. 
Mammography  has  seemed  to  be  a  successful  way  to  introduce  some  underserved  women  into 
the  medical  system.   In  some  ways,  it  has  become  a  metaphor  for  concern  about  breast 
cancer,  even  a  way  a  woman  could  express  her  determination  to  protect  her  health.   But 
mammography  was  never  designed  to  do  all  that—it  is  a  medical  tool.   Mammography  was 
designed  to  screen  for  breast  cancer  and  where  it  is  efficient  and  there  are  other  benefits,  that 
is  all  to  the  good.   Thus,  for  women  over  50,  mammography  is  an  established  screening  tool. 
But  there  is  extreme  disagreement  concerning  women  under  age  50.   Therefore,  in  this 
setting,  we  must  state  what  we  know  and  what  we  do  not  know. 

A  word  about  the  history  of  NCI  recommendations  is  in  order.   In  1987  the  NCI  developed 
Working  Guidelines  for  the  early  detection  of  cervical  and  breast  cancers.   These  guidelines 
provided  the  American  public  with  a  summary  of  the  state  of  knowledge  at  the  time.1   The 
guidelines  regarding  screening  mammography  for  breast  cancer  detection  (which  can  be 
defined  as  a  regularly  performed  mammogram  for  a  woman  with  no  presumptive  evidence  or 
symptoms  of  breast  cancer)  were  as  follows: 

♦  The  screening  process  should  begin  by  age  forty  and  consist  of  annual 
clinical  examination  with  screening  mammography  performed  at  one  to  two 
year  intervals. 

♦  Beginning  at  age  fifty  both  clinical  examination  and  mammography  should  be 
performed  on  an  annual  basis. 

♦  Physicians  should  encourage  women  to  perform  monthly  breast  self-examinations. 

At  the  time  these  guidelines  were  developed,  evidence  for  screening  was  strongest  in  women 
ages  50-69,  although  the  Health  Insurance  Plan  (HIP)  of  Greater  New  York  clinical  trial  had 
shown  a  reduction  in  cancer  deaths  due  to  screening  in  a  group  of  young  and  older  women  all 
mixed  together.   The  above  guidelines  were  considered  working  guidelines  with  the  intent  to 
revisit  them  should  any  new  information  become  available. 

Similarly,  the  working  guidelines  for  cervical  cancer  screening  developed  in  1988  are  as 
follows: 


1   It  is  important  to  stress  that  none  of  these  guidelines  pertain  to  diagnostic 
mammography,  which  is  performed  as  a  result  of  a  clinical  suspicion  (such  as  a  lump  or 
nipple  discharge).   In  the  setting  of  a  clinical  suspicion,  whether  because  of  symptoms  or 
physical  findings,  mammography  is  generally  a  necessary  medical  tool. 
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♦  All  women  who  are  or  who  have  been  sexually  active  or  who  have  reached 
the  age  of  18  years  should  have  an  annual  Pap  test  and  pelvic  examination. 

♦  After  a  woman  has  had  three  or  more  consecutive,  satisfactory,  normal 
annual  examinations,  the  Pap  test  may  be  performed  less  frequently  at  the 
discretion  of  her  physician. 

Over  the  ensuing  six  years  there  has  been  no  new  information  to  contradict  the  basic  message 
of  the  original  guidelines  on  cervical  cancer  and  the  consensus  among  scientists  has  held  firm. 
Over  the  last  two  to  three  years,  however,  several  events  have  led  to  an  ongoing  re-evaluation 
of  the  breast  cancer  screening  guidelines: 

♦  First,  an  NCI-supported  meeting  entitled  "Forum  on  Breast  Cancer  Screening 
in  Older  Women"  was  convened  in  April  1992.    Among  the  recommendations 
was  the  following:    "There  was  enough  direct  evidence  to  support  a 
recommendation  for  universal  screening  in  women  sixty-five  to  seventy-four 
years  of  age.    Because  of  the  lack  of  direct  evidence  regarding  screening 
efficacy  and  because  of  increasing  occurrence  of  multiple  chronic  diseases  in 
women  seventy-five  years  of  age  and  older,  the  Forum  concluded  that  clinical 
judgment  was  necessary  to  weigh  the  relative  benefits  of  co-morbidity  and 
screening  effectiveness  for  the  individual  patient  in  this  age  group  . . . 
Regarding  the  interval  for  mammography  and  clinical  breast  examination,  the 
Forum  concluded  that  there  was  no  evidence  to  choose  one  interval  over 
another,  since  apparently  equally  effective  intervals  have  ranged  from  twelve  to 
thirty-three  months. " 

♦  Second,  the  Canadian  National  Breast  Screening  Study  of  screening  women 
in  their  forties,  published  in  November  1992,  did  not  show  a  mortality  benefit 
ascribed  to  mammography  after  seven  years  of  follow-up.   Dr.  Anthony  Miller 
presented  a  preliminary  analysis  of  this  study  in  closed  session  to  the  Board  of 
Scientific  Counselors  of  the  NCI's  Division  of  Cancer  Prevention  and  Control 
(DCPC)  as  far  back  as  October  1991. 

♦  Third,  an  overview  analysis  of  five  randomized  screening  trials  conducted  in 
Sweden  in  the  1970's  was  reported  early  in  1993.   The  study  found  that  the 
largest  reduction  of  breast  cancer  mortality,  roughly  one-third,  was  observed 
among  women  aged  50-69  at  randomization.   Among  women  aged  40-49  at 
randomization,  no  statistically  significant  difference  was  observed. 

I  would  like  now  to  briefly  discuss  the  process  by  which  NCI  came  to  the  specific  change 
under  discussion  today,  but  before  doing  so,  I  want  to  put  to  rest  the  concern  that  the  NCI's 
position  is  influenced  by  political  considerations  or  expediency. 
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This  process  was,  in  one  way,  initiated  in  1991.     It  was  obvious  that  there  was  a  need  to 
evaluate  the  new  information  in  the  context  of  the  large  body  of  evidence  which  had  evolved 
since  the  landmark  Health  Insurance  Plan  (HIP)  study  of  thirty  years  ago.   Following  a  pre- 
publication,  closed  briefing  in  the  Fall  of  1991  on  the  Canadian  mammography  study,  NCI 
began  planning  a  major  international  workshop  of  breast  cancer  screening  that  was  held  in 
February  1993.   Many  of  the  scientists  who  performed  the  studies,  as  well  as  researchers  in 
breast  cancer  screening  fields,  participated  in  this  workshop.   Results  from  all  eight  published 
randomized  clinical  trials  of  screening  mammography  were  reviewed.   At  that  workshop  an 
overview  analysis,  a  meta-analysis,  was  presented  by  New  Zealand  investigators  of  all  the 
randomized  screening  trials  in  the  world.   This  analysis  raised  questions  regarding  the  benefit 
of  screening  women  between  the  ages  of  40-49.   This  workshop  was  open  to  both  the  press 
and  the  public.   At  that  time,  NCI  provided  information  and  resources  to  the  media, 
interested  voluntary,  advocacy  and  health  professional  organizations,  and  the  public,  on  the 
mammography  screening  studies  that  were  being  reviewed. 

The  final  report  of  the  workshop  concluded: 

♦  First,  "The  randomized  trials  of  women  ages  40-49  are  consistent  in  showing  no 

statistically  significant  benefit  in  mortality  after  10-12  years  of  follow-up For 

this  age  group,  it  is  clear  that  in  the  first  5-7  years  there  is  no  reduction  in  mortality 
from  breast  cancer  that  can  be  attributed  to  screening.   There  is  an  uncertain  and,  if 
present,  marginal  reduction  in  mortality  at  about  10-12  years.    Only  one  study 
provides  information  on  long-term  effects  beyond  12  years,  and  more  information  is 
needed." 

♦  Second,  "For  women  ages  50-69,  the  evidence  presented  at  the  Workshop 
strengthens  the  scientific  observation  that  screening  leads  to  reduced  breast 
cancer  mortality.   Every  study  presented  found  a  protective  effect  for  women 
in  this  age  group.   The  Swedish  studies  suggest  that  a  screening  mammogram 
as  infrequent  as  every  33  months  reduces  breast  cancer  mortality,  at  least  in  a 
population  with  a  high  compliance  rate  and  in  a  setting  with  high-quality 
mammography.   These  data  raise  the  possibility  that  a  screening  interval  of 
every  12  months  may  not  be  necessary  in  this  population." 

♦  Third,  "Women  in  their  70' s  are  a  high  risk  group  for  breast  cancer.   The 
currently  available  clinical  trial  data  for  these  women  are  inadequate  to  judge 
the  effectiveness  of  screening  because  the  numbers  of  women  were  small,  the 
compliance  was  poor,  and  the  screening  episodes  were  too  few. " 

The  Workshop  charge  was  to  critically  review  and  summarize  the  scientific  evidence,  not  to 
develop  guidelines  per  se.   In  response  to  this  analysis,  NCI  staff  began  the  process  of 
reviewing  our  Working  Guidelines  in  the  context  of  the  new  information.    NCI  has  a 
responsibility  to  provide  accurate,  clear  information  to  the  public-based  on  scientific 
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evidence.   This  information  clearly  held  an  important  public  health  message  for  all  women 
and  health  care  professionals. 

Subsequently  the  following  process  has  taken  place: 

♦  During  the  period  from  May  through  August  1993,  the  NCI  PDQ  Editorial 
Board,  consisting  of  both  NIH  and  non-NIH  researchers,  reviewed  and 
endorsed  Workshop  results;  the  NCI  staff  developed  draft 
guidelines/recommendations  which  were  reviewed  by  the  NCI  Executive 
Committee;  NCI  staff  also  met  with  the  American  Cancer  Society  (ACS)  to 
discuss  principles  underlying  the  NCI  draft  guidelines. 

♦  In  September  1993  the  draft  guidelines  were  reviewed  and  discussed  by  PHS 
agencies  and  selected  participants  from  the  February  1993  International  Workshop  on 
Breast  Cancer  Screening;  NCI  staff  met  with  the  ACS  Breast  Cancer  Subcommittee, 
the  National  Cancer  Advisory  Board,  and  with  individual  members  of  the  DCPC 
Board  of  Scientific  Counselors  to  discuss  proposed  guidelines. 

♦  During  October  1993,  NCI  disseminated  draft  guidelines  and  other  materials  to 
agencies  involved  in  earlier  guidelines  and  voluntary  advocacy  groups,  with  a  request 
for  written  comments  and  attendance  at  the  then  upcoming  October  21  meeting  of  the 
NCI  DCPC  Board  of  Scientific  Counselors. 

♦  On  October  21,  1993,  the  guidelines  were  reviewed  by  the  DCPC  Board  of 
Scientific  Counselors,  who  passed  a  motion  recommending  that  the  existing 
recommendations  for  women  50  years  and  over  be  maintained,  and  that  for  women 
under  age  50  NCI  provide  a  summary  of  existing  evidence  and  data  and  suggest  that 
these  be  discussed  with  each  woman's  physician  or  health  care  provider.    In  effect,  the 
Board  wanted  to  present  the  facts,  without  the  pronouncement  of  a  guideline. 

♦  On  November  22-23,  1993  the  National  Cancer  Advisory  Board  passed  the 
following  motion:    "Recognizing  that  there  is  controversy  on  the  effectiveness  of 
mammography  for  women  under  the  age  of  50  that  calls  for  more  research,  the 
members  of  the  National  Cancer  Advisory  Board  recommend  that  the  National  Cancer 
Institute  defer  action  on  recommending  any  changes  in  breast  cancer  screening 
guidelines  at  this  time." 

♦  On  December  3,  after  careful  consideration  of  the  conflicting  advice  of  scientific 
experts,  NCI  released  the  following  statement  summarizing  our  position  on  breast 
cancer  screening: 

"There  is  a  general  consensus  among  experts  that  routine 
screening  every  1  to  2  years  with  mammography  and  clinical 
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breast  examination  can  reduce  breast  cancer  mortality  by  about 
one-third  for  women  ages  50  and  over. 

Experts  do  not  agree  on  the  role  of  routine  screening 
mammography  for  women  ages  40  to  49.   To  date,  randomized 
clinical  trials  have  not  shown  a  statistically  significant  reduction 
in  mortality  for  women  under  the  age  of  50." 

The  process  has  been  open  and  candid.   We  have  extended  our  outreach  to  many  diverse 
groups,  both  scientists  and  consumer  advocates.   We  have  heard  from  women's  advocacy 
groups  who  strongly  oppose  the  use  of  routine  mammography  in  women  under  50  and  those 
who  with  equal  force  hold  the  opposite  view.   NCI  has  been  intensively  reviewing  the  state  of 
the  science  regarding  mammography  screening  efficacy  for  at  least  two  years.    After  the 
Workshop  conclusions  were  clear,  NCI  conducted  surveys  and  focus  groups  with  women  and 
health  care  professionals  to  anticipate  issues  which  might  help  to  prepare  health  professionals 
and  the  public  for  such  changes. 

Results  from  the  surveys  and  focus  groups  indicated  that  women  clearly  understand  that 
scientific  debate  on  health  issues  is  sometimes  unavoidable. 

The  NCI  maintains  communication  with  many  voluntary,  advocacy  and  health  professional 
organizations  in  the  areas  of  cancer  prevention,  early  detection,  and  treatment.    NCI  has 
redoubled  its  efforts  to  stay  in  close  communication  with  these  organizations  and  to  assist 
where  possible  in  minimizing  the  confusion  that  often  occurs  when  recommendations  change. 
And  yet,  we  sometimes  must  differ  even  while  we  may  at  the  same  time  respect  and  admire 
those  who  disagree  with  us. 

On  December  3,  1993,  NCI  released  the  new  mammography  statement  and  simultaneously 
communicated  with  all  its  own  units  including  the  Cancer  Information  Service— which  answers 
inquiries  via  the  toll-free  1-800-4-Cancer  telephone  number,  the  National  Black  Leadership 
Initiative  on  Cancer,  the  National  Hispanic  Leadership  Initiative  on  Cancer,  the  Appalachian 
Leadership  Initiative  on  Cancer;  the  Cancer  Centers  Public  Affairs  Network;  and  the  Centers 
for  Disease  Control  and  Prevention  to  determine  the  strategies  and  tools  needed  to  convey 
NCI's  breast  cancer  screening  messages  in  light  of  the  latest  scientific  review.   NCI 
immediately  began  updating  its  own  publications  and  developing  a  consumer  brochure  that 
explains  the  new  position  on  breast  cancer  screening  for  women  40  and  over. 

The  NCI  Division  of  Cancer  Prevention  and  Control  is  planning  a  meeting  of  organizations 
within  the  Public  Health  Service  to  determine  how  best  to  work  together  on  this  issue  and  to 
organize  an  ad  hoc  committee  of  NCI  staff  as  a  first  step  to  develop  effective  strategies  to 
educate  physicians  and  other  health  care  providers  on  the  new  NCI  mammography  statement. 

Perhaps  most  importantly,  NCI  staff  will  continue  to  meet  with  breast  cancer  advocacy 
groups  and  voluntary  organizations,  such  as  the  American  Cancer  Society  (ACS),  to  clarify 
issues,  identify  common  ground-and  there  is  common  ground-foster  cooperation,  and  ex- 
plore joint  communication  efforts,  where  this  is  possible. 

Mr.  Chairman,  I  welcome  your  interest  and  the  interest  of  this  Committee  and  the  Congress 
in  this  issue.   Please  allow  me  to  repeat  myself:   Each  of  us  has  a  role  to  play  in  this 
enormously  important  effort  to  save  the  lives  of  American  women.   This  dialogue  on 
mammography  is  part  of  the  effort.   NCI  must  generate  and  assess  knowledge  and  then  assist 
in  translation  of  scientific  knowledge  into  the  care  given  at  the  community  level.    Science  is 
not  separate  from  life,  it  is  our  effort  to  understand  life.     NCI's  recommendations  must  be 
based  on  scientific  evidence  to  the  greatest  extent  possible,  and  they  must  change  as  new 
information  becomes  available.     Thank  you,  Mr.  Chairman,  for  this  opportunity  to  testify.    I 
would  be  pleased  to  answer  any  questions  you  or  other  members  of  the  committee  may  have. 
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Mr.  Waxman.  Dr.  Feder,  you  describe  in  your  testimony  how  the 
President's  plan  will  affect  poor  women,  and  you  note  that  women 
are  more  likely  to  be  poor  and  less  likely  to  be  employed  and  pri- 
vately insured  than  men.  Are  you  concerned  that  the  cost-sharing 
requirements  of  the  plan  will  act  as  a  disincentive  for  women  get- 
ting services  and  are  you  concerned  that  the  limited  subsidies  in 
the  plan  for  low-income  Americans  will  mean  that  disproportionate 
number  of  women  end  up  in  low-cost  HMO's  that  provide  fewer 
services  than  the  fee-for-service  plans  that  cost  more? 

Ms.  Feder.  Mr.  Chairman,  you  and  I  have  talked  several  times 
about  the  cost-sharing  provisions  in  the  bill,  and  I  guess  I  would 
like  to  reiterate  that  we  believe  that  we  are  making  a  dramatic 
step  forward  in  bringing  low-income  people  who  are  not  on  Medic- 
aid— or  who  are  on  Medicaid,  regardless — into  mainstream  medical 
care  for  the  first  time.  That  in  terms  of  the  service 

Mr.  Waxman.  Obviously,  those  who  are  uninsured  have  a  clear 
disincentive  to  get  any  care.  Now,  these  women  are  going  to  be  in- 
sured, but  I  am  wondering  whether  the  cost-sharing  that  they  will 
have  to  come  up  with  will  be  a  disincentive  for  them  to  take  advan- 
tage of  some  of  these  services,  especially  when  we  want  to  give  an 
emphasis  on  prevention  and  primary  care. 

Ms.  Feder.  That  is  one  of  the  reasons  we  have  included  the 
screening  services  as  free. 

With  regard  to  the  other  cost-sharing,  you  know  that  we  have 
worked  to  keep  it  as  low  as  possible.  We  know  that  you  have  con- 
cerns about  it,  and  we  will  continue  to  work  with  you  on  it. 

Mr.  Waxman.  I  know  that  there  is  some  confusion  about  the  plan 
in  its  early  stages,  and  I  would  like  to  ask  you  to  clarify  one  point 
about  general  women's  health  for  the  record. 

As  you  certainly  know,  many  women  have  an  OB-GYN  as  their 
major,  sometimes  only,  provider  of  health  care  services.  Under  the 
President's  plan  are  OB-GYN's  considered  to  be  primary  care  doc- 
tors? Will  a  woman  be  able  to  choose  another  OB-GYN?  Will  a 
woman  in  a  managed-care  plan  in  which  her  OB-GYN  does  not 
participate  be  able  to  choose  to  continue  to  see  the  same  doctor? 

Ms.  Feder.  There  has  been  some  confusion.  The  relevance  of  that 
label,  the  primary  care  label  in  the  bill,  is  only  with  respect  to  the 
defining  of  residency  positions. 

The  answer  to  your  other  question — and  in  that  regard  they  are 
defined  as  primary  care  physicians. 

In  regard  to  your  other  questions,  the  answer  is,  yes,  a  woman, 
as  a  man,  can  choose  their  own  doctor,  whatever  the  specialty  they 
wish. 

Mr.  Waxman.  You  did  not  address  in  your  testimony  but  I  know 
that  this  issue  has  come  up  and  let's  get  it  very  clear  on  the  record. 
Does  the  President's  plan  cover  abortion  services? 

Ms.  Feder.  Mr.  Chairman,  on  abortion  or  any  other  service,  the 
plan  covers  every  medically  necessary  or  appropriate  service  with 
the  determination  of  that  service  being  the  decision  of  the  woman 
and  the  physician  or  the  patient  and  the  physician. 

Mr.  Waxman.  Does  the  President's  plan  pay  for  prescription  and 
nonprescription  drugs  and  devices  for  family  planning? 

Ms.  Feder.  We  pay  for  FDA-approved  prescription  drugs  and  for 
medical  devices,  not  nonprescription  drugs  or  devices. 
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Mr.  Waxman.  Currently,  if  a  low-income  woman  is  under  Medic- 
aid, she  would  not  pay  any  cost-sharing  for  her  family  planning 
services  and  States  may  cover  over-the-counter  contraceptives.  Are 
the  family  planning  analysts  at  HHS  concerned  that  the  significant 
cost-sharing  of  prescription  contraceptives  and  the  lack  of  coverage 
of  nonprescription  contraceptives  will  be  a  disincentive  for  women 
to  use  family  planning? 

Ms.  Feder.  Mr.  Chairman,  this  goes  back  to  the  cost-sharing 
issue.  Again,  we  generally  believe  that  our  provisions  provide  the 
protections  we  need. 

We  also  are  committed,  as  you  know,  to  the  continued  support 
for  clinics  that  are  providing  these  services  and  believe  that  the 
combination  of  provisions  has  provided  the  protection  that  is  need- 
ed. 

Mr.  Waxman.  These  title  X  clinics  you  are  presuming  will  still 
be  there.  Of  course,  there  is  a  5-year  deadline  for  them  to  be  guar- 
anteed essential  community  provider  status  and  a  funding  stream 
on  that  basis.  What  might  happen  after  5  years  if  these  clinics  are 
not  around? 

Ms.  Feder.  Essentially,  as  you  know,  the  purpose  of  having  the 
essential  community  providers  designated  for  5  years  is  to  ensure 
access  to  providers  who  are  currently  providing  important  services 
to  women  and  that  provision  continues  as  long  as  access  to  those 
services  is  needed. 

Mr.  Waxman.  And,  of  course,  those  clinics  will  have  a  tremen- 
dous influx  of  women  who  were  under  Medicaid  before  but  now,  be- 
cause of  the  cost-sharing,  may  decide  that  they  cannot  afford  to  go 
through  the  health  plan  but  go  to  the  clinic,  and  that  is  going  to 
be  a  financial  burden  on  those  clinics. 

Ms.  Feder.  The  clinics  have  also  been  serving  many  people  with- 
out insurance  at  all  and  who  will  have  a  much  broader  choice 
under  the  President's  bill. 

Mr.  Waxman.  Thank  you  very  much  for  my  first  round. 

I  want  to  recognize  Mr.  Greenwood. 

Mr.  Greenwood.  Thank  you,  Mr.  Chairman. 

Dr.  Feder,  I  would  like  to  address  a  question  to  you  that  focuses 
on  women  as  caregivers.  There  has  been  discussion  about  that 
today. 

My  understanding  of  the  President's  proposal,  as  it  applies  to  the 
coverage  for  in-home  care  and  rehabilitative  services,  makes  ref- 
erence to  those  services  as  being  required  as  a  result  of  injury  or 
illness.  There  has  been  some  lack  of  clarity  as  to  whether  there  is 
coverage  for  congenital  birth  defects. 

Oftentimes  children  are  born  with  such  serious  congenital  birth 
defects  that  often  they  need,  from  the  moment  they  leave  the  hos- 
pital, very  intensive  in-home  care  and  then  rehabilitative  services. 
Is  it  the  administration's  view  that  those  services  are  covered  in 
the  basic  package? 

Ms.  Feder.  There  has  been  some  confusion,  Mr.  Greenwood,  so 
I  will  give  it  to  you  in  steps. 

First,  let  me  be  very  clear  that  people,  regardless  of  condition, 
congenital  condition  or  otherwise,  are  covered  for  services  in  the 
package.  There  has  been  some  confusion  on  this  point. 
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When  it  comes  to  the  rehabilitative  services,  some  of  the  post- 
hospital  services,  those  are  benefits  that  are  typically  associated,  as 
they  are  in  insurance  plans  today,  associated  with  an  acute  episode 
of  illness.  There  are  many  plans  that  do  not  even  have  this  post- 
hospital  coverage.  We  have  included  it,  though,  with  some  limita- 
tions. We  did  not  intend  to  exclude  a  population,  and  we  are  happy 
to  work  with  you  to  be  very  clear  about  that,  while  recognizing  that 
it  is  a  somewhat  limited  benefit. 

For  more  extensive  services  associated  with  chronic  conditions, 
which  applies  to  many  of  those  particular  children  with  congenital 
conditions,  we  look  to  our  new  home-  and  community-based  care 
program  to  provide  those  extended  services  along  with  some  other 
provisions  of  the  act. 

Mr.  Greenwood.  I  appreciate  that  and  look  forward  to  working 
with  you  on  that.  I  think  many  policies  in  the  private  sector,  pri- 
vate market,  now  are  fairly  light  when  it  comes  to  those  coverages. 
There  are  children,  and  I  have  personal  experience  with  this,  who 
are  born  that  need  24-hour  a  day  nursing  care,  apnea  monitors,  et 
cetera,  and  it  is  very  difficult  to  find  adequate  coverage  for  that, 
and  it  is  probably  for  many  people  the  most  critical  need  for  health 
care  they  may  ever  experience. 

Let  me  turn  to  another  subject.  I  had  in  my  office  yesterday  an 
advocate  from  my  State  of  Pennsylvania  who  represents  providers 
of  drug  and  alcohol  treatment,  and  she  argues  that  the  administra- 
tion's proposal  provides  less  in  coverage  in  the  basic  package  for 
drug  and  alcohol  treatment  than  is  already  provided  by  statute  in 
43  States.  My  question  is:  do  you  agree  with  that  statement?  Has 
the  task  force  or  the  administration  surveyed  the  States  to  see  how 
the  minimum  package  stacks  up  against  what  is  already  required 
in  the  States? 

Ms.  Feder.  Mr.  Greenwood,  I  would  want  to  double-check  on 
that  specific  argument  or  claim.  Our  understanding  is  that  the  pol- 
icy we  are  offering  is  similar  to  and  in  many  respects  better  than 
policies  that  are  typically  available  today. 

You  know  that  the  bill  commits  to  a  comprehensive  mental 
health  and  substance  abuse  benefit  in  2002,  that  we  felt  it  nec- 
essary to  allow  time  for  the  infrastructure  to  develop,  for  the  capac- 
ity to  manage  the  benefits  to  develop  in  order  to  keep  our  package 
within  affordable  bounds,  and  it  is  for  that  reason  we  have  imposed 
some  limitations  on  days  in  the  hospital  or  visits  under  the  initial 
benefit. 

But,  even  in  that  initial  benefit,  we  offer  access  to  multiple  set- 
tings of  care  that  is  not  included  in  many  of  today's  policies,  and 
we  believe  that  is  a  significant  step  forward. 

Mr.  Greenwood.  Thank  you.  I  have  one  additional  question.  You 
were  present  for  all  of  the  previous  discussion  that  centered  on  the 
abortion  issue.  Given  what  is  in  the  bill  and  given,  for  instance,  the 
vote  on  the  Hyde  Amendment  and  given  the  fervor  of  the  opposi- 
tion that  you  heard  this  morning,  my  question  is,  what  is  the  ad- 
ministration's strategy  to  overcome  this  objection  to  the  package 
and  do  you  find  the  possibility  for  some  consensus  or  common 
ground  in  either — the  scenario  I  described? 

And  I  think  you  were  listening  when  I  asked  the  question  as  to 
whether  it  would  be  possible  for  individuals  to  opt  out  from  cov- 
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erage  as  a  matter  of  conscientious  objectors.  Does  the  administra- 
tion have  a  plan  to  deal  with  this  issue? 

Ms.  FEDER.  The  administration  looks  forward  to  working  with 
Members  of  Congress  and  working  with  all  controversial  issues  to 
get  this  bill  passed  and  get  Americans  the  security  of  coverage  that 
they  need. 

With  respect  to  the  specific  proposal  that  you  put  forward,  I  was 
interested  in  your  discussion  because  I  think  some  of  the  concerns 
that  might  arise  were  revealed  in  it.  We  have  put  forward  a  pack- 
age of  benefits  that  we  believe  ought  to  be  guaranteed  to  all  Ameri- 
cans. When  one  starts  picking  apart  pieces — you  raised  the  abor- 
tion services,  the  follow-up  was  on  maternity  services,  you  can  see 
the  potential  for  a  coming  apart  of  what  is  a  pool.  This  is  a  concern 
that  I  think  that  would  arise  with  that  approach,  but  we  look  for- 
ward to  continuing  to  work  with  you. 

Mr.  Greenwood.  Hoping  we  can  avoid  an  all-or-nothing  scenario 
there. 

Mr.  Waxman.  Thank  you,  Mr.  Greenwood. 

Mr.  Wyden. 

Mr.  Wyden.  Thank  you,  Mr.  Chairman,  and  thank  all  of  our  wit- 
nesses. 

Let  me  talk  about  the  mammography  issue  for  a  moment,  be- 
cause we  heard  from  the  women  earlier,  and  if  you  look  at  the  new 
recommendations  on  the  frequency  of  mammography,  and  particu- 
larly you  go  into  it  without  some  of  the  further  analysis,  you  say, 
shoot,  these  recommendations  look  like  a  cost  saver.  That  is  really 
what  is  going  on  here,  making  some  recommendations  to  save  some 
money. 

Now,  I  very  much  want  you  to  give  us  some  testimony  that 
shows  otherwise  and  that  shows  that  in  some  way  this  is  related 
to  the  science.  And  let  me  start  by  saying  the  NCI  did  not  follow 
the  Cancer  Advisory  Board  in  this  case  which  recommended  no 
changes  in  earlier  guidelines.  Is  that  correct,  Dr.  Broder? 

Mr.  Broder.  That  is  correct. 

Mr.  Wyden.  How  many  times  has  NCI,  in  effect,  overruled  the 
advisory  board? 

Mr.  Broder.  Well,  I  will  come  specifically  and  give  you  an  an- 
swer, but  I  think  it  is  important  to  stress  that  there  is  more  than 
one  advisory  board  involved  here.  The  science-based  advisory 
board,  which  is  the  Division  of  Cancer  Prevention  and  Control, 
Board  of  Scientific  Counselors,  enthusiastically  supports  the  gist 
and  the  substance  of  where  we  are  going  and  including  the  new 
fact  statements  that  have  been  made,  and,  in  fact,  they  were  part 
of  the  process  and  much  of  the  information  that  we  are  now  dealing 
with  is  part  of  that  process. 

The  National  Cancer  Advisory  Board  is  yet  a  different  advisory 
board.  It  normally  does  not  get  into  these  kinds  of  specific  issues, 
but  in  this  particular  case  it  did.  The  answer  is  it  is  uncommon  but 
not  zero,  and  there  are  periodic  times  when  the  National  Cancer 
Advisory  Board  will  make  a  recommendation  that  we  feel  is  not 
consistent  with  the  facts  or  with  the  realities  of  what  we  have  to 
do  under  our  authorities,  and  we  simply  cannot  adhere  to  them.  In 
this  case  we  believe  that  the  facts  and  the  science  of  it  provided 
an  important  rationale  for  proceeding. 
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The  larger  question  that  you  are  asking  is  what  did  the  National 
Cancer  Advisory  Board  mean  when  they  said  what  they  said.  And 
it  is  important  that  you  recognize  that  when  you  put  10  scientists 
in  a  room  sometimes  you  will  get  12  opinions,  and  that,  in  fact,  is 
what  I  think  one  of  the  issues  is. 

The  Chair  of  the  National  Cancer  Advisory  Board,  the  chairman, 
Dr.  Paul  Calabresi,  said — and  I  am  quoting  from  a  document  after 
the  vote  was  taken — said,  "I  am  extremely  pleased  by  the  nature 
and  substance  of  the  National  Cancer  Institute's  statements.  I 
think  the  recommendations  are  both  accurate  and  appropriate.  NCI 
is  a  science-based  organization,  and  the  statement  represents  an 
excellent  summary  of  scientific  fact." 

This  is  from  the  Chair  of  that  body.  In  addition,  Dr.  Howard 
Temin  also  wrote  in  to  agree.  And  what  I  am  saying  is  that,  even 
during  this  particular  process,  there  is  a  divergence  of  opinion, 
there  is  a  polarization  of  views,  different  people  mean  different 
things  when  they  take  a  vote.  That  may  come  as  a  shock  to  Mem- 
bers of  Congress,  but  that  process  does  apply  in  any  voting  process. 

I  want  to  say  just  one  thing.  There  is  no  political  imperative  or 
momentum  to  what  we  are  doing.  This  process  has  been  slow  and 
deliberative  and  was  started  in  1991.  We  are  inexorably  trying  to 
follow  what  the  facts  are  leading  us  to  do.  We  have  no  choice.  I 
cannot  nor  can  a  doctor  deal  with  facts  as  he  or  she  would  want 
them  to  be.  We  will  not  help  anybody  that  way.  And  I  can't  make 
things  come  out  the  way  I  want  them  to  come  out.  It  does  not  usu- 
ally work  out  that  way.  So  we  have  to  adhere  to  the  facts. 

The  process  of  this  started  in  a  closed  session  of  one  of  our  advi- 
sory groups  in  1991  when  certain,  as-then-unpublished  data  strong- 
ly suggested  that  we  would  have  to  rethink  our  position  and  then 
followed  a  process  leading  to  a  workshop  in  February  of  1993 
where  all  of  these  issues  were  discussed  and  hashed  out  and  so  on. 

And  so  the  process  has  been  an  orderly  one  that  antedated  any 
of  the  issues  than  we  are  now  talking  about,  certainly  antedated 
the  Health  Security  Act  or  even  the  whole  concept  of  what  we  are 
now  dealing  with.  I  think  we  can  document  that,  and  that  is  docu- 
mented in  the  written  comments  which  I  gave  to  you. 

Mr.  Wyden.  For  the  record,  if  a  woman  over  50  gets  a  mammo- 
gram every  2  years  does  she  have  to  pay  cost-sharing? 

Ms.  Feder.  In  terms — if  she  gets  it  every  2  years  and  that  is 
what  is  covered  as  a  screen  over  50  so  there  is  no  cost-sharing  on 
the  every  2  years. 

Mr.  Wyden.  If  a  woman  over  50  gets  a  mammogram  every  year 
does  she  have  to  pay  any  cost-sharing? 

Ms.  Feder.  There  would  be  cost-sharing  if  she  had  it  more  fre- 
quently unless  it  were  done  for — she  were  identified  as  being  in  a 
high-risk  group  where  there  could  be  a  more  frequent  schedule. 
But  if  it  were  done  for  diagnostic  purposes,  there  would  be  cost- 
sharing. 

Mr.  Wyden.  Dr.  Broder,  the  NCI  statement  is — there  are  meas- 
urable lifesaving  statements  for  mammography  every  1  to  2  years, 
is  that  correct? 

Mr.  Broder.  No.  The  statement  is  this:  A  general  consensus 
among  experts  is  that  routine  screening  every  1  to  2  years  with 
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mammography  and  clinical  breast  exam  can  reduce  breast  mortali- 
ties by  about  Vz  for  women  ages  50  and  over. 

Now,  the  statement  is  our  best  attempt  to  provide  a  factual  sum- 
mation. That  is,  we  are  trying  to  do  two  things.  We  are  trying  to 
get  what  we  think  is  a  fair  summary  of  the  scientific  consensus  and 
also  try  to  have  the  issue  properly  reflect  the  status  of  clinical 
trials. 

This  also  is  very  similar  to  the  fact  statement  that  came  out  from 
the  Preventive  Health  Services  Task  Force  of  the  Public  Health 
Service  again  in  the  late  1980's.  And  what  this  basically  means  is 
that  you  can  find  in  the  literature  randomized,  controlled  trials 
which  tested  the  various  intervals  of  mammography  as  a  screening 
tool  in  women  over  50.  You  can  find  clinical  trials  with 
randomization  that  went  at  1-year  intervals,  that  went  in  some 
cases  at  18-month  intervals,  that  went  at  2-year  intervals.  And 
each  of  those  trials  seems  to  have  given  us  a  comparable  result. 

Now,  there  are  no  trials  that  I  am  aware  of  that  tested  1  year 
versus  18  months  or  1  year  versus  2,  but,  from  a  population  basis, 
they  gave  us  approximately  the  same  result,  which  is  in  women 
over  age  50  there  is  about  a  Vs  reduction  in  deaths.  Our  statisti- 
cians have  pored  over  this,  and  we  feel  this  is  an  accurate  state- 
ment. We  can  defend  this  to  women.  The  facts  are  this  way,  and 
we  can  find  clinical  trials  to  support  this  statement. 

Mr.  Wyden.  My  time  is  up,  but  the  Chair  said  I  could  finish  with 
one  last  one. 

Doctor,  does  the  NCI  believe  there  is  some  lifesaving  benefit  in 
getting  more  than  a  mammogram  every  24  months  or  is  it  that 
NCI  cannot  tell  whether  the  statistically  significant  saving  of  life 
happens  at  month  12  or  month  24? 

Mr.  Broder.  We  know  a  statistically  significant  benefit  occurs. 
We  cannot  say  that  it  is  due  to  1  year  versus  2  years. 

Mr.  Wyden.  Mr.  Chairman,  my  time  is  up. 

Mr.  Waxman.  Thank  you,  Mr.  Wyden. 

Mr.  Hastert? 

Mr.  Hastert.  Thank  you,  Mr.  Chairman. 

Again  greet  Dr.  Feder  and  others  before  us.  I  have  a  couple  of 
questions. 

Going  back  to  the  choice  of  a  physician.  Now,  if  the  health  care 
plan  that  you  choose  does  not  have  your  OB-GYN  in  it,  then  I  un- 
derstand you  have  just  said  you  can  go  out  and  use  a  fee-for-service 
option  to  see  your  doctor.  Is  that  correct? 

Ms.  Feder.  Remember,  we  are  moving  to  having  individuals 
rather  than  employers  choose.  So  we  are  increasing  choice  in  the 
plan,  and  an  individual  makes  a  choice  of  plan.  And  they  can 
choose — if  they  choose  a  plan  that  has  a  network,  that  plan  also 
has  what  we  call  a  point-of-service  option,  so  that  they  can  go  out- 
side the  network  if  they  wish. 

Mr.  Hastert.  And  purchase  a  fee-for-service  type  plan? 

Ms.  Feder.  Yes. 

Mr.  Hastert.  But  let's  take  that  one  step  further.  I  understand 
if  a  fee-for-service  plan  costs  more  than  20  percent  of  the  average 
cost  of  a  regular  plan,  that  fee-for-service  plan  ceases  to  exist.  Is 
that  correct? 
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Ms.  Feder.  What  the  bill  says — you  are  referring  to  a  provision 
that  says  that  alliances — the  only  circumstance  in  which  they  could 
say  that  a  plan  would  not  be  offered  in  a  community  could  be 
where  premiums  exceed  20  percent  of  the  average.  That  is  not  a 
particular  kind  of  plan.  That  is  just  a  general  rule. 

Mr.  Hastert.  But  more  typically  that  provision  would  impact 
fee-for-service  plans. 

Ms.  Feder.  All  plans  will  be  operating  differently  under  this  sys- 
tem. 

Mr.  Hastert.  But  in  the  situation  I  described,  fee-for-service 
plans  could  disappear. 

Ms.  Feder.  No,  the  plan  essentially — actually,  there  are  special 
provisions  to  ensure  the  continued  availability  of  the  fee-for-service 
plan.  So  there  may  be  many — what  the  bill  assumes  is  that  there 
might  be  more  than  one  or  many  fee-for-service  plans,  and  it  is  pos- 
sible that  some  of  those,  like  some  other  plans,  could  have  pre- 
miums that  exceed  20  percent  and  then  not  participate.  But  there 
is  a  guaranteed  availability  of  the  fee-for-service  plan  and,  also — 
let  me  be  clear  what  I  was  describing. 

Mr.  Hastert.  I  wish  you  would. 

Ms.  Feder.  I  am  trying  to.  Essentially,  even  in  a  plan  that  is  a 
network  plan,  that  has  a  network  of  providers,  that  an  individual 
can  go  out  of  that  network.  That  is  not  the  same  as  a  fee-for-service 
plan.  They  are  part  of  a  network  plan.  They  can  go  out  of  the  net- 
work for  a  service. 

Mr.  Hastert.  Into  another  plan? 

Ms.  Feder.  Essentially  the  way  a  plan  is  likely  to  work  that  has 
a  network  is  it  would  identify  a  set  of  providers  and  that  if  you  use 
those  providers  you  have  reduced  cost-sharing.  If  you  choose  to  use 
a  provider  that  is  not  so  identified,  then  you  would  have  the  cost- 
sharing  that  is  similar  to  what  exists  in  the  fee-for-service  plan. 

Mr.  Hastert.  So  there  would  be  an  initial  fee  to  do  that. 

Ms.  Feder.  On  a  visit  it  would  be  a  20  percent  instead  of  $10. 

Mr.  Hastert.  I  think  that  is  fairly  clear. 

Ms.  Feder.  Good. 

Mr.  Hastert.  I  hope.  But  you  also  talked  about  free  screening 
for  mammograms  and  cervical  cancer  and  ovarian  cancer.  And  that 
is  free,  right? 

Ms.  Feder.  That  is  right. 

Mr.  Hastert.  Is  there  a  parity?  I  mean,  for  instance,  for  males, 
is  there  screening  for  testicular  cancer  or  prostate  cancer? 

Ms.  Feder.  The  services  that  are  provided — we  have  a  number 
of  preventive  services  that  are  available  with  no  cost-sharing.  They 
include  services  that  apply  to  men,  women  and  children.  And  the 
selection  of  those  was  based  on  the  scientific  evidence,  some  of 
which  you  have  heard  Dr.  Broder  describe.  Though  the  specific 
services  are  those  for  which  the  scientific  evidence  supports  screen- 
ing that  is  free. 

Mr.  Hastert.  What  is  the  answer  to  my  question? 

Ms.  Feder.  On  that  specific  I  don't  think  those  conditions — that 
the  evidence  is  so  supportive  or  that  it  supports  having  taken  that 
position. 

Mr.  Hastert.  In  a  number  of  comments,  both  by  the  President 
and  First  Lady,  made  to  a  variety  of  press  and  other  audiences  re- 
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garding  the  whole  development  in  the  last  year  of  this  plan,  there 
definitely  seems  to  be  some  misperception  about  what  exactly  is  in 
the  Clinton  plan  related  to  abortion  services.  And  I  think  people 
are  confused  about  the  actual  impact  of  the  so-called  conscience 
clause. 

And  it  appears  that  the  President  and  Mrs.  Clinton  have  left  peo- 
ple with  the  impression  that  the  conscience  clause  solves  the  prob- 
lem of  people  who  do  not  wish  to  be  associated  with  abortion. 

The  actual  language  of  this  clause  is  found  on  page  95  of  the 
Clinton  bill  and  states,  a  health  professional  or  a  health  facility 
may  not  be  required  to  provide  an  item  or  service  in  the  com- 
prehensive benefit  package  if  the  professional  or  facility  objects  to 
doing  so  on  the  basis  of  religious  belief. 

Now  the  President  has  talked  about  wanting  to  make  abortions 
safe  and  legal  in  his  campaign,  but  rare.  And  I  think  this  kind  of 
goes  along  with  that — or  if  somebody  has  a  moral  conviction 
against  it.  It  is  my  understanding  this  clause  would  permit  a 
Catholic  hospital  to  refuse  to  perform  an  abortion,  is  that  correct? 

Ms.  Feder.  That  would  be  my  understanding,  yes. 

Mr.  Hastert.  Is  it  also  correct  then  or  incorrect  that,  under  the 
Clinton  bill,  that  same  Catholic  hospital  that  would  not  have  to 
perform  abortions — would  have  to  contribute  to  a  health  insurance 
plan  for  its  employees  that  does  cover  abortions? 

Ms.  Feder.  All  employers  are  expected  to  make  contributions. 

Mr.  Hastert.  Could  they  purchase  an  insurance  plan  that  does 
not  cover  abortions  in  its  policies? 

Ms.  Feder.  All  health  plans  are  required  to  deliver  medically 
necessary  or  appropriate  services  and  make  them  available  to  en- 
rollees. 

Mr.  Hastert.  Including  abortions? 

Ms.  Feder.  As  a  medically  necessary  or  appropriate  service. 

Mr.  Hastert.  Is  it  correct  under  the  Clinton  plan  the  conscience 
clause  would  not  apply  to  health  plans  so  that  no  individual  would 
be  able  to  purchase  health  care  insurance  that  did  not  cover  abor- 
tions? 

Ms.  Feder.  The  purpose — we  talked  earlier  about  choice  and 
making  certain  that  consumers  are  aware  of  their  choices,  and  that 
is  the  reason  for  our  provisions,  not  the  one  you  stated. 

Mr.  Hastert.  Could  a  State  prohibit  abortion  coverage  as  several 
do  now? 

Ms.  Feder.  Essentially  the  plan — when  we  talked  about  medi- 
cally necessary  or  appropriate  services  we  are  also  talking  about  all 
legal  services.  So  it  is  coverage  that  is  defined  as  legal. 

Mr.  Hastert.  So  it  does  preempt  all  State  law  that  now  exists. 

Ms.  Feder.  State  laws  that  place  some  limits  on  abortion  which 
are  legal  are  constitutional,  would  continue  to  apply. 

Mr.  Hastert.  Thank  you. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you  Mr.  Hastert. 

Mr.  Towns. 

Mr.  Towns.  Thank  you  very  much,  Mr.  Chairman. 

Let  me  begin  by  saying  first,  Dr.  Blumenthal,  congratulations  on 
your  recent  appointment. 

Ms.  Blumenthal.  Thank  you  very  much,  Congressman. 
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Mr.  Towns.  Dr.  Broder,  to  this  day  I  fail  to  understand  how  NCI 
can  change  its  mammography  screening  guidelines  when  I  recall 
very  vividly  when  Dr.  Edward  Sondick  testified  on  behalf  of  your 
Institute  at  a  subcommittee  hearing  last  fall  and  confirmed  my  sus- 
picions that  NCI,  NIH  and  even  this  subcommittee  still  cannot  say 
with  any  certainty  that  mammograms  do  not  save  the  lives  of 
American  women. 

Dr.  Sondick  testified,  and  let  me  quote,  "But  in  terms  of  your 
basic  question,  have  we  learned  anything  about  the  role  of  mam- 
mography in  reducing  the  mortality  of  American  women  from  a 
study  that  was  conducted  in  this  country?  No,  we  have  not,  since 
the  health  insurance  plan  of  New  York  study."  End  of  quotation. 

I  may  add  it  conducted  in  the  1970's,  early  1970's,  more  than  20 
years  ago,  which  means  that  the  technology  of  that  day  has 
changed.  I  simply  cannot  comprehend  how  NCI  can  support  deny- 
ing women  under  50  coverage  of  mammography  when  the  last 
study  on  American  women  was  over  20  years  ago.  How  do  you 
come  to  a  conclusion  to  make  the  change  without  any  kind  of  fur- 
ther study? 

Mr.  Broder.  Well,  thank  you  for  the  question. 

I  think  there  are  several  issues.  One,  the  Health  Insurance  Plan 
study,  which  you  described,  the  so-called  HIP  study,  is  considered 
the  holy  grail  of  studies.  It  was,  in  fact,  conducted  in  part  by  Dr. 
Sam  Shapiro  and  others  who  are  considered  the  real  pioneers  in 
this  field.  That  study  convincingly  showed  that  mammography 
would  cause  approximately  a  Va  reduction  in  the  death  rate  for 
women  enrolled  in  that  study.  And  that  became  the  gold  standard 
and  that  became  the  basis  upon  which  a  number  of  recommenda- 
tions were  made  and  that  became  the  process  by  which  individuals 
started  education  programs  or  related  issues. 

That  study,  the  approximately  V3  reduction  in  breast  cancer  mor- 
tality rate,  has  never  been  surpassed  by  any  subsequent  study. 
That  study  yielded  the  best  result.  No  matter  what  change  of 
equipment,  no  matter  what  change  in  time,  no  matter  what  the  is- 
sues are,  as  a  practical  matter  that  study  has  yielded  the  best  re- 
sults. So  I  believe  that  it  is  relevant  and  important. 

It  turns  out  from  the  best  scientific  evidence  that  we  can  get, 
that — and  the  consensus  that  we  achieved  or  that  I  think  we 
achieved  among  the  peer  groups  that  were  brought  into  the  work- 
shop in  February  of  1993 — that  the  benefits  of  mammography  were 
primarily  due  to  the  benefits  that  occurred  in  women  over  the  age 
of  50  and  that  for  women  between  the  ages  of  40  and  50,  there  was 
no  statistically  significant  benefit  that  one  could  derive  from  the 
HIP  study. 

And,  in  addition,  from  approximately  eight  other  studies  con- 
ducted in  multiple  parts  of  the  world,  pooling  those  studies  to- 
gether at  a  metanalysis,  there  is  one  monotonous  answer  that 
seems  to  occur  as  a  practical  matter.  What  is  interesting  is  that  the 
same  answer  seems  to  be  coming  out.  In  women  over  the  age  of  50, 
virtually  all  of  these  studies  and  virtually  all  of  the  scientists  in- 
volved in  conducting  those  studies  get  the  same  answer.  Mammog- 
raphy reduces  the  death  rate  by  about  a  third,  roughly.  Between 
40  and  50  there  are  no  statistically  significant  data  to  suggest  that 
we  can  have  a  reduction  in  the  death  rate. 


101 

So  that  is  a  fact,  and  we  do  not  know  how  to  avoid  that  fact.  We 
have  to  say  that  fact.  Even  if  somebody  said  I  want  to  offer  women 
mammography  screening  between  ages  40  and  50  because  I  think 
it  is  the  right  thing  to  do,  in  our  opinion  that  individual  who  said 
that — who  offers  that — has  to  at  the  same  time  tell  women  what 
the  results  are  and  what  the  scientific  consensus  is  where  there  is 
one. 

And  what  we  are  saying  is  there  is  a  general  consensus  for 
women  over  the  age  of  50  that  mammography  works  to  reduce  the 
death  rate.  What  we  are  saying  is  there  is  no  such  consensus,  there 
is  deep  and  divided  polarization,  for  women  between  the  ages  over 
40  to  49  and  to  indicate  randomized  clinical  trials  simply  have  not 
shown  that.  That  is  our  statement. 

Now,  we  do  not  know  how  we  would  respond  to  a  woman  who 
asked  us  what  is  the  basis  upon  which  you  are  making  a  rec- 
ommendation, unless  we  stick  to  the  facts  in  the  clinical  trials  as 
we  have  them.  So  that  would  be  my  response. 

There  is  also  another  comment  that  you  started  with,  which  I 
just  need  to  clarify.  We  at  NCI  do  not  feel  we  are  giving  or  denying 
medical  care  to  women.  We  are  not  in  the  reimbursement  business. 
We  have  to  stick  to  the  facts,  and  we  cannot  make  and  do  not  wish 
to  make  reimbursement  policy.  We  have  to  stick  to  the  facts.  And 
the  process  that  we  talked  about  today  started,  in  effect,  in  1991 
when  a  study  done  in  Canada  did  not  show  a  value  for  mammog- 
raphy reducing  the  death  rate  in  women  between  the  ages  between 
40  and  50. 

You  quoted  Dr.  Sondick.  He  is  in  the  audience. 

Mr.  Towns.  I  see  him  with  the  nice  tie  on. 

Mr.  Broder.  If  the  Chair  will  permit  and  time  permits,  if  I  have 
not  said  things  correctly  Dr.  Sondick  can  run  circles  around  me  sta- 
tistically and  knows  all  sorts  of  things  that  I  certainly  do  not  know. 
If  the  Chair  will  permit  him  to  come  to  the  table  to  answer  this 
question  or  we  can  respond  in  writing  or  whatever. 

Mr.  Towns.  My  time  has  expired  so  you  can  respond  in  writing. 

Mr.  Broder.  I  appreciate  the  question.  We  will  be  happy  to  pro- 
vide follow-up.  But  there  were  other  issues  as  well,  such  as  false 
positive  and  false  negative  rates  and  so  on.  But  we  will  be  happy 
to  respond  in  writing. 

[The  information  follows:] 

In  response  to  your  question,  Representative  Towns,  please  allow  me  to  reiterate 
this  point.  In  1987,  the  NCI  developed  Working  Guidelines  for  the  early  detection 
of  breast  cancers.  These  guidelines  provided  the  American  public  with  a  summary 
of  the  state  of  knowledge  at  the  time.  They  were  made  in  order  to  crystallize  the 
best  thinking  at  the  time,  but  with  the  understanding  that  if  crucial  new  informa- 
tion became  available,  the  guidelines  would  be  modified.  As  it  turns  out,  for  the  pop- 
ulation in  whom  the  vast  majority  of  breast  cancer  (women  over  age  50)  is  found, 
the  recommendation  is  still  basically  correct.  Thus,  to  a  large  extent,  these  1987 
guidelines  were  the  right  thing  to  do  in  that  80  percent  of  breast  cancer  cases  occur 
in  women  over  age  50.  The  NCI  did  not  make  a  mistake  then,  and  we  do  not  believe 
we  are  making  a  mistake  now.  (1) 

At  the  time  these  guidelines  were  developed,  evidence  for  screening  was  strongest 
in  women  ages  50-69,  although  the  Health  Insurance  Plan  of  Greater  New  York 
clinical  trial  had  shown  a  reduction  in  cancer  deaths  for  all  ages  mixed  together  due 
to  screening  in  this  study  of  60,000  women  aged  40  to  64  at  the  inception  of  the 
study. 

The  Health  Insurance  Plan  of  Greater  New  York  was  a  landmark  randomized 
clinical  trial  on  mammography  and  clinical  examination.  In  1963,  the  HIP  study 
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began  to  enroll  60,000  women  from  the  ages  of  40  to  65  who  had  been  HIP  members 
for  at  least  a  year.  About  30,000  were  given  screening  and  clinical  examination 
while  a  comparable  number  of  women  were  not  offered  screening  and  were  asked 
to  follow  their  usual  medical  practices,  which,  at  the  time,  would  not  have  included 
screening  mammography  as  a  general  rule.  The  study  took  several  years  to  accrue 
enough  patients.  Follow-up  extended  for  about  18  years.  The  overall  reduction  in 
deaths  due  to  screening  in  this  study  was  largely  due  to  the  impact  on  women  over 
50  years  of  age.  There  was  a  contrast  between  the  older  and  younger  groups,  with 
mammography  appearing  less  useful  in  the  younger  women  in  the  HIP  study,  but 
more  information  was  needed.  And  there  was  a  uniform  hope  that  mammography 
would  be  found  to  work  in  all  age  groups. 

In  short,  even  this  intensive  and  extensive  trial  needed  subsequent  studies  to 
allow  for  more  precision  and  accuracy  in  information  about  screening.  Some  re- 
searchers would  have  been  willing  to  wait  for  more  trials  without  acting.  Yet  many 
scientists,  including  those  at  NCI,  believed  that  the  HIP  study  provided  enough  in- 
formation to  initiate  screening  practices  while  at  the  same  time  conducting  research 
to  seek  more  information. 

Even  then,  several  non-governmental  and  governmental  groups  (such  as  the 
American  College  of  Physicians  and  the  U.S.  Preventive  Services  Task  Force)  opted 
not  to  go  along  with  these  guidelines  and  did  not  recommend  screening  mammog- 
raphy in  women  under  age  50.  NCI  considered  the  above  guidelines  to  be  working 
guidelines  with  the  clear  intent  to  revisit  them  should  any  new  information  become 
available.  Many  experts  feel  that  the  time  for  revisiting  them  has  come. 

We  believe  this  was  the  right  course  of  action.  We  did  our  homework.  We  did  con- 
firmatory analysis  (such  as  applying  the  case-fatality  methodology  to  the  HIP  study 
and  analyzing  various  demonstration  projects),  and  we  recommended  mammography 
for  a  wide  age  group,  including  women  over  age  40.  One  of  the  most  important  pro- 
grams of  the  1970's  was  the  Breast  Cancer  Detection  Demonstration  Project 
(BCDDP),  cosponsored  by  NCI  and  the  American  Cancer  Society  (ACS).  To  show 
how  complex  the  history  of  this  topic  really  is:  in  the  spring  of  1977  the  project's 
directors  and  advisors  recommended  restricting  the  routine  use  of  mammography  in 
those  women  under  age  50  with  no  family  history,  in  part  because  of  concerns  in 
that  era  over  radiation  doses.  Thus,  for  various  reasons  and  at  various  times,  the 
NCI  has  modified  its  recommendations  for  younger  women. 

For  a  period  of  time,  there  were  rapid  improvements  in  the  quality  of  mammog- 
raphy and  access  to  such  screening,  and  hopes  were  high  that  all  tumors  could  be 
found  at  an  early  stage  and  that  finding  such  tumors  would  lead  to  more  cures.  Dur- 
ing this  time,  a  number  of  brave  women  who  were  in  the  public  eye  spoke  candidly 
about  their  disease;  as  a  result,  breast  cancer  was  more  discussed  ana  more  under- 
stood and  women  and  their  doctors  were  seeking  answers. 

Certain  clinical  studies  continued,  including  a  major  randomized  trial  in  Canada, 
for  which  many  physicians  and  patients  alike  had  high  expectations.  And  yet,  there 
were  concerns  even  then  that,  in  some  young  women,  certain  tumors  could  be  invisi- 
ble on  conventional  mammography  screening,  sometimes  even  when  the  tumor  was 
palpable  on  clinical  examination.  And  as  our  knowledge  of  the  biology  of  breast  can- 
cer grew,  there  were  also  concerns  that  some  tumors  may  shed  microscopic  deposits 
of  cancer  cells  into  distant  parts  of  the  body  even  when  the  tumors  are  exceedingly 
tiny  and  undetectable  with  our  present  technology,  and  it  is  those  cells  that  have 
spread,  not  the  primary  tumor,  that  ultimately  kill  women  as  a  general  rule.  This 
fact  that  some  tiny  tumors  can  metastasize  quickly  confounds  the  prophecy  that  if 
a  tumor  can  be  detected  very  quickly,  the  patient  can  be  cured.  Early  detection  in 
many  types  of  cancer  certainly  makes  sense,  and  we  should  vigorously  pursue  early 
detection  whenever  the  scientific  facts  support  it.  Yet,  in  some  women,  it  is  a  tragic 
fact  that  the  biology  of  their  cancer  determines  their  fate  from  the  earliest  moments. 
In  such  cases,  survival  may  be  determined  by  whether  a  woman  receives  state-of- 
the-art  therapy  (including  adjuvant  chemotherapy)  once  a  tumor  is  found. 

NCI  has  been  intensively  reviewing  the  state  of  the  science  regarding  mammog- 
raphy screening  efficacy  for  at  least  2  years  with  a  keen  awareness  of  now  impor- 
tant, indeed,  how  awesome,  was  our  task.  After  the  Workshop  conclusions  were 
clear,  i.e.  that  screening  reduces  breast  cancer  deaths  for  women  ages  50-69,  but  for 
women  40-49  the  data  had  not  shown  a  reduction  in  mortality,  NCI  conducted  sur- 
veys and  focus  groups  with  women  and  health  care  professionals  to  anticipate  issues 
that  might  help  to  prepare  health  professionals  and  the  public  for  such  changes. 

Results  from  the  surveys  and  focus  groups  indicated  women  clearly  understand 
that  scientific  debate  on  health  issues  is  sometimes  unavoidable.  They  do  not  want 
to  be  artificially  shielded  from  such  debate.  The  actual  decisions  about  mammog- 
raphy will  need  to  be  made  by  an  individual  woman  in  a  dialogue  with  her  health 
care  provider  after  she  weighs  and  consider  the  pros  and  cons.  Our  focus  groups 
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suggest  that  some  younger  women  will  continue  to  ask  their  doctors  for  mammo- 
grams. If  facts  inform  the  decision,  we  will  have  done  our  job. 

The  NCI  maintains  communication  with  many  voluntary,  advocacy,  and  health 
professional  organizations  in  the  areas  of  cancer  prevention,  early  detection,  and 
treatment.  NCI  has  redoubled  its  efforts  to  stay  in  close  communication  with  these 
organizations  and  to  assist,  when  possible,  in  minimizing  the  confusion  that  often 
occurs  when  scientists  revisit  a  situation.  Yet,  we  sometimes  must  differ  even  while 
we  may,  at  the  same  time,  respect  and  admire  those  who  disagree  with  us. 

(1)  1987  guidelines 

— The  screening  process  should  begin  by  age  forty  and  consist  of  annual  clinical 
examination  with  screening  mammography  performed  at  1  to  2  year  intervals. 

— Beginning  at  age  fifty  both  clinical  examination  and  mammography  should  be 
performed  on  an  annual  basis. 

— Physicians  should  encourage  women  to  perform  monthly  breast  self-examina- 
tions. 

Mr.  Waxman.  We  are  going  to  have  a  second  round  so  maybe 
some  of  these  issues  will  still  come  up. 

Just  to  get  all  these  things  on  the  record.  A  free  mammogram 
every  2  years  is  not  the  same  as  a  free  mammogram  every  1  to  2 
years.  Dr.  Feder,  why  did  the  administration  choose  to  limit  the 
benefit  to  once  every  2  years  and  not  every  1  to  2  years? 

Ms.  Feder.  Mr.  Chairman,  when  we  looked  at  what  benefits  to 
specify  that  would  be  free,  without  any  regard  to  cost-sharing,  we 
looked  at  the  scientific  evidence.  As  you  have  heard  from  Dr. 
Broder,  when  we  found  no  difference  in  terms  of  those  frequencies, 
whether  it  was  1  year  or  2  years,  we  took — we  thought  2  years  was 
the  appropriate  interval  taking  the  more  conservative  approach. 

Mr.  Waxman.  Do  you  believe  that  low-income  women  will  find 
that — cost-sharing  and  deductibles  in  the  President's  plan  to  be  a 
deterrent  to  getting  mammography  services  that  are  not  free? 

Ms.  Feder.  We  believe  that,  essentially,  we  are  including  them 
in  plans  in  which  necessary  and  appropriate  services,  must  be  de- 
livered. We  have  to  hold  those  plans  accountable  and  so  we  believe 
we  are  making  dramatic  improvements  for  all  women. 

Mr.  Waxman.  Dr.  Broder,  in  your  professional  judgment  is  this 
a  problem?  In  other  words,  do  you  believe  there  will  be  statistically 
significant  excess  mortality  from  breast  cancer  because  low-income 
women  only  get  mammograms  every  2  years  and  not  every  1  to  2 
years? 

Mr.  Broder.  No.  And  I  also  think  we  will  have  a  sea  change  of 
providing  and  conferring  the  benefits  of  technology  to  women  who 
otherwise  do  not  get  such  technology. 

Mr.  Waxman.  If  a  woman  over  40  and  49  gets  a  mammogram 
every  2  years  does  she  have  to  pay  any  cost-sharing? 

Ms.  Feder.  That  is  not  a  screening  service.  That  is  correct.  She 
would  pay  cost-sharing.  That  is  a  function  of  the  plan  she  chooses. 

Mr.  Waxman.  And  do  you  believe,  again,  that  low-income  women 
will  find  the  cost-sharing  and  deductibles  of  the  President's  plan  to 
be  a  deterrent  to  getting  mammography  services  that  are  not  free? 

Ms.  Feder.  I  would  reiterate  what  I  said  earlier,  Mr.  Chairman. 
I  think  that  we  have  to  hold  health  plans  accountable  for  delivering 
appropriate  services  and  work  to  achieve  that  goal. 

Mr.  Waxman.  Dr.  Broder,  in  your  professional  judgment  should 
low-income  women  who  decide  with  their  doctors  they  should  get 
a  mammogram  have  any  disincentive  for  getting  such  services  be- 
cause of  cost-sharing? 
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Mr.  Broder.  You  are  asking  for  my  professional  judgment? 

Mr.  Waxman.  Yes. 

Mr.  Broder.  Speaking  only  for  myself,  I  don't  believe  that  eco- 
nomic factors  should  be  in  the  mix.  I  think  that  a  doctor  and  a 
woman,  her  health  care  provider,  should  be  able  to  sit  down  and 
deal  with  the  science,  what  is  best  for  her  in  her  situation.  She 
should  know  the  science.  The  doctor  should  not  attempt  or  the 
health  care  provider  should  not  attempt  to  short  circuit  that.  I 
think  there  has  to  be  a  full  and  open  discussion. 

But  speaking  for  myself  I  don't  believe  that  the  economics  of  it 
should  be  the  factor  that  decides. 

Mr.  Waxman.  Dr.  Broder,  assume  you  have  a  patient  who  is  a 
woman  45  years  old.  She  has  no  symptoms  of  breast  cancer.  She 
has  no  family  history  of  breast  cancer.  She  has  no  known  risks  for 
breast  cancer.  She  has  read  about  breast  cancer,  is  concerned  about 
whether  to  get  a  mammogram.  In  your  professional  judgment 
would  you  recommend  that  this  patient  have  a  mammogram  every 
2  years? 

Mr.  Broder.  This  is  a  woman  over  the  age  of  50? 

Mr.  Waxman.  45. 

Mr.  Broder.  I  think  I  would  answer  that  two  ways.  I  think  that 
many — speaking  only  for  myself,  I  believe  in  the  sanctity,  if  you 
will,  of  a  doctor-patient  relationship,  and  I  believe  that  has  to  exist 
and  has  to  be  uninhibited.  I  believe  that  I  cannot,  sitting  here  in- 
side the  beltway,  make  those  kinds  of  judgments  and  interpose  my- 
self into  ongoing  doctor-patient  relationships. 

I  would  say,  however,  that — to  keep  the  discussion  focused  on 
what  we  are  saying  today — it  would  be  wrong  for  the  health  care 
provider  to  attempt  to  induce  the  woman  to  obtain  mammography 
or  to  say  the  basis  of  the  decision,  whatever  it  might  be,  is  in- 
formed by  the  fact  that  mammography  in  that  age  group  has  been 
shown  to  save  lives. 

In  other  words,  there  is  a  duty  for  the  health  care  provider  to 
give  a  full  disclosure  of  the  science  as  best  as  one  knows  it  and 
then  to  allow  an  informed  process  to  go  on.  The  patient  as  a 
consumer  is  part  of  the  process.  She  is  not  just  on  the  receiving  end 
of  divine  wisdom.  A  patient  has  to  participate  in  that  process.  But 
the  facts  have  to  be  clear.  So  I  would  object  if  a  doctor  said  I  am 
going  to  ask  for  a  mammogram  because  it  has  been  proven  to  work 
in  your  situation. 

I  also  think  the  doctor  would  have  a  duty  to  discuss  things  such 
as  the  false-negative  rate,  the  false-positive  rate,  the  probability  or 
the  possibility  that  there  might  be  an  unnecessary  biopsy  or  other 
procedures  and  what  exactly  does  it  mean  to  undergo  a  program 
of  screening  mammography  in  that  age  group  and  to  give  a  fair  and 
informed  consent  on  that  process. 

Mr.  Waxman.  Well,  after  you  have  gone  through  all  of  that,  anal- 
ysis of  the  statistics  and  all  of  the  relating  ramifications,  she  turns 
to  you  and  said,  Dr.  Broder,  what  should  I  do? 

Mr.  Broder.  I  don't  mean  to  evade  your  question,  but  I  cannot 
answer  it  in  the  abstract.  Each  doctor-patient  relationship  would 
be  different.  There  are  a  number  of  factors  that  might  be  informing 
that  woman's  concerns. 
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I  would  also  go  further.  Sometimes — this  is  an  area  that  I  can 
defend  and,  having  given  a  long  lecture  about  science  and  the  sci- 
entific method,  I  will  contradict  myself.  I  believe  sometimes  pa- 
tients know  things  about  themselves — I  am  a  strong  believer  in 
that — even  if  they  cannot  articulate  it.  I  believe  the  patient  or 
consumer  is  sometimes  the  best  person  to  know  that  something  is 
wrong,  even  if  they  cannot  bring  it  to  consciousness.  Occasionally 
even  if  they  know  that  something — they  have  identified  it,  for  a  va- 
riety of  reasons  the  man  or  woman  does  not  choose  to  bring  that 
to  the  attention  of  the  doctor.  As  a  physician,  I  can  tell  you  I  have 
seen  that  happen  and  that  what  the  patient  is  really  doing  is  ask- 
ing for  further  inquiry  and  further  questioning. 

For  example,  to  counter  your  theoretical  situation,  I  might  in 
that  situation  ask  a  more  acute  question  about  is  there  really  a 
lump  there,  is  there  something  you  are  not  telling  me,  however  I 
might  phrase  it.  I  might  ask  a  nurse  or  someone  with  more  sen- 
sitivity than  me  and  more  rapport  to  get  the  elicited  history,  and 
it  might  well  be  that  the  woman  has  a  lump  inside  her  breast  that 
she  found. 

Mr.  Waxman.  Or  she  is  anxious. 

Mr.  Broder.  Anxious,  but  anxious  on  an  informed  basis. 

Mr.  Waxman.  Now,  Dr.  Feder,  under  those  circumstances  if  the 
doctor  and  the  patient  decide  to  have  a  mammogram  should  there 
be  cost-sharing? 

Ms.  Feder.  In  those  circumstances  we  regard — that  would  be  for 
diagnostic  purposes,  as  Dr.  Broder  is  laying  out,  and  they  are  cov- 
ered as  diagnostic  services  with  the  cost-sharing  that  is  in  the  plan. 

Mr.  Waxman.  With  cost-sharing. 

Ms.  Feder.  That  is  correct. 

Mr.  Broder.  But  speaking  as  a  physician-scientist,  the  issue  of 
diagnostic — I  have  to  make  something  clear,  and  I  apologize  for 
taking  the  time  of  the  committee.  If  there  is  a  lump,  if  there  is 
something  wrong,  if  the  doctor  and  the  patient  are  in  a  situation 
where  there  might  be  something  wrong,  I  don't  want  to  hear  from 
anybody  that  mammography  is  not  a  tool  that  one  would  use  in  the 
diagnostic  evaluation  of  the  practice  and  art  of  medicine. 

And  so  I  don't  know  how  to  say  that  any  clearer  than  what  I 
have  just  said.  That  is  a  different  area.  I  do  not  have  standing  nor 
do  I  wish  to  have  standing  to  tell  you  about  what  the  reimburse- 
ment scheme  is  or  what  that  part  of  the  equation  is.  That  is  not 
my  expertise.  But  nobody  should  say  mammography  is  not  a  useful 
tool  or  I  have  heard  things  about  it.  That  is  a  different  category 
altogether  from  what  we  are  talking  about  today  or  at  least  what 
I  am  talking  about  today. 

Ms.  Feder.  And  it  is  covered  as  such. 

Mr.  Waxman.  Thank  you. 

Mr.  Wyden. 

Mr.  Wyden.  One  last  question  on  the  mammography  question,  if 
I  could,  for  you,  Dr.  Feder. 

It  seems  to  me  to  that  for  low-income  women  specifically  they  are 
going  to  find  cost-sharing  and  the  deductibles  in  the  President's 
plan  a  deterrent  to  getting  mammography  services  that  are  not 
free.  Just  for  purposes  of  this,  what  if  we  got  rid  of  the  cost-sharing 
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and  deductibles  as  it  relates  to  low-income  women  and  maybe  we 
could  get  your  assessment  of  what  it  would  cost. 

Ms.  FEDER.  First,  let  me  clarify  what  is  there  for  low-income 
women.  In  a  low-cost-sharing  plan  there  is  no  deductible.  We  are 
talking  about  $10  a  visit.  So  I  know  we  want  to  be  clear,  and  I 
know  you  may  still  have  a  concern,  but  that  is  the  nature  of  the 
provision. 

I  think  we  would  be  happy  to  provide  you  more  information  on 
specific  alternatives  to  the  approach  we  nave  taken.  We  took  the 
approach  we  did  because  we  believe  that  we  are  able  in  this  ap- 
proach to  provide  access  to  high  quality  care  in  an  affordable  way. 

Mr.  Wyden.  I  would  like  that  supplied  for  the  record.  Because 
the  question  for  me  is  this  may  be  a  chance  for  a  modest  invest- 
ment to  get  a  significant  return.  Now,  you  may  have  some  analysis 
that  would  suggest  that  it  would  increase  volume  and  the  like,  but 
if  you  would  supply  that  for  the  record. 

Ms.  Feder.  Just  to  be  clear,  Mr.  Wyden,  are  you  asking  in  gen- 
eral or  for  specific  services,  for  the  mammogram  specifically? 

Mr.  Wyden.  I  am  talking  about  mammography  services  for  low- 
income  women.  I  think  that  what  you  heara  from  a  number  of 
panel  members  is  that  we  are  concerned  that  the  cost-sharing  and 
the  deductibles  will  be  a  deterrent  to  low-income  women.  We  pum- 
meled  the  science  with  Dr.  Broder.  Let's  see  if  you  can  give  us  the 
cost-sharing. 

Ms.  Feder.  Be  happy  to  respond. 

[The  information  follows:] 

The  question  is  often  asked  as  to  whether  annual  screening  is  more  effective  than 
screening  every  2  years. 

The  eight  randomized  trials  of  breast  cancer  screening  conducted  to  date  provide 
the  most  extensive  evidence  about  screening  efficacy,  but  do  not  answer,  definitively, 
all  questions  that  can  be  posed.  A  major  reason  derives  from  the  widely  varying 
ways  in  which  the  trials  were  conducted.  For  example,  the  landmark  Health  Insur- 
ance Plan  of  Greater  New  York  Study  (HIP),  the  first  major  trial  of  mammography, 
tested  a  regimen  of  annual  mammography  and  clinical  breast  examination  against 
a  regimen  of  no  annual  screening.  The  successful  Two-County  study  in  Sweden, 
which  had  results  very  similar  to  those  of  the  HIP  study  in  terms  of  breast  cancer 
mortality  reduction,  included  single  view  mammography  at  intervals  from  24  to  33 
months.  Despite  these  differences  both  studies  achieved  similar  reductions  in 
deaths. 

NCI  staff  have  rank -ordered  all  the  trials  according  to  their  screening  frequency, 
and  found  that  each  trial  achieved  about  the  same  level  of  mortality  reduction.  In 
fact,  NCI  staff  were  unable  to  identify  from  the  results  of  the  trials  a  relationship 
between  how  frequently  a  woman  is  screened  and  the  extent  of  mortality  reduction. 
Indeed,  all  the  trials  achieved  about  a  Vb  reduction  in  death  rates.  In  his  own  review 
of  the  data,  mammography  researcher  Alan  Morrison  concluded,  'The  data  are  not 
helpful  in  choosing  a  screening  interval  within  the  range  12-33  months."  [Efficacy 
of  Screening  for  Breast  Cancer  in  Older  Women,  J  Gerontology,  1992,  47:80-4]  The 
NCI  statement,  issued  on  December  3,  1993,  reflects  this  scientific  fact:  The  trials 
show  equal  reductions  in  death  rates,  whether  the  screening  is  done  annually  or 
every  other  year. 

In  order  to  explore  the  question  even  further,  NCI  staff,  as  well  as  breast  cancer 
screening  researchers  from  the  Netherlands,  have  developed  computer-based  screen- 
ing models.  Using  these  analytic  tools  they  estimated  the  possible  effects  of  screen- 
ing at  different  frequencies.  This  type  of  analysis  is  essential  if  we  are  to  design 
and  assess  the  feasibility  of  a  randomized,  controlled  clinical  trial  to  study  any  dif- 
ference in  a  prospective  manner.  Using  these  models  NCI  staff  estimated  that, 
based  on  a  mortality  reduction  of  33  percent  for  annual  screening,  biennial  screen- 
ing could  achieve  about  85  percent  of  that  figure  or  about  28  percent,  which  would 
be  about  a  5  percent  difference  in  breast  cancer  deaths.  However,  it  must  be  empha- 
sized that  those  trials  that  have  shown  statistically  significant  mortality  reductions 
all  achieve  about  the  same  level  of  reduction,  regardless  of  whether  the  screening 
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was  conducted  on  an  annual  or  a  biennial  schedule.  Clinical  trials  are  the  gold 
standard,  and  give  us  results  that  can  be  most  validly  generalized  to  the  population 
as  a  whole.  All  other  analyses,  including  the  analytic  work  of  our  staff,  are  subject 
to  various  assumptions  and  methodological  issues  that  limit  the  extent  to  which  we 
can  draw  conclusions. 

In  summary,  based  on  the  trial  data,  and  the  analytic  work,  NCI  stated  that 
screening  women  50  years  of  age  and  over  at  a  regular  interval  of  every  1  to  2  years 
can  reduce  breast  cancer  mortality  by  about  Vb.  At  this  time  it  is  not  possible  to 
narrow  the  estimates,  or  to  be  more  specific  about  mortality  reduction  as  a  function 
of  the  frequency  of  screening. 

Mr.  Wyden.  One  last  area,  and  that  is  the  contraceptive  pricing. 
I  think  the  government  is  getting  ripped  off,  and  we  are  getting 
ripped  off  every  single  day.  We  subsidize  devices  like  Norplant,  for 
example,  for  people  overseas.  The  taxpayer  does  a  lot  of  the  heavy 
lifting  in  terms  of  getting  it  developed.  People  cannot  get  it  in  this 
country. 

Why  couldn't  we,  within  about  60  days,  at  a  minimum,  set  up  a 
government-wide  purchasing  group  so  that  the  government  agen- 
cies that  are  purchasing  these  drugs  that  are  so  critical  to  women 
and  their  families  would  be  in  a  position  to  do  some  hard-nosed 
bargaining  with  these  drug  monopolies  and  we  could  get  a  good 
price  for  women,  get  a  lot  more  contraceptive  services  out  across 
the  country? 

I  am  of  the  view  that  could  turn  around  this  problem  and  help 
a  lot  of  women  and  families  within  about  60  days.  Am  I  missing 
something? 

Ms.  Feder.  You  rarely  miss  things,  Mr.  Wyden.  I  think  this  is 
something — you  are  talking  about  an  existing  program  and  that  is 
something  that — I  believe  that  was  something  that  has  been  dis- 
cussed at  various  times  with  respect  to  various  services  that  are — 
drugs  that  are  purchased,  and  we  can  continue  to  explore  that  with 
you. 

Mr.  Wyden.  Look  at  it,  if  you  would.  Let  me  get  your  opinion  on 
that.  I  think,  yes,  we  can  turn  it  around  in  60  days  even  before  we 
get  a  good  bill  on  the  President's  desk  with  many  of  the  features 
you  are  including.  But  why  not  have  it  also  in  the  President's 
health  package?  That  where  there  are  drugs,  particularly  drugs  for 
vulnerable  people,  where  the  taxpayer  has  done  much  of  the  devel- 
opment. Why  not  have  in  place  the  tools  for  a  government-wide 
purchasing  group? 

Ms.  Feder.  Again,  we  can  explore  it  further.  But  you  know  that 
in  terms  of  the  public  purchasing  for  Medicare  that  is — the  re- 
bate— is  included  in  that  provision  and  that  is  a  related  approach, 
if  not  exactly  the  same.  So  we  can  continue  to  explore  it. 

Mr.  Wyden.  But  certainly  in  the  area  of  contraceptives,  though, 
we  have  to  get  beyond  the  Medicare  population,  and  I  think  you 
all  are  on  the  right  track  in  terms  of  the  smart  shopper  concepts 
in  terms  of  Medicare.  Medicare  in  the  bill  will  use  its  leverage  to 
get  a  better  value.  What  I  am  saying  is  let's  make  the  government 
a  much  smarter,  much  sawier  and  much  more  effective  bargainer 
by  pooling,  for  example,  with  foreign  aid  programs,  Medicaid  pro- 
grams, PHS  programs,  and  then  we  can  really  get  some  value  for 
women. 

Ms.  Feder.  That  would  be — again,  we  continue  to  look  at  it.  But 
I  would  clarify  for  you  that,  essentially,  with  the  exception  of  the — 
well,    for   everybody,    through    insurance — that   is    being   covered 
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through  insurance,  which  would  apply  to  the  population  currently 
on  Medicaid  as  well,  that  kind  of  negotiating  and  bargaining  is 
what  is  happening  in  health  plans.  So  that  is  the  structure.  That 
is  the  way  in  which  that  would  play  out. 

Mr.  Wyden.  And,  again,  I  think  the  bargaining  that  is  going  on 
in  health  plans  makes  some  sense,  but  we  are  talking  about  these 
big  public  kinds  of  programs.  We  are  talking  about  Medicaid,  the 
PHS  programs.  We  had  Wyeth  come  and  make  a  disgraceful  state- 
ment saying  they  would  not  give  a  break  to  low-income  women  be- 
cause they  were  afraid  it  would  alienate  the  affluent. 

If  you  had  a  government-wide  purchasing  group,  both  in  60  days 
to  deal  with  the  immediate  situation  and  in  the  bill  for  the  long 
term,  we  would  never  have  that  happen. 

Ms.  Feder.  We  will  continue  to  explore  it  with  you. 

Mr.  Wyden.  Thank  you. 

Mr.  Waxman.  Thank  you,  Mr.  Wyden. 

I  want  to  take  advantage  of  the  fact  that  Dr.  Blumenthal  is  here, 
and  she  is  an  expert  as  a  psychiatrist  in  the  mental  health  area, 
and  those  of  us  who  follow  this  issue  know  that  women  have  a  dis- 
proportionate share  of  mental  health  problems,  especially  depres- 
sion. 

Could  you  tell  our  committee  what  the  President's  proposal 
would  do  for  women  in  terms  of  their  emotional  and  psychological 
services? 

Ms.  Blumenthal.  Thank  you,  Congressman  Waxman.  It  is  an 
honor  to  be  here  before  the  committee. 

In  terms  of  the  mental  health  benefits  provided  under  the  plan, 
there  is  a  substantial  step  forward  in  this  regard.  For  the  first 
time,  I  think,  in  terms  of  most  plans,  preexisting  condition  will  be 
eliminated  and  so  will  lifetime  caps. 

As  Dr.  Feder  pointed  out,  by  the  year  2002  there  is  the  mandate 
for  comprehensive  mental  health  and  substance  abuse  benefits 
while  we  are  waiting  to  develop  an  infrastructure  of  services.  I 
think  that  what  we  will — what  the  plan  will  be  providing,  though, 
is  unlimited  medical  management  for  these  conditions,  which  is, 
again,  a  major  step  forward,  in  addition  to  outpatient  and,  I  know, 
patient  hospitalization. 

I  want  to  say,  too,  that  I  think  that  there  have  been  irrefutable 
national  statistics  that  have  pointed  to  a  real  health  crisis  for 
women  in  this  country.  We  know  that  women  have  been  treated  as 
second-class  citizens  both  in  the  delivery  of  care  and  access  to 
health  care  services  as  well  as  in  the  way  biomedical  research  has 
been  conducted. 

I  think  that  the  plan  really  does  take  us  a  step  forward  in  this 
in  terms  of  assuring  all  American  women  access  to  quality  health 
services  and  not  only  medical  services  but  preventive  services  at  no 
cost  to  them  that  will  go  a  long  way,  I  think,  to  promoting  the 
health  and  well-being  of  women  in  this  country  today. 

Mr.  Waxman.  Thank  you  very  much.  I  appreciate  that.  And  we 
need  to  look  at  the  perspective  of  this  legislation  not  just  from  the 
point  of  view  of  abortion,  which  is  a  significant  issue,  but  the  whole 
range  of  services  that  are  finally  going  to  be  available  to  the 
women  of  this  country. 
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I  want  to  thank  all  of  you  for  your  testimony.  We  will  look  for- 
ward to  working  with  you  at  a  later  session. 

I  would  like  to  call  forward  our  next  panel.  Dr.  Karen  Davis  is 
the  executive  vice  president  of  the  Commonwealth  Fund.  Betty 
Dooley  is  the  executive  director  of  the  Women's  Research  and  Edu- 
cation Institute.  And  Joan  Kuriansky  is  testifying  on  behalf  of  the 
Campaign  for  Women's  Health.  She  is  the  executive  director  of  the 
Older  Women's  League,  and  the  covenor  of  the  Campaign  for  Wom- 
en's Health. 

We  are  pleased  to  welcome  you  to  our  subcommittee  hearing 
today.  Your  prepared  statements  will  be  in  the  record  in  full.  We 
would  like  to  ask  you,  however,  to  limit  the  oral  presentation  to  no 
more  than  5  minutes  so  we  will  have  a  full  opportunity  for  ques- 
tions and  answers  and  to  get  through  a  very  long  schedule  of  wit- 
nesses. 

Dr.  Davis,  we  will  hear  from  you  first. 

STATEMENTS  OF  KAREN  DAVIS,  EXECUTIVE  VICE  PRESIDENT, 
THE  COMMONWEALTH  FUND;  BETTY  DOOLEY,  EXECUTIVE 
DIRECTOR,  WOMEN'S  RESEARCH  AND  EDUCATION  INSTI- 
TUTE; AND  JOAN  A-  KURIANSKY,  CONVENOR,  CAMPAIGN 
FOR  WOMEN'S  HEALTH 

Ms.  Davis.  Thank  you,  Mr.  Chairman  and  members  of  the  sub- 
committee. 

Health  care  reform  is  a  woman's  health  issue,  and  it  is  very  ap- 
propriate that  this  hearing  is  being  held  today.  In  the  interest  of 
time  I  would  like  to  make  some  points  contained  in  the  charts  at 
the  end  of  my  testimony  beginning  on  page  12. 

As  Congresswoman  Snowe  indicated  in  her  opening  remarks, 
health  insurance  coverage  is  very  important  to  women.  They  are 
more  likely  to  be  poor,  more  likely  to  be  dependent  upon  Medicaid 
and  Medicare,  public  programs,  for  health  insurance  coverage  be- 
cause they  are  less  likely  to  be  working  in  jobs  that  provide  good 
health  insurance  coverage. 

On  the  chart  on  page  12  I  point  out  this  is  particularly  a  problem 
for  minority  women.  Twenty-two  percent  of  all  Hispanic  women  are 
uninsured,  as  are  16  percent  of  all  black  women.  We  know  that 
women  are  not  getting  the  care  that  they  need. 

The  next  chart  in  my  testimony  indicates  the  results  from  the 
Commonwealth  Fund  National  Survey  of  Women's  Health  con- 
ducted in  the  spring  of  1993.  We  found  that  13  percent  of  all 
women  report  that  there  were  times  during  the  year  when  they 
needed  care  and  failed  to  get  it,  compared  with  9  percent  of  men. 
If  you  look  at  uninsured  women,  36  percent,  more  than  V3,  failed 
to  get  necessary  care  at  some  point  during  the  year. 

Another  survey  we  did  later  in  the  year  with  the  Kaiser  Founda- 
tion found  that  up  to  70  percent  of  the  women  postponed  care  be- 
cause they  were  unable  to  afford  that  care. 

Congresswoman  Snowe  also  referred  to  our  women's  health  sur- 
vey and  its  finding,  as  illustrated  in  the  chart  on  page  14,  that  a 
third  of  women  failed  to  get  preventive  services  on  a  regular  basis. 

For  uninsured  women  it  is  even  higher.  Half  of  all  uninsured 
women  fail  to  get  regular  Pap  smears;  62  percent  of  all  uninsured 
women  over  age  50  fail  to  get  an  annual  mammogram.  When  we 
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asked  women  why  they  did  not  get  preventive  services,  cost  was 
the  single-most  reason,  even  for  insured  women.  Twenty  percent 
reported  mammograms  and  Pap  smears  were  not  covered  by  their 
insurance  plans. 

Women  also  are  in  more  need  of  long-term  care.  Women  live 
longer  than  men.  They  are  often  caregivers  for  a  frail  spouse,  a 
frail  husband,  but  when  they  need  long-term  care,  there  is  fre- 
quently no  one  available  to  provide  it  and  they  are  often  living 
alone.  Turning  to  page  14,  even  in  any  given  age  group,  women  are 
more  likely  to  have  limitations  of  activities  of  daily  living,  and  cer- 
tainly they  are  much  higher  users  of  both  nursing  home  care  and 
home  care  services. 

On  page  16  I  note  that  at  the  younger  ages,  between  18  and  44, 
women  use  more  health  services  than  men — that  is  mostly  related 
to  reproductive  health  needs,  pregnancy — and  have  higher  health 
expenses,  although  they  are  somewhat  lower  than  men  in  the  ages 
of  45  to  64. 

Our  women's  health  survey  also  looked  at  the  issue  of  health 
maintenance  organizations.  We  found  that  health  maintenance  or- 
ganizations typically  do  provide  preventive  services,  and  women 
are  likely  to  get  preventive  care.  On  the  other  hand,  we  were  con- 
cerned to  find  that  women  in  health  maintenance  organizations 
were  less  likely  to  rate  their  physician  as  excellent  or  less  likely 
to  say  their  physician  listens  very  well.  About  a  10  percentage 
point  difference  between  women  in  HMO's  and  those  who  are  not 
in  HMO's. 

I  want  to  focus,  though,  on  the  President's  plan  and  what  it 
means  for  women. 

The  first  point  of  universal  coverage  is  important  to  women. 
Women  are  more  likely  to  be  poor,  less  likely  to  be  employed  in 
jobs  that  provides  them  with  health  insurance,  so  to  be  guaranteed 
coverage  and  very  many  the  security  that  they  will  never  lose  their 
coverage  even  if  they  change  jobs  or  change  marital  status  or  move 
is  very  important  to  women. 

The  President's  plan  contains  comprehensive  benefits  that  are 
very  important  to  women,  not  only  the  coverage  of  reproductive 
health  services  and  preventive  services,  which  we  have  heard  a  lot 
about  today,  but  also  the  coverage  of  mental  health  services  that 
Dr.  Blumenthal  talked  about,  since  women  are  disproportionate 
users  of  mental  health  services  and  prescription  drugs. 

We  found,  for  example,  that  women  use  18  percent  more  pre- 
scription drugs  than  men,  and  in  part  that  can  be  related  to  things 
like  hormone  therapy  or  contraceptive  drugs,  but  that  is  a  very  im- 
portant benefit  for  women. 

The  long-term  care  provisions  in  the  President's  plan  are  also 
very  important  to  women.  The  home-  and  community-based  benefit 
would  certainly  help  many  women,  both  those  who  are  caregivers 
to  assist  them  in  caregiving  and  in  providing  services  to  frail 
women.  However,  the  block  grant  nature  of  the  home-  and  commu- 
nity-based benefit  could  lead  to  frustration  and  unmet  expectations 
if  there  is  not  sufficient  funding  to  guarantee  that  the  range  of 
services  that  are  to  be  covered  are  included. 

Insurance  market  reform  is  very  important  for  women,  particu- 
larly women  with  conditions  such  as  breast  cancer,  to  assure  they 
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can  get  health  insurance  coverage,  but  it  is  not  sufficient  by  itself 
to  cover  all  women. 

Managed  care,  I  think,  raises  some  concern  for  women,  and  I 
think  the  points  that  have  been  made  in  the  hearing  today  about 
the  high  cost-sharing,  the  $400  deductible,  20  percent  coinsurance 
and  fee  for  services  is  a  very  important  concern  for  low-income 
women. 

And,  finally,  that  the  method  of  financing  the  plan  through  Medi- 
care and  Medicaid  cuts  will  be  borne  disproportionately  by  women 
and  could  form  a  hardship  for  them. 

Thank  you,  very  much. 

Mr.  Waxman.  Thank  you  very  much,  Dr.  Davis. 

[Testimony  resumes  on  p.  130.] 

[The  prepared  statement  of  Dr.  Davis  follows:] 
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WOMEN'S  HEALTH  AND  HEALTH  CARE  REFORM 
Karen  Davis 

Thank  you,  Mr.  Chairman,  for  this  opportunity  to  testify  on  the  critical  issue  of 
women's  health  and  health  care  reform.   While  health  care  reform  is  vitally  important  for  all 
Americans,  it  has  particular  significance  for  women  because  they  are  less  likely  to  get  needed 
health  services  and  are  more  likely  to  be  financially  burdened  by  health  care  bills  than  are 
men.   In  addition,  women  play  a  major  role  in  making  health  care  decisions  for  their 
families. 

Today,  I  will  review  why  health  care  reform  is  of  central  concern  to  women,  drawing 
on  findings  from  The  Commonwealth  Fund's  national  Survey  of  Women's  Health,  which  was 
conducted  by  Louis  Harris  and  Associates  in  early  1993  and  interviewed  2,500  women  and 
1000  men.    My  statement  will  also  draw  on  work  of  The  Commonwealth  Fund  Commission 
on  Women's  Health,  a  group  of  national  experts  analyzing  critical  issues  in  women's  health. 
I  will  conclude  with  an  analysis  of  the  Health  Security  Act  as  it  affects  women,  identifying 
features  that  would  help  improve  the  health  of  American  women  as  well  as  concerns  it  raises. 

Health  Care  Reform  is  a  Women's  Issue 

Insurance  Coverage.  Women  are  slightly  less  likely  than  men  to  be  uninsured.   In 
1992,  16.5  percent  of  men  and  13.1  percent  of  women  were  uninsured.   This  coverage  gap 
between  men  and  women  is  explained  in  large  part  by  the  fact  that  women  are  more  likely  to 
be  insured  through  public  programs. 
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More  adult  women  than  men,  10  percent  versus  five  percent,  were  covered  by 
Medicaid  in  1992.   Eligibility  for  the  program  is  derived  largely  by  whether  individuals 
receive  welfare  support  through  the  AFDC  program,  which  primarily  serves  female  single- 
parents  and  their  children.    Additionally,  most  recent  eligibility  expansions  in  the  Medicaid 
program  have  targeted  pregnant  women. 

Since  women  live  longer  than  men  and  comprise  a  disproportionate  share  of  the 
elderly  population,  they  are  overrepresented  by  the  Medicare  program.   In  1992,  Medicare 
covered  19.3  million  women  and  14.3  million  men.    Considering  these  coverage  patterns, 
Medicaid  and  Medicare  are  of  disproportionate  interest  and  concern  to  women. 

Despite  the  importance  of  Medicaid  coverage,  low-income  and  minority  women  are  at 
especially  high  risk  of  being  uninsured.   Twenty  percent  of  women  with  income  of  $7,500 
and  less  are  uninsured,  compared  with  5  percent  of  women  with  incomes  over  $50,000. 
Twenty-two  percent  of  Hispanic  women  and  16  percent  of  African  American  women  are 
uninsured,  compared  to  13  percent  of  white  women. 

Men  are  slightly  more  likely  than  women  to  have  employment-based  coverage.   Sixty- 
one  percent  of  women  and  65  percent  of  men  are  covered  by  employer-paid  health  insurance. 
However,  women's  coverage  is  more  likely  to  be  through  their  spouses'  employer  rather  than 
their  own.   Sixty-six  percent  of  working  men  have  coverage  through  their  own  employers, 
compared  to  52  percent  of  working  women. 

Health  Insurance  and  Access  to  Care.   The  link  between  insurance  and  access  to  care 
is  even  more  critical  for  women  than  for  men.   In  1993,  the  Commonwealth  Fund  Survey  of 


114 


Women's  Health  found  that  13  percent  of  women  compared  to  9  percent  of  men  did  not  get 
needed  care  during  the  past  year.    For  the  uninsured,  these  numbers  increase  dramatically: 
36  percent  of  uninsured  women  compared  to  23  percent  of  uninsured  men  did  not  get  needed 
care  within  the  year.    Also  in  1993,  a  Kaiser/Commonwealth  Fund  survey  of  health 
insurance  found  that  35  percent  of  women  compared  to  24  percent  of  men  postponed  needed 
care  during  the  year. 

Access  to  needed  care  also  varies  with  different  types  of  insurance,  raising  the 
concern  that  many  American  men  and  women  are  underinsured.    Nineteen  percent  of  women 
on  Medicaid  did  not  get  needed  care  during  the  past  year,  compared  to  10  percent  of  women 
with  employer-paid  insurance,  and  six  percent  of  women  with  Medicare  coverage. 
Medicaid's  historic  low  rates  of  provider  payment  and  low  provider  participation  may  help 
explain  the  more  limited  access  to  needed  care  for  Medicaid  beneficiaries. 

Lack  of  a  regular  source  of  care  and  use  of  the  emergency  room  also  vary 
substantially  with  insurance  coverage.    Thirty-five  percent  of  uninsured  women  lack  a  regular 
source  of  care,  compared  to  24  percent  of  Medicaid  beneficiaries,  22  percent  with  self- 
paid/private  insurance,  18  percent  with  Medicare,  and  18  percent  with  employer-paid 
insurance.   Medicaid  beneficiaries  are  more  than  twice  as  likely  to  use  clinics  and  emergency 
rooms  for  regular  care,  compared  to  those  with  employer-based  insurance. 

Lack  of  insurance  increases  the  probability  that  a  woman  will  not  receive  preventive 
services.    Sixty-two  percent  of  uninsured  women  over  the  age  of  50  did  not  have  a 
mammogram  in  the  past  year,  compared  to  44  percent  of  all  women  over  50.   Fifty  percent 
of  uninsured  women  did  not  have  an  annual  Pap  smear,  compared  to  35  percent  of  all 
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women.    Sixty  percent  of  uninsured  women  did  not  have  a  complete  physical  exam  in  the 
past  year,  compared  to  39  percent  of  all  women.   Cost  is  the  reason  most  often  cited  for  not 
receiving  preventive  care.    Even  insured  women  do  not  always  have  coverage  for  these 
essential  services.    Almost  twenty  percent  of  insured  women  reported  that  they  were  not 
covered  for  preventive  services  such  as  mammograms  and  Pap  smears. 

Use  of  Health  Care  Services.    Women,  especially  younger  women,  have  a  greater 
need  for  health  care  services,  due  in  large  part  to  their  reproductive  needs.    Women  in 
general  use  more  mental  health  services  and  have  more  long-term  care  needs.    Eighty-four 
percent  of  women  and  73  percent  of  men  report  seeing  a  physician  in  the  last  year.    In  1987, 
9.3  percent  of  women  used  mental  health  services,  compared  to  5.8  percent  of  men.    Among 
Medicare  beneficiaries,  women  obtained  about  18  percent  more  prescriptions  than  men 
during  1987,  perhaps  because  of  their  greater  use  of  physician  services.    During  childbearing 
years,  women  experience  more  hospital  admissions  than  men.    At  all  other  ages,  however, 
men  are  more  frequently  hospitalized. 

Women's  longer  life  expectancy  increases  their  need  for  long  term  care.    At  age  65, 
women  can  expect  to  live  19  more  years,  compared  to  15  years  for  men.   Older  women  are 
much  more  at  risk  of  being  frail  and  living  alone  —  increasing  the  need  for  long-term  care. 
Forty-eight  percent  of  women  who  reach  age  65  use  nursing  home  care  at  least  once  before 
death,  as  compared  to  28  percent  of  men.   Older  women  also  experience  more  limitations  in 
activities  of  daily  living  than  do  men  of  the  same  age. 
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Spending  on  Health  Care  Services.    Total  spending  for  women's  health  care  services, 
including  payments  by  insurance  companies  and  public  programs,  exceeds  that  of  men. 
Much  of  this  spending  is  due  to  women's  reproductive  needs.    In  1987,  women  ages  15-44 
spent  $70  billion  on  health  care.    Men  of  the  same  age  spent  $41  billion.    At  other  ages, 
women's  total  health  expenditures  per  capita  are  less  than  those  of  men. 

Women  are  more  at  risk  than  men  for  financially  burdensome  medical  bills.   Women 
comprise  51  percent  of  the  population,  yet  they  pay  63  percent  of  all  out-of-pocket  personal 
health  expenses.   These  expenses  include  the  cost  of  reproductive  care,  preventive  services 
and  prescription  drugs.     Among  Medicare  beneficiaries,  women  spent  out-of-pocket  an 
average  of  10  percent  more  on  prescription  drugs  than  did  men  in  1987. 

The  burden  of  out-of-pocket  expenses  falls  disproportionately  on  poor  women.   In 
1987,  12.7  percent  of  poor  women  ages  15-44  spent  more  than  10  percent  of  their  income  on 
health  care  services,  compared  to  1.3  percent  of  middle  income  and  0.5  percent  of  high 
income  women. 

Managed  Care.    Women  are  slightly  less  likely  than  men  to  be  members  of  Health 
Maintenance  Organizations  (17  percent  versus  21  percent),  and  their  experience  with 
managed  care  organizations  appears  to  be  mixed.    On  the  positive  side,  women  in  HMOs 
report  having  received  selected  preventive  services  such  as  mammograms  at  comparable  rates 
to  those  with  employer-based  plans  and  at  higher  rates  than  those  with  self-paid  plans,  those 
with  public  coverage,  and  the  uninsured.    Only  15  percent  of  women  in  HMOs  say  that  cost 
caused  them  to  forego  preventive  services,  compared  with  31  percent  of  those  not  in  HMOs. 
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Additionally,  benefit  packages  of  HMOs  are  more  likely  to  provide  preventive  care:   95 
percent  of  HMOs  include  preventive  services,  compared  with  82  percent  of  Point-of-Service 
plans,  78  percent  of  Preferred  Provider  Organizations  and  70  percent  of  conventional  fee-for- 
service  plans. 

However,  women  in  HMOs  report  being  less  satisfied  with  their  physicians.   The 
Commonwealth  Fund  Survey  of  Women's  health  found  that  forty-two  percent  of  women 
HMO  members  rated  their  physician  as  excellent  in  providing  them  with  good  health  care 
overall,  compared  with  52  percent  of  non-members.   Women  in  HMOs  were  also  less  likely 
to  say  that  they  felt  that  their  physician  listens  to  them  "very  well"  (63  percent  of  HMOs 
members,  compared  to  73  percent  non-members). 

In  summary,  health  care  reform  is  particularly  important  for  American  women 
because  they  are  less  likely  than  men  to  get  needed  health  services,  more  likely  to  use  health 
services  largely  because  of  reproductive  and  long-term  care  needs,  and  more  likely  to  pay 
higher  out-of-pocket  costs  for  care.   An  analysis  of  women's  insurance  coverage  patterns, 
health  care  needs  and  costs,  confirms  that  health  care  reform  is  a  women's  issue,  which 
needs  careful  evaluation  from  that  perspective. 

The  President's  Health  Security  Plan:   Extent  to  Which  it  Addresses  Women's  Health  Issues: 

Universal  Coverage.   The  central  feature  of  President  Clinton's  Health  Security  Act  is 
its  commitment  to  universal  coverage  for  all  Americans.   This  provision  could  be  particularly 
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important  for  women,  who  are  more  likely  than  men  to  be  poor  and  are  less  likely  than  men 
to  work  full-time  and  to  have  employer-paid  health  insurance.    It  is  clear  that  lack  of  health 
insurance  impedes  women's  access  to  health  care  services.    The  promise  of  universal  and 
portable  coverage  to  every  American  woman,  regardless  of  her  income,  employment  status, 
welfare  status,  race,  or  age,  could  improve  her  sense  of  security,  access  to  health  care  and 
health  status.    Low-income,  less  educated,  and  minority  women  could  benefit  from  this 
provision,  since  disproportionate  percentages  of  these  groups  are  currently  uninsured. 

Comprehensive  Benefit  Package.   The  Health  Security  Act  would  be  a  significant 
advance  for  most  women  since  it  offers  a  comprehensive  benefits  package  that  includes 
primary  care  services,  reproductive  services,  preventive  screening  tests,  mental  health 
services,  and  prescription  drugs.    Medicare  benefits  under  the  Health  Security  Act  would  be 
improved,  so  that  beneficiaries  would  be  covered  for  a  new  benefit,  outpatient  prescription 
drugs.    Adding  prescription  drugs  to  Medicare  would  improve  financial  protection  for  older 
women,  since  they  are  disproportionately  greater  users  of  prescription  drugs. 

It  is  important  that  the  benefit  package  and  periodicity  schedules  are  based  on 
consistent  and  scientific  guidelines  in  order  to  avoid  confusing  and  conflicting  message  to  the 
public.   Decisions  regarding  the  benefit  package  and  periodicity  schedule  should  not  be  based 
primarily  on  budgetary  concerns  but  on  what  is  best  for  the  public. 

Because  women  suffer  disproportionately  from  mental  health  conditions  including 
depression  and  low  self-esteem,  it  is  especially  important  for  women  that  full  mental  health 
benefits  be  phased  in  as  quickly  as  possible. 
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Long-Term  Care.   The  Health  Security  Act  would  have  a  new  long-term  care  benefit 
that  covers  care  at  home  or  in  the  community,  without  regard  to  income,  allowing  seniors 
and  severely  disabled  Americans  to  stay  in  the  community.   This  provision  would  benefit 
women  in  particular,  since  more  older  women  have  limitations  in  daily  activities. 

Under  the  Health  Security  Act,  states  would  be  able  to  disregard  up  to  $12,000  in 
assets  of  a  single  person  when  determining  eligibility  for  nursing  home  coverage.   Again, 
since  women  live  longer  than  men,  are  more  likely  to  be  frail  and  to  live  alone,  and 
comprise  72  percent  of  nursing  home  residents,  this  benefit  would  be  of  particular 
significance  to  women. 

While  an  important  step,  the  Health  Security  Act's  long  term  care  benefit  needs  to  be 
strengthened.   It  would  be  more  beneficial  to  elderly  women  and  men  if  the  provision  of 
home  and  community  based  care  was  a  covered  Medicare  service,  rather  than  a  block  grant 
to  states.   Arbitrary  spending  caps  are  likely  to  confuse  beneficiaries  and  lead  to  unmet 
expectations.   The  new  long-term  care  provision  fails  to  address  major  gaps  in  providing 
health  security  for  elderly  Americans.   Millions  of  Americans  with  milder  impairments 
would  not  be  covered  for  home  and  community-based  care.   Medicaid  would  continue  to  be 
the  country's  major  source  of  nursing  home  coverage,  requiring  the  elderly  to  spend  down  in 
order  to  qualify  for  coverage  or  to  spend  high  out-of-pocket  costs  for  nursing  home  care. 

Insurance  Market  Reform.    Many  women  in  this  country  who  have  suffered  serious 
health  conditions,  ranging  from  breast  cancer  to  diabetes,  often  face  the  added  worry  of  not 
being  able  to  obtain  health  insurance,  either  because  of  "pre-existing  condition"  clauses  or 
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underwriting  practices.   These  women  would  benefit  from  the  insurance  market  reforms 
under  the  Health  Security  Act,  which  include  community  rating,  portability  of  coverage  and 
which  prohibit  health  plans  from  denying  coverage  based  on  health,  employment  or  financial 
status. 

Managed  Care.  The  Health  Security  Act  provides  strong  incentives  for  Americans  to 
participate  in  managed  care  plans.   This  is  particularly  true  for  low  income  women,  who  are 
most  affected  by  the  premium  and  cost-sharing  provisions.    High  cost-sharing  in  the  fee-for- 
service  option  makes  it  a  non-feasible  choice  for  millions  of  poor  women.    Given  this,  it  is 
troublesome  that  women  in  HMOs  are  less  satisfied  with  their  physicians  than  non-members. 

As  states  begin  to  mandate  that  Medicaid  enrollees  join  managed  care  plans,  the 
ability  of  these  plans  to  address  this  group's  needs  should  be  carefully  assessed.    HMOs 
currently  serve  a  younger,  healthier  population  and  would  have  to  adjust  to  the  needs  of  a 
more  vulnerable  population. 

Family  choice  is  another  important  issue  for  women.    Under  the  Health  Security  Act, 
family  members  would  choose  one  health  plan.   Half  of  women  receive  care  from  two 
physicians—typically  a  family  physician  and  a  gynecologist/obstetrician.   If  the  fee-for-service 
option  is  not  a  realistic  option,  women  may  be  forced  to  change  at  least  one  of  these 
physicians.    Additionally,  if  a  woman's  regular  physician  is  in  one  health  plan  and  her 
husband's  physician  practices  in  another,  some  women  would  have  to  change  their  source  of 
care.    Letting  individual  family  members  enroll  in  different  plans  would  reduce,  but  not 
eliminate  some  of  these  problems. 

It  will  be  important  to  assure  that  discrimination  against  high  risk  populations  does 
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not  occur  under  the  Health  Security  Act.    While  the  risk-adjustment  methodology  in  theory 
would  ensure  that  health  plans  would  receive  more  money  for  serving  high  risk  populations, 
in  practice,  the  Act  has  not  clearly  specified  this  methodology  and  no  adequate  method 
currently  exists  to  overcome  this  problem. 

Financing.   Under  the  Health  Security  Act,  the  major  source  of  financing  is  cuts  in 
Medicare  and  Medicaid.    As  a  result,  women  would  bear  the  brunt  of  these  cuts.    Current 
Medicaid  beneficiaries,  including  pregnant  women,  would  be  strongly  affected  by  the  cuts. 
In  the  place  of  Medicaid  coverage,  they  would  be  required  to  pay  substantial  premiums,  cost- 
sharing,  and  lose  supplemental  services.    Health  alliances  may  not  be  sensitive  to  the  needs 
of  poorer  women,  including  transportation  and  language  barriers.   The  inadequacy  of 
subsidies  for  premiums  and  cost-sharing  for  poor  and  near-poor  families  is  a  crucial  issue. 

The  timing  of  the  cuts  in  Medicare  and  Medicaid  is  also  important,  especially  for  the 
poor.   Hospitals  now  receive  payments  through  Medicare  and  Medicaid  if  they  serve  a 
disproportionate  share  of  poor  patients.  These  payments  would  be  sharply  reduced.    Yet, 
institutions  serving  the  poor  are  likely  to  continue  to  experience  bad  debts-from  unrealistic 
cost-sharing,  non-covered  services,  or  limits  on  benefits  (such  as  mental  health  and  substance 
abuse).   It  is  very  important  that  these  payments  continue  at  a  level  sufficient  to  assure  the 
adequacy  of  services  in  low-income  communities. 

The  President's  promise  to  offer  universal  health  insurance  for  all  Americans  is  an 
historic  step  that  would  greatly  increase  women's  access  to  care  and  improve  the  health  and 


10 


122 


well-being  of  all  American  women,  especially  the  most  vulnerable.    However,  the  plan  needs 
to  be  strengthened  in  order  to  assure  that  all  Americans  have  access  to  the  benefits  they  need. 
Limitations  on  benefits  would  have  the  most  adverse  effects  on  poor  women,  who  would  not 
have  the  ability  to  pay  out-of-pocket  for  care  that  is  not  covered.   The  plan  must  provide 
better  assistance  to  low  income  women  and  men,  especially  those  who  would  be  most 
affected  by  cuts  in  Medicaid  and  Medicare.    For  coverage  to  be  truly  universal,  coverage 
must  be  affordable  and  benefits  must  be  comprehensive.    Otherwise  health  care  reform 
delivers  an  empty  shell-without  making  needed  health  care  accessible  to  all  Americans. 
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Mr.  Waxman.  Miss  Dooley. 

STATEMENT  OF  BETTY  DOOLEY 

Ms.  Dooley.  Congressman  Waxman,  I  want  to  thank  you  and 
the  other  members  of  your  committee  for  holding  this  hearing 
today. 

Today  we  are  releasing  a  study  entitled  Women's  Health  Insur- 
ance Costs  and  Experiences.  This  study  was  made  possible  by  a 
grant  from  the  Kaiser  Family  Foundation.  Our  report  relied  on 
data  from  the  National  Medical  Expenditure  Survey.  The  analysis 
was  conducted  by  Lewin-VHI,  a  nationally  known  consulting  firm. 

Our  report  is  the  first  of  its  kind  to  examine  the  cost  to  women 
for  reproductive  and  preventive  services.  It  shows  that  women  are 
especially  vulnerable  to  high  health  care  costs  and  women  usually 
have  lower  incomes  than  men.  It  demonstrates  that  low-income 
women,  unemployed  women  and  uninsured  women  are  at  a  great 
disadvantage  in  our  present  health  care  system. 

Here  are  some  of  the  highlights  of  our  report. 

Women  of  childbearing  age  between  15  and  44  are  twice  as  likely 
as  men  in  their  age  group  to  use  preventive  services.  Preventive 
services  test  like  Pap  smears  and  mammograms,  though  routine, 
can  save  lives,  yet  many  women  in  our  society  lack  coverage  for  re- 
productive care.  These  are  the  uninsured,  those  who  have  insur- 
ance that  exclude  these  services  or  those  with  high  deductibles  and 
coinsurance  that,  in  effect,  provide  barriers  for  this  care. 

The  result  is  higher  out-of-pocket  costs.  Women  in  this  age  group 
pay  68  percent  more  out-of-pocket  than  men  do,  and  these  expenses 
come  after  taxes  have  been  paid.  And  we  are  also  very  troubled  to 
find  that  Va  of  poor  women  have  out-of-pocket  expenses  that  exceed 
10  percent  of  their  income. 

This  report  underscores  the  importance  of  reproductive  and  pre- 
ventive services  being  covered  in  health  care  reform.  One  example: 
In  1993,  a  woman  with  a  pregnancy-related  stay  in  the  hospital 
paid  out-of-pocket  on  average  $1,100. 

But  high  out-of-pocket  costs  are  just  part  of  the  story.  Keep  in 
mind  that  high  health  care  costs  discourage  women  from  getting 
needed  care.  Sixty  percent  of  black  and  Hispanic  women  do  not  get 
preventive  services,  and  a  majority  of  uninsured  women  do  not  get 
preventive  care.  And  the  lower  income,  the  less  likely  a  woman  is 
to  receive  preventive  care.  Fifty-five  percent  of  women  below  the 
poverty  line  do  not  get  preventive  care. 

In  summary,  women  have  much  to  gain  from  health  care  reform. 
The  President's  Health  Security  Act  would  dramatically  improve 
women's  access  to  preventive  and  reproductive  services,  but  the 
catch-22  with  this  plan  and  others  may  be  in  the  benefit  package 
and  the  formulas  in  place  for  out-of-pocket  costs.  Women  have  the 
children  that  perpetuate  the  race.  If  it  were  not  for  that  fact, 
women  during  these  years  would  have  approximately  the  same 
costs  for  their  health  care  that  men  have. 
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Pat  Schroeder  earlier  today  talked  about  a  fair  shake  for  women. 
I  think  we  would  say  from  our  study  that  women  need  more  money 
spent  on  their  health  care  than  men  do.  We  urge  you  to  remember 
this  when  you  tackle  health  reform. 

Thank  you,  Congressman  Waxman. 

Mr.  Waxman.  Thank  you  very  much,  Miss  Dooley. 

[The  prepared  statement  of  Ms.  Dooley  follows:] 
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WOMEN'S  HEALTH  INSURANCE  COSTS  AND  EXPERIENCES 

Testimony  Presented  before 
The  Subcommittee  on  Health  and  the  Environment 

by  the 

Women's  Research  and  Education  Institute 

January  26,  1994 


I  am  Betty  Dooley,  Executive  Director  of  the  Women's  Research  and  Education  Institute.   I 
want  to  thank  you.  Congressman  Waxman,  and  the  members  of  the  Subcommittee  on  Health 
and  the  Environment  for  this  opportunity  to  testify  before  you  today.   I  commend  you  and 
the  other  members  of  the  Subcommittee  for  holding  this  hearing  on  the  important  topic  of 
women's  health  and  health  care  reform. 

My  remarks  are  taken  from  a  study  which  we  are  releasing  today,  entitled  Women's  Health 
Insurance  Costs  and  Experiences.  This  report  was  supported  by  the  Kaiser  Family 
Foundation  as  part  of  the  Kaiser  Health  Reform  Project. 

Our  report  is  the  first  of  its  kind  to  examine  how  much  it  costs  women  to  look  after  their 
reproductive  and  preventive  health  care  needs.  It  shows,  in  a  nutshell,  that  women  are 
particularly  vulnerable  to  high  health  care  costs.  This  is  because  women  are  more  likely  to 
use  services-especially  reproductive  and  preventive  services— and  usually  have  lower 
incomes  than  men.   Furthermore,  the  report  demonstrates  that  low-income  women, 
unemployed  women,  and  uninsured  women  are  especially  disadvantaged  in  our  present 
health  care  system. 

This  report,  prepared  by  the  Women's  Research  and  Education  Institute,  relied  on  data  from 
the  1987  National  Medical  Expenditure  Survey.  This  survey  represents  the  most  recent 
nationally  representative  data  describing  the  health  care  use  and  expenditures  of  Americans. 
The  analysis  of  the  National  Medical  Expenditure  Survey  was  conducted  by  analysts  at 
LEWIN-VHI,  a  nationally-known  consulting  firm  that  regularly  conducts  analyses  for  the  U.S. 
Department  of  Health  and  Human  Services. 

Let  me  take  a  few  minutes  to  describe  some  of  the  principal  findings  of  our  report:  First  of 
all,  this  study  shows  that  women  of  childbearing  age  are  more  likely  to  use  health  care 
services  than  men,  largely  because  of  their  greater  need  for  preventive  and  reproductive 
services.  In  fact,  women  age  15  to  44  are  twice  as  likely  as  men  in  their  age  group  to  use 
preventive  services. 

Unfortunately,  many  women  lack  adequate  coverage  for  reproductive  and  preventive 
services.  In  many  cases,  women  lack  coverage  because  they  are  uninsured  altogether.   In 
other  cases,  they  lack  adequate  coverage  because  their  insurance  plans  exclude  reproductive 
and  preventive  services  or  require  deductibles  and  copayments. 

The  result  is  that  women  of  childbearing  age  have  higher  out-of-pocket  costs  for  health  care 
than  men  have.  In  fact,  they  pay  68  percent  more  out-of-pocket  than  men  do.  When  you 
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consider  that  women's  incomes  are  lower  than  men's,  their  health  spending  looks  particularly 
troublesome:  Over  twice  as  many  women  of  childbearing  age  have  out-of-pocket 
expenditures  that  exceed  10  percent  of  their  income,  compared  to  men  in  this  age  group. 
Stated  differently,  women  account  for  7.4  million  of  the  10.8  million  Americans  age  15  to  44 
who  have  out-of-pocket  health  expenditures  in  excess  of  10  percent  of  their  income.   (I  refer 
you  to  figure  one.) 

Uninsured  and  low-income  women  are  especially  vulnerable  to  high  out-of-pocket  costs: 
Almost  20  percent  of  uninsured  women  have  out-of-pocket  expenditures  that  exceed  10 
percent  of  their  income.   Especially  troubling  is  the  fact  that  one-fourth  of  poor  women  of 
childbearing  age  have  out-of-pocket  costs  that  exceed  10  percent  of  their  income.  (I  refer  you 
to  figure  two.) 

Our  report  also  underscores  how  important  it  is  that  reproductive  services  be  covered  in 
health  care  reform.  Reproductive  services  account  for  a  large  portion  of  women's  health 
spending.   In  fact,  expenditures  for  reproductive  services  for  women  of  reproductive  age  total 
$40.7  billion.  This  represents  one-third  of  all  health  expenditures  for  women  in  this  age 
group.  For  an  individual  woman,  out-of-pocket  costs  for  reproductive  services  can  be  very 
steep.  One  example  illustrates  this  point:  Women  with  a  pregnancy-related  hospital  stay 
pay  nearly  $1,100  out-of-pocket  for  these  hospital  stays. 

This  look  at  women's  spending  for  health  care  services  tells  only  part  of  the  story.  The  other 
part  is  that  high  health  care  costs  discourage  women  from  receiving  needed  care  in  the  first 
place.  The  data  show  that  disadvantaged  women  are  less  likely  to  receive  needed  preventive 
services.  Here  are  the  statistics,  as  described  in  figure  three. 

*  The  majority  of  black  and  Hispanic  women  don't  get  preventive  services.   In  fact, 
almost  60  percent  of  black  and  Hispanic  women  fail  to  receive  preventive  services. 

*  In  addition,  the  majority  of  uninsured  women  don't  get  preventive  services.  In  fact, 
60  percent  of  women  without  health  insurance  fail  to  get  preventive  services. 

*  Especially  troubling  is  the  finding  that  the  lower  a  woman's  income,  the  less  likely 
she  is  to  receive  preventive  services:  A  full  55  percent  of  women  below  the  poverty  line  do 
not  get  preventive  care. 

In  summary,  I  would  say  that  women  have  a  great  deal  to  gain  from  health  care  reform. 
President  Clinton's  Health  Security  Act  would  make  some  major  changes  in  improving 
women's  access  to  preventive  and  reproductive  services.  Universal  insurance  coverage 
would  mean  that  no  woman  would  be  left  wholly  responsible  for  her  health  care  costs. 
Health  insurance  coverage,  by  itself  however,  is  not  enough.  Women  need  a  comprehensive 
benefits  package  that  includes  reproductive  and  preventive  services  with  minimal 
copayments  and  adequate  subsidies  for  those  who  have  low  incomes. 

The  President's  Health  Security  Act  takes  important  steps  in  this  regard  as  well.    Family 
planning,  prenatal  care,  abortion,  and  contraceptives  are  all  included  in  the  basic  benefits 
package.  The  financing  of  the  President's  plan  has  more  ambiguous  implications  for  women. 
Low-income  persons  would  receive  subsidies  for  the  purchase  of  health  insurance,  but  the 
level  of  those  subsidies  may  be  insufficient  for  low-income  women.  If  women  sign  on  to 
managed  care  plans,  no  copayments  would  be  required  for  preventive  services,  but  a 
repayment  would  be  required  for  reproductive  services. 

Health  care  reform  must  ensure  that  costs  no  longer  serve  as  a  deterrent  to  seeking 
preventive  and  reproductive  services.  Providing  subsidies  for  low-income  women  to  enable 
them  to  purchase  insurance  would  solve  part  of  the  problem.  In  addition,  copayments 
should  be  eliminated  for  the  preventive  and  reproductive  services  that  women  require.  Only 
then  will  health  care  reform  eliminate  the  financial  barriers  that  discourage  women  from 
receiving  the  care  they  need. 
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Figure  1  •  Persons  age  15  to  44  with  out-of-pocket  health  expenditures  that  exceed  10 
percent  of  income,  by  type  of  insurance  coverage.  * 

MORE  THAN  TWICE  AS  MANY  WOMEN  AS  MEN  AGE  15  TO  44  HAVE  OUT- 
OF-POCKET  HEALTH  EXPENDITURES  THAT  EXCEED  10  PERCENT  OF 
THEIR  INCOME. 

•  Women  account  lor  7.4  million  (69  percent)  of  the  10.8  million  Americans 
age  15  to  44  who  have  out-of-pocket  health  expenditures  of  more  than  10 
percent  of  their  income. 

•  Almost  5  million  privately  insured  women  age  15  to  44  have  out-of-pocket 
expenditures  of  more  than  10  percent  of  their  income. 


Persons  with  out-of-pocket  expenses 
exceeding  10%  of  income 
(numbers  in  millions) 

]  Women  [  ]  Men 


0.4 


0.1 


Total 


With  private  insurance  With  Medicaid 


Uninsured 


*  Out-of-pocket  expenditures  as  a  percent  of  income  are  calculated  by  dividing  an  individual's  out-of-pocket 
expenditures  for  health  care  services  during  the  year  by  an  individual's  share  of  family  income.  An 
individual's  share  of  family  income  was  defined  as  total  family  income  divided  by  the  number  of  persons 
in  the  family. 

Source:  Tabulations  of  data  from  the  1987  National  Medical  Expenditure  Survey  (NMES)  prepared  by 
Lewin-VHI  for  the  Women's  Research  and  Education  Institute  (WREI).  Expenditure  and  population  data 
have  been  updated  to  1 993  levels.  The  project  is  funded  by  the  Kaiser  Family  Foundation,  as  part  of  the 
Kaiser  Health  Reform  Project 
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Figure  2  ■  Proportion  of  women  age  15  to  44  with  out-of-pocket  health  expenditures  that 
exceed  10  percent  of  income,  by  income  level.  * 

OUT-OF-POCKET  HEALTH  EXPENDITURES  ARE  MOST  BURDENSOME  FOR 
THE  POOREST  WOMEN. 

•       More  than  one-fourth  of  poor  women  of  chlldbearing  age  have  out-of- 
pocket  health  expenditures  that  exceed  10  percent  of  their  Income. 


26.3% 


21.1% 


18.7% 
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12.1% 


4.7% 


Poor 
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(100-124% 
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Low-income   Moderate  income  High  income 

(125-199%  (200-399%  (400%  of 

ot  poverty)  of  poverty)  poverty  or 

i 


*  Out-of-pocket  expenditures  as  a  percent  of  income  are  calculated  by  dividing  an  individual's  out-of-pocket 
expenditures  for  health  care  services  during  the  year  by  an  individual's  share  of  family  income.  An 
individual's  share  of  family  income  was  defined  as  total  family  income  divided  by  the  number  of  persons 
in  the  family. 

Source:  Tabulations  of  data  from  the  National  Medical  Expenditure  Survey  (NMES)  prepared  by  Lewin-VHl 
for  the  Women's  Research  and  Education  Institute  (WREl).  Expenditure  and  population  data  have  been 
updated  to  1993  levels.  The  project  is  funded  by  the  Kaiser  Family  Foundation,  as  part  of  the  Kaiser 
Health  Reform  Project 
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Figure  3  •  Percent  of  women  age  15  to  44  who  do  not  use  preventive  services,  by 
race/ethnicity,  insurance  coverage,  and  income  level. 

LACK  OF  HEALTH  INSURANCE  IS  LIKELY  TO  MEAN  LACK  OF  PREVENTIVE 
CARE  FOR  WOMEN  AGE  15  TO  44.  BEING  OF  COLOR  AND/OR  HA  VING  A 
LOW  INCOME  ALSO  REDUCE  WOMEN'S  USE  OF  PREVENTIVE  CARE. 


PERCENT  NOT  USING 
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Sixty  percent  of  women  who  lack 
health  insurance  don't  get 
preventive  services.  The 
majority  of  women  with  health 
insurance  do. 
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All 
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The  majority  of  black  and  Hispanic 
women  don't  get  preventive 
.8%      services;  the  majority  of  non- 
Hispanic  white  women  do. 


56.5% 


Poor:  less  than  100%  of  poverty 
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Near  poor  100-1 24%  of  poverty 


52.5% 


Low  income:  125-193% 
of  poverty 
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Source:  Tabulations  of  data  from  the  1987  National  Medical  Expenditure  Survey  (NMES)  prepared  by 
Lewin-VHI  for  the  Women's  Research  and  Education  Institute  (WREI).  Expenditure  and  population  data 
have  been  updated  to  1993  levels.  The  project  is  funded  by  the  Kaiser  Family  Foundation,  as  part  of  the 
Kaiser  Health  Reform  Project 
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Mr.  Waxman.  Miss  Kuriansky. 

STATEMENT  OF  JOAN  A  KURIANSKY 

Ms.  Kuriansky.  First,  speaking  on  behalf  of  the  campaign  we 
want  to  thank  you  for  your  leadership — historic  leadership — in  pro- 
moting women's  health  concerns,  particularly  in  the  area  of  re- 
search. And  I  know  as  we  talked  today  we  are  talking  to  the  con- 
verted, and  we  would  just  say  thank  you  for  your  leadership. 

The  campaign  today 

Mr.  Waxman.  I  was  not  converted.  I  was  there  from  the  begin- 
ning. 

Ms.  Kuriansky.  Part  of  the  converters. 

The  campaign  today  is  90  organizations  strong.  We  represent  na- 
tional, State  and  grass  roots  organizations  who  are  concerned 
about  advancing  women's  health  concerns  in  health  care  reform. 
Our  coalition  represents  more  than  8  million  individuals  nation- 
wide. 

We  have  already  heard  excellent  testimony  today  from  many 
Members  of  Congress  and  others  on  the  current  status  of  women's 
health.  I  just  want  to  say  that  it  is  that  failure  of  both  the  system, 
whether  it  relates  to  medical  research,  health  care  delivery  or  pay- 
ment, that  has  prompted  us  to  create  a  set  of  standards  and  prin- 
ciples which  we  use  in  evaluating  whether  health  care  reform  prin- 
ciples meet  women's  needs. 

The  principles  are  several  pages  long.  I  want  to  highlight  five  of 
them  and  compare  them  to  the  President's  health  care  plan. 

Our  major  principles  by  which  we  evaluate  plans  are  universal 
and  equal  access,  affordable  costs,  comprehensive  benefits,  choice  of 
providers  and  settings  and  accountability  to  ensure  that  the  health 
care  system  meets  women's  needs. 

Of  the  bills  currently  before  Congress,  only  two  substantially  ad- 
dress the  principles  of  the  campaign:  the  Health  Security  Act  and 
the  Wellstone-McDermott  act.  Other  proposed  legislation  all  fall  far 
short  of  meeting  the  principles  we  have  articulated. 

Importantly,  the  Health  Security  Act,  as  we  have  heard,  already 
provides  health  coverage  for  all  citizens  and  legal  residents.  This 
is  the  cornerstone  of  major  health  reform,  and  it  is  particularly 
true  because  of  the  status  of  women — both  employment  and  mari- 
tal status — that  up  until  now  has  so  denied  her  coverage.  And  I 
think  Karen  spoke  to  that  so  I  will  not  continue,  other  than  to  say 
that  we  are  still  concerned  about  some  of  the  potential  impedi- 
ments, even  with  the  statement  of  universal  coverage. 

First,  we  are  concerned  that  thousands  of  undocumented  women 
who  work  and  contribute  to  society  will  not  be  entitled  to  much- 
needed  services  such  as  prenatal  care. 

We  are  also  concerned,  as  we  have  heard  from  members  of  the 
panel,  about  women's  ability  to  pay  the  required  premiums  and 
copayments.  We  are  afraid  that  those  standards  right  now  may 
make  universals  access  for  women  difficult  to  achieve.  This  is  par- 
ticularly true  for  certain  categories  of  employed  and  unemployed 
women  who  earn  far  less  than  their  male  counterparts.  With  the 
median  income  of  American  women  approximately  $10,700,  the  3.9 
percent  maximum  income  cap  on  the  family  portion  of  the  premium 
may  be  an  obstacle  to  care. 
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We  are  also  concerned  that  there  are  no  limits  on  the  total  pre- 
mium of  a  nonworker.  Subsidies  at  or  below  150  percent  of  poverty 
may  be  insufficient,  and  caps  on  Federal  premium  subsidies  are 
particularly  troubling. 

We  are  also  concerned  that  supportive  services  for  current  Medic- 
aid-eligible  women,  such  as  transportation,  child  care,  translation 
services,  will  not  be  universally  available. 

Further,  we  oppose  any  attempt  to  reduce  the  number  of  employ- 
ees required  to  set  up  an  alliance.  Any  reduction  of  the  pool  of 
health  plan  participants,  we  believe,  will  encourage  cherry  picking 
among  alliances  and  would  severely  disadvantage  the  most  vulner- 
able population,  many  of  whom  are  women. 

As  we  look  at  the  benefits  package,  we  are  clearly  encouraged. 
We  applaud  the  President  for  including  a  mandated  comprehensive 
package  and  particularly  one  that  addresses  preventive  as  well  as 
primary  care.  Although  we  are  going  to  hear  later  on  panels  both 
on  reproductive  health  and  breast  cancer,  we  want  to  reiterate  here 
our  commitment  to  ensure  that  reproductive  health  in  its  broadest 
definition  is  included  in  this  health  care  package,  and  by  that  we 
mean  reproductive  health  care  services  including  family  planning, 
prenatal,  maternity,  well  baby,  abortion  services,  mammograms 
and  SDT-trained  screenings.  These  are  all  integral  to  women's 
health. 

Should  Congress  decide  that  it  wants  to  treat  abortion  different 
from  any  other  service,  we  must  really  ask  what  is  the  meaning  of 
a  comprehensive  benefits  package?  Clearly,  if  there  is  a  failure  to 
include  that  service  in  this  plan,  it  leaves  open  a  whole  range  of 
services  and  a  whole  range  of  categories  that  we  would  find  very 
troubling. 

Importantly,  the  Health  Security  Act  also  provides  a  prescription 
drug  benefit  and  a  long-term  care  programming  which  promotes 
home-  and  community-based  care. 

We  have  several  comments  on  long-term  care.  Our  most  grave 
concern  is  that  it  stops  at  home-  and  community-based  care  and 
does  not  acknowledge  or  respond  to  all  the  women  who  currently 
are  spending  down  to  poverty  as  they  are  in  nursing  homes. 

We  are  also  pleased  that  there  are  a  choice  of  providers  and  set- 
tings included  in  the  health  care  plan,  although  we  would  like  to 
see  some  statements  on  the  Federal  level  as  well  as  on  the  State 
level. 

And,  last,  I  want  to  comment  on  the  failure  of  any  of  the  plans 
to  specifically  mandate  the  inclusion  of  women  or  women's  health 
experts  for  representation  on  any  of  the  boards,  commissions  or 
other  advisory  regulatory  bodies.  We  think  it  is  critical  that  women 
be  represented  to  assure  that  a  new  health  care  system  is  account- 
able to  and  meets  the  needs  of  all  women. 

And  with  that  I  will  conclude  and  would  like  to  have  my  written 
comments  included  in  the  record. 

Mr.  Waxman.  Yes,  certainly,  your  full  statements  will  be  in  the 
record. 

Ms.  Kuriansky.  Thank  you. 

[The  prepared  statement  of  Ms.  Kuriansky  follows:] 
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TESTIMONY  BEFORE 
THE  U.S.  HOUSE  OF  REPRESENTATIVES 
SUB-COMMITTEE  ON  HEALTH  AND  THE  ENVIRONMENT 
JANUARY  26,  1994 


Chairman  Waxman,  thank  you  for  the  opportunity  to  testify 
before  this  committee  on  health  care  reform  and  its  potential 
impact  on  the  women  of  America.  I  am  Joan  Kuriansky,  convenor  of 
the  Campaign  for  Women's  Health  and  the  executive  director  of  the 
Older  Women's  League. 

The  Campaign  for  Women's  Health  is  a  broad-based  coalition  of 
ninety  national,  state  and  grassroots  organizations  convened  to 
advance  women's  interests  in  health  care  reform.  Our  coalition 
represents  more  than  eight  million  individuals  nationwide.  The 
Campaign  for  Women's  Health  was  convened  in  1991  with  the  goal  of 
ensuring  that  women  have  a  strong  voice  in  the  debate  on  health 
care  reform,  and  one  commensurate  with  our  numbers. 

As  52%  of  the  population,  women  are  the  major  consumers  of 
health  care.  Women  are  also  the  major  health  caregivers,  whether 
employed  as  nurses,  doctors,  hospice  workers  and  health  educators, 
or  as  the  unpaid  caretakers  of  family  members.  Women's  health  is 
everyone's  health. 

Yet,  more  than  12  million  American  women  have  no  health 
insurance  of  any  kind.  Many  millions  more  have  inadequate 
insurance  with  health  services,  such  as  preventive  care, 
unavailable  or  so  limited  as  to  fail  to  assure  women's  most  basic 
health  needs.  Medicaid  and  Medicare  are  critical  programs  but, 
they  fall  short  of  meeting  women's  health  needs.  Certain  diseases 
and  conditions  are  unique  to,  more  prevalent,  or  more  serious  in 
women.  For  instance,  hysterectomy  is  one  of  the  most  commonly 
performed  major  surgeries  with  approximately  600,000  performed 
annually.  One  out  of  nine  women  will  be  diagnosed  with  breast 
cancer,  with  more  than  180,000  new  cases  in  1994  and  more  than 
46,000  deaths.  Women  experience  osteoporosis  at  a  far  greater  rate 
than  men,  with  one  out  of  three  women,  as  compared  to  one  out  of 
six  men  over  age  sixty-five,  developing  this  disease.   Depression 
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is  more  prevalent  in  women,  with  a  rate  twice  that  of  men.  And 
violence  against  women,  a  long-ignored  threat  to  their  health,  is 
the  single  major  cause  of  emergency  room  visits  by  women. 

Access  to  health  coverage  is  more  limited  for  women  than  for 
men  because  coverage  is  determined  by  employment  and  marital 
status,  two  factors  which  unfairly  disadvantage  women.  More  women 
than  men  work  part-time,  in  small  businesses,  in  sales  or  clerical 
jobs,  and  as  household  and  day  workers  where  health  benefits  are 
often  unavailable.  Many  women  are  covered  as  dependents  through 
their  husbands  insurance  and  yet,  coverage  through  a  spouse  is 
risky,  at  best,  as  insurance  companies  continue  to  cut  back  on 
dependent  coverage  or  eliminate  it  altogether.  And,  a  national 
divorce  rate  of  fifty  percent  leaves  many  women  without  coverage 
when  marriages  fail. 

For  too  long,  women  have  been  treated  as  second  class  citizens 
in  the  health  care  system,  unable  to  access  the  health  care 
services  that  will  protect  and  promote  their  health.  Health  care 
reform  is  a  critical  moment  to  right  the  wrongs  American  women  have 
endured  for  far  too  long. 

The  Campaign  for  Women's  Health  Principles 

The  Campaign  has  developed  a  set  of  principles  by  which  we 
measure  whether  a  health  care  reform  proposal  will  meet  the  health 
needs  of  women.   These  principles  include: 

•Universal  Access.  Every  individual  must  be  covered  for 
health  care  services. 

•Equal  Access.  The  ability  to  pay,  employment,  health, 
age,  marital  and  residency  status  must  not  be  barriers  to  care. 
All  women  should  have  access  to  a  single,  high-quality  standard  of 
care. 

•Affordable  Costs.  The  cost  of  health  care  must  be 
affordable,  and  cost-sharing  in  the  form  of  copayments  and 
deductibles  must  not  constitute  barriers  to  care. 

•Comprehensive  Benefits.  Comprehensive  health  services 
must  include  a  full  range  of  preventive,  primary,  reproductive 
health,  and  long  term  care  services.  A  broad  standard  requiring 
all  services  which  are  necessary  or  appropriate  for  the  maintenance 
of  health  must  be  established. 

•Choice  of  Providers  and  Settings.  Health  services  must 
be  available  from  a  range  of  providers,  including  physicians, 
advance  practice  nurses,  health  educators,  and  other  allied  health 
providers.  Health  services  must  be  available  in  a  range  of 
settings,    including    hospital    and    outpatient    settings, 
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practitioner's  offices,  the  home,  and  long  term  care  settings. 
Services  must  be  community  based  and  transportation,  child  care, 
and  financial  assistance  should  be  available. 

•Accountability.  Women  must  be  part  of  the  decisions 
made  in  the  design  and  implementation  of  reform.  Women 
representing  a  broad  spectrum  of  the  women's  health  community 
should  be  appointed  to  boards,  commissions,  and  other  advisory  and 
regulatory  bodies  of  a  new  health  system. 

Current  Health  Care  Reform  Proposals 

Of  the  health  care  reform  bills  currently  before  Congress, 
only  two  substantially  address  the  principles  of  the  Campaign  for 
Women's  Health:  the  Health  Security  Act,  HR  3600/S  1757  and  the 
Wellstone/McDermott  American  Health  Security  Act,  S  491/HR  1200. 
Other  proposed  legislation  such  as  the  Chafee,  Michel,  and 
Cooper/Breaux  plans  all  fall  far  short  of  meeting  the  principles  we 
have  articulated.   Our  analysis  is  as  follows: 

Universal  Access.  Both  the  Health  Security  Act  and 
Wellstone/McDermott  plans  state  that  they  will  provide  health 
coverage  for  all  United  States  citizens  and  legal  residents.  We 
are  concerned  that  under  the  Health  Security  Act  women's  ability  to 
pay  premiums  and  copays  as  well  as  certain  categories  of  employed 
and  unemployed  women  (such  as  part  time  workers,  day  workers,  and 
displaced  homemakers)  may  make  universal  access  for  women  difficult 
to  achieve.  Undocumented  residents  are  not  fully  covered.  We  are 
concerned  that  thousands  of  undocumented  women  who  work  and 
contribute  to  society  will  not  be  entitled  to  much-needed  health 
services  such  as  prenatal  care.  The  costs  of  caring  for 
undocumented  women  and  their  children  in  emergency  rooms  is  an 
inefficient  and  expensive  use  of  health  resources. 

The  Chafee  health  plan  requires  all  individuals  to  obtain 
health  coverage  if  not  provided  by  employers.  Requiring 
individuals  to  obtain  coverage  is  not  the  same  as  ensuring 
coverage.  Many  women,  especially  those  who  are  less  likely  to  be 
employed  full  time,  working  at  low  wages,  or  unemployed  will  be 
unable  to  afford  coverage.  The  Michel  and  Cooper/Breaux  plans  have 
no  requirement  for  coverage.  Under  these  two  plans,  individuals 
may  voluntarily  purchase  health  insurance  coverage.  Such  a 
voluntary  system  would  fail  to  assure  universal  access  to  women, 
millions  of  whom  will  be  forced  to  remain  outside  the  health  care 
system. 

Equal  Access.  Both  the  Health  Security  Act  and  the 
Wellstone/McDermott  plans  state  that  no  individual  can  be  denied 
access  to  care  on  the  basis  of  ability  to  pay  or  employment.  Pre- 
existing health  conditions  cannot  preclude  coverage  or  increase 
premiums.  The  plans  state  that  age  and  marital  status  do  not 
impede  access.   Under  the  Health  Security  Act  the  ability  to  pay 
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for  premiums,  copays  and  deductibles  could  be  a  barrier  to  access 
for  low-income  women.  The  median  income  of  American  women  in  1992 
was  $10,774.  Subsidies  for  women  at  or  below  150%  of  poverty  may 
be  insufficient  and  caps  on  federal  premium  subsidies  are  a 
troubling  prospect.  In  addition,  the  3.9%  maximum  income  cap  may 
be  too  high  for  many  low-income  women.  We  are  also  concerned  that 
supportive  services  for  currently  Medicaid-eligible  women,  such  as 
transportation,  child  care,  translation  services,  would  become 
unavailable.  Additionally,  if  the  alliance  structure  were  changed, 
many  women  whose  employment  status  is  marginal  (such  as  part-time 
workers,  day  workers,  etc.)  would  find  themselves  accessing  a  two- 
tiered  system  rather  than  one  with  a  single  standard  of  care  for 
all  citizens. 

The  Chafee  plan  provides  vouchers  to  help  subsidize  low-income 
individuals.  However,  the  amount  of  the  vouchers  would  depend  on 
the  level  of  savings  accrued  under  the  plan,  a  system  which  makes 
women's  access  to  health  services  dependent  on  the  already  risky 
and  overblown  health  economy.  Both  the  Michel  and  Cooper/Breaux 
plans  provide  subsidies  for- low-income  individuals  but,  inadeguate 
subsidies  would  constitute  major  barriers  to  access  for  many  women. 
Both  the  Chafee  and  Michel  plans  impose  some  restrictions  based  on 
pre-existing  conditions,  a  situation  which  would  effectively  deny 
access  to  care  to  millions  of  women,  many  of  them  the  women  most  in 
need  of  care  for  the  conditions  they  already  have.  Two  million 
American  women  will  be  diagnosed  with  breast  cancer  in  this  decade. 
Approximately  two-thirds  of  these  women  will  survive  breast  cancer, 
thanks  to  medical  advances,  but  they  could  face  the  irony  and 
prospect  of  no  health  coverage  to  continue  to  protect  their  lives 
and  health.  The  Cooper/Breaux  plan  prohibits  denial  or  limitation 
of  coverage  due  to  health  status. 

None  of  the  plans  specify  how  access  to  a  single  standard  of 
high-guality  care-  will  be  assured.  This  is  an  important  aspect  of 
health  care  reform  for  women,  especially  low-income,  rural,  inner 
city,  and  minority  women  who  traditionally  receive  care  of  a  far 
lesser  quality  than  their  majority,  middle-class  counterparts.  For 
example,  a  conscience  clause  could  prohibit  some  groups  of  women 
from  access  to  abortion  services,  while  more  affluent  women  travel 
and  pay  for  these  services  elsewhere. 

Affordable  Costs.  Under  the  Health  Security  Act  individuals 
with  income  at  or  below  150%  of  poverty  will  receive  subsidies  to 
cover  the  cost  of  care.  Out-of-pocket  costs  will  depend  on  the 
type  of  plan  chosen.  No  co-pays  for  preventive  care.  Maximum  out- 
of-pocket  costs  are  $1500  for  single  individuals  and  $3000  for 
families.  There  are  no  subsidies  for  the  copays  in  the  low  cost- 
sharing  plan  for  those  above  150%  of  poverty.  There  are  caps  on 
federal  premium  subsidies  for  low-income  citizens  and  a  3.9% 
maximum  income  cap  for  low-income  individuals.  We  are  concerned 
that  several  of  these  components  may  be  barriers  to  care  for  low- 
income  women  and  their  families.  Subsidies  may  be  too  low  and 
women's  limited  income  for  copays  would  preclude  their  access  to 
services.    For  example,   a   low-income  mother  might  find  it 
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prohibitive  to  pay  copays  for  multiple  visits  for  her  several 
children. 

The  Wellstone/McDermott  plan  does  not  require  co-payments. 
However,  HR  1200  leaves  open  the  possibility  of  some  cost-sharing 
for  long  term  care  services,  which  could  be  problematic  for  older 
women  and  women  as  caregivers  to  the  elderly  and  disabled.  There 
are  no  premiums  to  pay  as  the  plan  is  financed  through  taxes. 

The  Chafee  plan  includes  co-payments  for  all  services  except 
preventive  care.  A  National  Benefits  Commission  will  specify  the 
amounts  of  copays  and  the  limits  on  out-of-pocket  costs.  We  are 
concerned  that  the  vagaries  of  unspecified  copays  and  limits  could 
take  affordable  costs  out  of  the  reach  of  low-income  women  and 
women  on  fixed  incomes. 

The  Michel  plan  has  no  limits  on  copays  and  no  federal  limit 
on  out-of-pocket  costs.  Medical  savings  accounts  with  high  cost 
sharing  are  encouraged.  No  limits  on  copays  and  out-of-pocket 
costs  would  deny  access  to  care  to  many  women  and  make  low-income 
women  especially  vulnerable  to  foregoing  the  health  care  they  need. 

The  Cooper/Breaux  plan  includes  copays  for  all  services  except 
preventive  health  services.  There  are  no  federal  limits  on  out-of- 
pocket  costs.  A  national  health  board  will  establish  limits  on 
yearly  cost  sharing  for  an  individual  per  year.  We  are  concerned 
that  the  lack  of  federal  limits  will  place  the  burden  of  out-of- 
pocket  costs  on  those  who  can  least  afford  it  and  who  are  often  in 
the  most  need  of  care. 

Comprehensive  Benefits.  The  Health  Security  Act  includes  a 
guaranteed  national  benefits  package,  including  a  schedule  of 
clinical  preventive  services.  The  plan  includes  "family  planning 
services"  and  "pregnancy-related  services"  but,  the  scope  of  these 
services  is  not  defined.  A  limited  long  term  care  program  is 
included,  covering  home  and  community-based  services.  The  plan 
applies  a  broad  standard  to  define  covered  services,  calling  for 
all  services  that  are  medically  necessary  or  appropriate  to  health. 
We  applaud  the  Health  Security  Act  for  including  a  comprehensive 
benefits  package  which  goes  a  long  way  towards  meeting  women's 
needs. 

The  Wellstone/McDermott  plan  covers  a  similarly  broad  range  of 
services,  including  primary  and  preventive  care.  Family  planning 
services,  prenatal  and  well  baby  care  are  covered  but,  the  scope  of 
these  services  is  not  defined.  The  plan  calls  for  long  term  care 
services  to  include  nursing  home  care  as  well  as  home  and 
community-based  care.  The  plan  applies  the  broad  medically 
necessary  or  appropriate  standard  for  the  inclusion  of  benefits. 
The  Campaign  for  Women's  Health  applauds  the  Wellstone/McDermott 
bill  for  offering  a  generally  comprehensive  set  of  benefits  for 
women . 

The  Chafee  plan  offers  a  standard  benefits  package  and  an 
optional  catastrophic  package,  both  unspecified  as  to  details.  The 
National  Benefits  Commission  will  create,  with  Congress'  approval, 
the  standard  benefits  package  that  "can  be  covered  with  a 
reasonable,  affordable  premium."  Reproductive  health  services  are 
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not  mentioned  as  one  of  the  broad  categories  of  services  to  be 
covered.  No  new  long  term  care  program  is  included.  The  plan 
specifies  that  all  services  in  the  benefits  package  must  be 
medically  necessary  or  appropriate  as  defined  in  the  legislation. 
We  are  concerned  that  a  benefits  package  tied  to  premiums  will  mean 
more  limited  health  services  for  women,  with  reproductive  health 
care  most  at  risk.  Long  term  care  is  also  an  essential  and  much- 
needed  set  of  services  for  women  and  must  be  included  in  health 
care  reform. 

The  Michel  and  Cooper/Breaux  plans  have  no  defined  benefits 
packages  and  neither  plan  mentions  reproductive  health  care. 
No  new  long  term  care  program  is  included  in  either  plan  and 
Cooper/Breaux  eliminates  all  federal  spending  for  Medicaid  long 
term  care.  The  Michel  plan  will  cover  only  essential  and  medically 
necessary  services.  The  Cooper/Breaux  plan  will  include  a  standard 
much  like  that  in  the  Chafee  plan.  Both  these  plans  fail  to  offer 
a  benefits  package  to  meet  women's  health  needs. 

Choice  of  Providers  and  Settings.  The  Health  Security  Act  and 
Wellstone/McDermott  plan  do  not  limit  or  exclude  any  types  of 
health  care  providers  and  defer  to  the  states  to  determine  the 
eligibility  of  providers.  We  are  concerned  that  the  full  range  of 
providers  of  women's  health  will  not  be  met  if  not  more  clearly 
delineated  in  the  plans.  Women  need  care  not  only  from  physicians 
but,  from  nurse  practitioners,  clinical  nurse  specialists, 
certified  nurse  midwives,  community  midwives,  licensed  clinical 
social  workers,  optometrists,  podiatrists,  psychologists,  physical 
therapists,  health  educators,  and  a  number  of  allied  health 
practitioners . 

The  Chafee  plan  defers  to  the  states  to  specify  authorized 
categories  of  providers.  The  Michel  plan  makes  no  definition  of 
provider.  The  Cooper/Breaux  plan  states  that  the  National  Health 
Board  may  not  restrict  or  require  coverage  for  treatment  from  a 
particular  class  of  provider  and  defers  authority  to  the  states. 
These  three  plans  do  not  ensure  that  women's  needs  for  a  wide 
choice  of  health  care  providers  will  be  met. 

The  Health  Security  Act  and  Wellstone/McDermott  plan  provide 
reimbursement  of  services  in  a  variety  of  settings.  Family 
planning  clinics  and  school-based  clinics  are  specifically 
mentioned  in  both  plans,  both  important  sources  of  care  for  women. 

The  Chafee  plan  provides  grants  for  health  centers  to  improve 
delivery  of  care  to  frontier,  rural,  and  urban  underserved  areas. 
Family  planning  clinics  are  not  mandated  as  reimbursed  providers, 
an  essential  setting  for  women's  health  care. 

The  Michel  and  Cooper/Breaux  plans  make  no  mention  of  a 
variety  of  settings,  apart  from  integrating  health  centers  in 
underserved  areas  into  the  plans.  These  two  plans  do  not 
adequately  address  women's  needs  for  a  range  of  health  care 
settings. 

The  Health  Security  Act  includes  "essential  community 
providers"  to  provide  community-based  care.  Public  health  and 
health  care  access  initiatives  are  intended  to  increase  access  to 
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care. 

The  Wellstone/McDermott  plan  includes  community-based  services 
in  the  benefits  package.  Provides  grants  to  establish  primary  care 
centers  in  underserved  urban  and  rural  areas. 

The  Chafee  plan  includes  public  health  initiatives  for 
underserved  areas  to  increase  the  number  of  primary  caregivers  and 
their  training. 

The  Michel  plan  provides  grants  to  community  centers  for 
primary  care  in  underserved  areas.  Funds  available  to  expand 
emergency  services  in  rural  areas. 

The  Cooper/Breaux  plan  requires  neighboring  health  plans  to 
extend  coverage  to  underserved  areas,  providing  federal  funds  to 
entities  establishing  a  network  plan  in  an  underserved  area. 

Women  need  care  not  only  in  hospitals  and  physicians  offices 
but,  in  community  health  centers,  clinics,  skilled  nursing  centers, 
long  term  care  facilities,  hospices,  other  specialized  centers  such 
as  rehabilitation  facilities,  and  in  a  variety  of  outpatient 
settings  such  as  the  offices  of  nutritionists,  acupuncturists,  and 
psychotherapists,  to  mention  a  few.  We  are  concerned  that  none  of 
the  plans  go  far  enough  in  specifying  the  range  of  settings  women 
need. 

Accountability .  None  of  the  plans  specifically  mention 
women's  interests,  women,  or  women's  health  experts  to  be  assured 
representation  on  any  of  the  boards,  commissions,  and  other 
advisory  and  regulatory  bodies.  The  Campaign  for  Women's  Health 
principles  state  that  it  is  essential  that  women  be  represented  in 
such  fashion  to  assure  that  a  new  health  care  system  is  accountable 
to  and  meets  the  health  needs  of  all  women. 


Conclusions 

While  the  above  summary  of  our  analysis  is  by  no  means 
complete,  it  is  clear  that  only  the  Health  Security  Act  and  the 
Wellstone/McDermott  plan  begin  to  meet  the  health  requirements  of 
women.  Even  so,  many  aspects  of  both  these  plans  need 
clarification,  change,  and  expansion  in  order  to  assure  women  the 
health  care  they  need  and  deserve.  The  Campaign  for  Women's  Health 
will  continue  to  monitor  and  suggest  alterations  and  inclusions  to 
plans  as  they  progress  through  Congress  and  as  they  are  eventually 
implemented. 

The  Campaign  for  Women's  Health  would  like  to  submit  for  the 
record  a  copy  of  our  Model  Benefits  Package  for  Women  in  Health 
Care  Reform.  This  package  was  specifically  designed  to  meet  the 
comprehensive  health  needs  of  women.  We  include  a  full  range  of 
primary  and  preventive  care,  primary  and  preventive  reproductive 
health  care,  long  term  care,  and  a  wide  range  of  health  care 
providers  and  settings  as  fundamental  to  protecting  and  promoting 
the  health  of  women  in  a  reformed  health  system. 

Health  care  reform  offers  our  country  the  unique  opportunity 
to  redress  the  many  inequities  women  have  long  faced  and  continue 
to  face  in  securing  the  health  care  they  need.  In  crafting  health 
care  reform  we  must  look  to  the  most  vulnerable,  the  most  poorly 
served,  and  the  most  in  need,  with  the  majority  being  women,  to 
guide  us  in  creating  a  new  health  system  which  meets  the  needs  of 
all,  not  just  some,  of  our  citizens. 
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Mr.  Waxman.  I  want  to  thank  the  three  of  you  very  much  for 
your  testimony. 

Let  me  ask  you  this.  Some  of  my  colleagues  on  this  subcommittee 
are  sponsors  or  cosponsors  of  bills  that  would  not  give  us  a  guaran- 
tee of  universal  coverage.  They  would  make  some  changes  in  the 
insurance  system.  They  would  try  some  theories  of  competition  to 
see  if  that  would  produce  a  more  efficient  marketplace.  But  if  Con- 
gress adopts  a  plan  that  does  not  provide  universal  coverage,  where 
will  women  end  up?  Will  more  women  or  more  men  end  up  without 
adequate  health  care  security? 

Ms.  Dooley.  More  women. 

Ms.  Davis.  I  think  universal  coverage  is  absolutely  essential  to 
assure  that  women  will  not  lose  coverage  when  they  change  jobs, 
when  they  change  their  employment  status. 

And  I  think  you  are  right.  The  President's  plan  does  provide  for 
universal  coverage.  Some  of  the  other  major  bills  do  not,  such  as 
Congressman  Cooper's  bill. 

But  even  those  that  would  try  to  achieve  universal  coverage, 
such  as  an  individual  mandate,  may  fail  to  do  so  if  there  is  not  ade- 
quate revenues  to  support  subsidies  for  the  premiums  of  low-in- 
come people.  We  know  that  about  two-thirds  of  the  uninsured  have 
incomes  below  twice  the  poverty  level  or  that  is  about  $22,000  for 
a  family  of  three.  That  family  cannot  afford  a  $5,000  premium 
without  some  financial  assistance. 

So  I  think  to  achieve  universal  coverage  we  are  really  going  to 
have  to  have  either  an  employer  mandate  or  a  commitment  of  new 
revenues — new  tax  revenues — to  assure  that  there  are  adequate 
subsidies  to  get  everyone  covered.  So  I  would  say  universal  cov- 
erage with  adequate  financing  to  make  sure  that  comprehensive 
benefits  are  affordable  to  all  Americans. 

Ms.  Kuriansky.  I  think  if  we  continue  the  trend  now,  where  de- 
pendent coverage  is  decreasingly  available  and  women  more  likely 
than  men  are  dependent  on  health  insurance  through  dependents 
coverage,  we  see  yet  another  reason  why  universal  coverage,  inde- 
pendent of  marital  status,  is  so  critical  for  women. 

Mr.  Waxman.  Dr.  Davis,  you  raised  a  point  that  I  thought  was 
an  interesting  one.  If  we  rely  on  cuts  in  Medicare  and  Medicaid  to 
finance  this  system,  if  those  cuts  end  up  being  too  severe,  that  is 
going  to  hurt  women  disproportionately  to  men.  Do  you  feel  that 
on  the  trade-off  we  can  still  come  out  ahead  for  women  if  we  take 
from  some  women  and  give  to  others? 

Ms.  Davis.  I  don't  think  we  should  be  financing  universal  health 
insurance  coverage  on  the  backs  of  the  poor  or  just  by  dispropor- 
tionately putting  that  burden  on  women.  We  know  that  10  percent 
of  women  are  covered  by  Medicaid  versus  5  percent  of  men.  We 
know  there  are  19  million  women  on  Medicare  versus  14  million 
men.  I  think  the  kinds  of  extreme  budget  cuts  that  are  proposed 
in  Medicare  and  Medicaid  would  put  a  burden  on  women,  would 
jeopardize  inadequate  services,  and,  in  the  case  of  Medicare  bene- 
ficiaries, access  to  care  indirectly  by  cutting  provider  payment  rates 
to  a  level  that  providers  may  not  be  willing  to  see  Medicare  bene- 
ficiaries. 

Mr.  Waxman.  Well,  I  think  the  three  of  you  have  given  us  excel- 
lent testimony,  an  overview  of  all  the  matters  that  are  before  us 
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and  how  important  health  care  reform  is  as  a  woman's  issue. 
Thank  you  very  much. 

Ms.  Dooley.  Thank  you  very  much,  Congressman  Waxman. 

Mr.  Waxman.  We  are  going  to  recess  now  until  1:45,  and  we 
would  like  to  have  everyone  back  here  at  1:45. 

[Whereupon,  at  1  p.m.  the  subcommittee  recessed,  to  reconvene 
at  1:45  p.m.  the  same  day.] 

Mr.  Waxman.  The  meeting  of  the  subcommittee  will  come  to 
order. 

For  our  next  panel  I  want  to  call  forward  Kate  Michelman,  presi- 
dent of  the  National  Abortion  and  Reproductive  Rights  Action 
League;  Jane  Johnson,  vice  president  for  affiliate  development  and 
education  for  Planned  Parenthood  Federation  of  America.  Judith 
DeSarno  is  president  and  CEO  of  the  National  Family  Planning 
and  Reproductive  Health  Association.  Helen  Alvare  is  the  director 
of  planning  and  information  for  the  Secretariat  for  Pro-Life  Activi- 
ties of  the  National  Conference  of  Catholic  Bishops.  And  Ben 
Mitchell  is  the  director  of  biomedical  and  life  issues  of  the  Southern 
Baptist  Convention  Christian  Life  Commission. 

We  are  pleased  to  welcome  you  to  our  hearing  today.  Your  pre- 
pared statements  will  be  in  the  record  in  full.  We  would  like  to  ask, 
however,  that  yoa  limit  the  oral  presentation  to  no  more  than  5 
minutes,  and  I  regret  to  say  we  will  have  to  be  very,  very  strict 
about  that  5-minute  limitation. 

Miss  Michelman,  why  don't  we  start  with  you  now  that  you  are 
seated? 

STATEMENTS  OF  KATE  MICHELMAN,  PRESIDENT,  NATIONAL 
ABORTION  AND  REPRODUCTIVE  RIGHTS  ACTION  LEAGUE; 
JANE  JOHNSON,  VICE  PRESIDENT,  PLANNED  PARENTHOOD 
FEDERATION  OF  AMERICA;  JUDITH  M.  DeSARNO,  PRESI- 
DENT, NATIONAL  FAMILY  PLANNING  AND  REPRODUCTIVE 
HEALTH  ASSOCIATION;  HELEN  ALVARE,  SECRETARIAT  FOR 
PRO-LIFE  ACTIVITIES,  NATIONAL  CONFERENCE  OF  CATHO- 
LIC BISHOPS;  AND  C.  BEN  MITCHELL,  DIRECTOR  OF  BIO- 
MEDICAL AND  LIFE  ISSUES,  SOUTHERN  BAPTIST  CONVEN- 
TION CHRISTIAN  LIFE  COMMISSION 

Ms.  Michelman.  I  want  to  thank  you  for  the  opportunity  to  ap- 
pear here  today.  And  I  want  to  begin  by  thanking  you,  Mr.  Chair- 
man, for  your  extremely  important  and  aggressive  leadership  on 
health  care  reform  in  general  and  for  your  very  strong  support  for 
a  plan  that  would  help  end  the  shameful  negligence  toward  women 
that  has  so  long  characterized  this  Nation's  health  care  system. 
And  how  Congress  shapes  this  plan,  I  believe,  will  profoundly  affect 
American  women  and  their  families  for  generations  to  come. 

One  vital  way  that  the  President's  plan  addresses  women's  needs 
is  by  ensuring  access  to  comprehensive  reproductive  health  serv- 
ices. And  that  is  critical  because  reproductive  health  care  is  pri- 
mary health  care  for  women  throughout  most  of  our  lives,  and 
women's  ability  to  make  and  carry  out  reproductive  choices  is  es- 
sential to  their  overall  health  and  well-being  and  that  of  their  fami- 
lies. 

I  also  think  it  is  important  for  us  to  understand  that  women, 
through  their  reproductive  choices,  are  trying  to  take  personal  re- 
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sponsibility  for  their  own  and  their  family's  futures,  and  I  think 
this  is  an  important  issue.  That  it  is  not — we  just  don't  willy-nilly 
make  reproductive  choices.  It  is  out  of  our  sense  of  responsibility, 
out  of  our  sense  of  the  role  of  parenting  that  we  use  reproductive 
choices  to  take  responsibility.  And  when  a  woman  makes  a  repro- 
ductive health  decision  to  use  birth  control,  to  begin  or  to  continue 
a  pregnancy,  to  seek  prenatal  care,  to  have  an  abortion,  to  be  treat- 
ed for  infertility,  that  is  a  profoundly  life-shaping  decision  that  only 
she  can  make. 

At  NARRAL,  we  believe  that  health  care  reform  is  our  Nation's 
chance  to  change  course,  to  encourage  personal  responsibility,  to 
respect  a  woman's  right  to  choose,  but  also  to  make  abortion  less 
necessary  through  preventive  contraception,  family  planning  and 
prenatal  care. 

We  want  the  new  health  care  plan  to  ensure  women  the  ability 
to  make  those  responsible  decisions,  not  limit  the  choices  they  can 
make,  and  if  the  health  care  plan  is  to  fulfill  its  promise,  it  must 
cover  the  full  range  of  reproductive  health  services. 

Private  insurance  plans  typically  recognize  that  abortion  is  inte- 
gral to  women's  reproductive  health  and  provide  coverage  for  the 
procedure.  The  new  national  health  care  plan  cannot  do  any  less. 
Excluding  abortion  from  the  plan  would  be  especially  devastating 
to  low-income  and  rural  women.  It  would  exacerbate  the  already 
severe  shortage  of  abortion  providers,  and  it  would  recklessly  and 
unnecessarily  put  women  and  their  health  at  risk. 

It  is  also  important  for  me  to  state  that  government  should  not 
be  in  the  business  of  deciding  which  women  can  have  abortions  and 
which  women  cannot.  That  is  not  the  role  of  government.  It  is  the 
role  of  the  woman  to  decide  whether  or  not  she  should  obtain  an 
abortion.  The  new  health  care  plan  must  stress  prevention  and  pro- 
vide coverage  for  the  full  range  of  reproductive  services. 

Americans  are  looking  to  Congress  to  act  responsibly  to  ensure 
the  health  and  well-being  of  women  and  their  families.  I  urge  you 
not  to  succumb  to  anti-choice  political  pressures  and  not  to  forget 
that  each  woman  will  face  a  range  of  reproductive  health  decisions 
during  the  course  of  her  life. 

Just  a  comment  about  this.  Often,  I  believe,  it  is  assumed  or  it 
is  thought  women's  decisions  are  thought  about  in  the  following 
manner:  That  there  is  a  group  of  women  over  here  that  uses  con- 
traception. Then  there  is  another  group  that  needs  prenatal  care. 
And  then  there  is  another  group  that  needs  abortions.  And  we  can 
separate  all  of  these  women  into  neat  little  groups. 

What  I  want  to  say  about  that  is  that  we  are  all  the  same 
woman,  that  our  reproductive  lives  span  many,  many,  many  years, 
and  that  each  woman  may  face  in  her  own  life  a  series  of  com- 
plicated decisions  about  reproductive  health,  and  we  cannot  divide 
these  into  neat  little  packages  nor  can  we  divide  women  as  if  we 
make  these  decisions  in  isolation  from — one  from  another. 
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And,  also,  it  is  important  to  understand  that  women  are  more 
than  reproducers  and  that  when  we  talk  about  reproductive  health, 
we  have  to  understand  that  women  are  individuals  and  that  repro- 
ductive health  is  important  to  our  lives. 

Anyway,  in  closing,  I  just  say  that  we  have  an  opportunity  to 
refocus  our  Nation  to  stress  prevention,  health  and  childbirth  but 
also  to  respect  choice  and  that  I  hope  and  urge  Congress  to  pass 
a  bill  that  does  all  of  those.  Thank  you. 

Mr.  Waxman.  Thank  you  very  much  for  your  testimony. 

[The  prepared  statement  of  Ms.  Michelman  follows:] 
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TESTIMONY  SUBMITTED  FOR  THE  RECORD 


KATE  MICHELMAN 
PRESIDENT  OF  THE  NATIONAL  ABORTION  AND  REPRODUCTIVE  RIGHTS 

ACTION  LEAGUE 

ON  NATIONAL  HEALTH  CARE  REFORM 

HOUSE  ENERGY  AND  COMMERCE  COMMITTEE, 

HEALTH  AND  ENVIRONMENT  SUBCOMMITTEE 

JANUARY  26,  1994 


Reproductive  health  care  is  an  essential  component  of  primary  care  for  women  and 
must  be  included  in  the  comprehensive  benefits  package  that  will  be  mandated  under  national 
health  care  reform.    No  medical  rationale  supports  the  exclusion  of  abortion  from  national 
health  care  reform.    According  to  the  Association  of  Reproductive  Health  Professionals: 
"Advances  in  reproductive  medicine,  including  access  to  safe,  legal  abortion  services,  have 
produced  unquestioned  health  benefits  for  women."   Anti-choice  politics  should  not  be 
permitted  to  jeopardize  women's  health  by  eliminating  access  to  legitimate  and  essential 
reproductive  health  services.    Moreover,  excluding  abortion  services  from  the  basic  benefits 
package  would  prove  unacceptable  to  Americans  because  it  would  take  away  services 
currently  covered  under  most  private  health  insurance  policies. 


Abortion  is  an  Integral  Part  of  Women's  Health  Care 

Assuring  adequate  health  coverage  for  all  Americans  —  the  primary  goal  of  this  effort 
to  reform  the  nation's  health  care  system  —  must  mean  assuring  that  every  person  will  have 
genuine  access  to  the  basic  medical  services  that  he  or  she  may  be  expected  to  require  in  the 
course  of  life.   For  most  women,  reproductive  health  care  is  the  major  form  of  health  care 
that  they  receive  during  most  years  of  their  lives.   Thus,  for  American  women, 
comprehensive  health  care  coverage  cannot  exist  without  guaranteeing  coverage  for 
reproductive  health  care. 

Different  women  have  differing  reproductive  health  needs,  and  even  the  same  woman 
has  differing  reproductive  health  needs  at  different  stages  of  her  life.   A  comprehensive 
national  health  care  program  must  provide  coverage  for  the  whole  woman  throughout  the 
many  stages  of  life.   For  example,  at  different  stages  of  her  life,  one  woman  might  need 
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routine  gynecological  exams,  treatment  of  gynecological  illnesses,  various  forms  of 
contraception,  and  pregnancy-related  treatment  including  pregnancy  testing,  prenatal  care, 
and  abortion.    National  health  care  cannot  isolate  one  procedure  for  discriminatory  treatment, 
but  must  assure  coverage  for  the  whole  range  of  reproductive  health  care  options. 

Pregnancy  is  a  health  condition  that  requires  medical  attention  based  on  a  woman's 
individual  needs,  not  political  concerns.    Care  for  pregnancy  may  involve  medical  services 
for  pregnancy  termination,  or  services  to  bring  the  pregnancy  to  term.    Private  insurance 
plans  typically  recognize  abortion  as  integral  to  women's  reproductive  health  and  provide 
coverage  for  the  procedure  as  part  of  pregnancy-related  care.2   Determining  coverage  for 
pregnancy-related  medical  services  based  upon  anti-choice  politics  rather  than  on  the  medical 
needs  and  condition  of  the  individual  woman  would  severely  harm  women's  health  and  well- 
being. 

The  vast  majority  of  women  require  pregnancy-related  medical  services  at  some  point 
in  their  lives.    Most  women  become  pregnant  and  more  than  eight  out  of  ten  will  have  at 
least  one  child.    An  estimated  two-thirds  of  American  women  will  have  at  least  one 
unintended  pregnancy  in  the  course  of  their  lives.3  In  any  single  year,  more  than  six  million 
women  become  pregnant,  and  3.4  million  of  these  pregnancies  are  unintended.4   Legal 
abortion  is  one  of  the  most  commonly  performed  and  safest  surgical  procedures.    It  entails 
half  the  risk  of  death  involved  in  a  tonsillectomy  and  one-hundredth  the  risk  of  death 
involved  in  an  appendectomy.5  The  American  Medical  Association  recently  concluded  that 
"the  risk  of  dying  from  pregnancy  arid  childbirth  has  declined  substantially  over  the  past  50 
years,  but  remains  substantially  greater  than  the  risk  of  dying  from  a  legal  abortion."6  The 
risks  of  medical  complications  also  are  higher  for  childbirth  than  for  abortion.7 

All  women  must  have  the  opportunity  to  make  decisions  about  their  reproductive 
health  and  to  implement  their  choices  through  access  to  the  full  range  of  health  services, 
including  contraception,  prenatal  care  and  abortion.    Providing  coverage  will  ensure  that 
women  have  the  opportunity  to  make  reproductive  health  care  decisions  and  enable  them  to 
take  personal  responsibility  for  themselves  and  for  their  families.    A  health  care  reform 
program  that  encourages  responsible  decision-making  by  assuring  access  to  reproductive 
health  services  will  result  in  fewer  unintended  pregnancies,  fewer  abortions,  and  more 
healthy  women  and  healthy  babies. 


Excluding  Abortion  Would  Endanger  Women's  Health  and 
Exacerbate  the  Current  Shortage  of  Abortion  Providers 

National  health  care  reform  will  significantly  change  the  health  care  delivery  system 
in  this  country  and  access  to  medical  services  not  covered  in  the  benefits  package  will  be 
limited.   The  effect  of  exclusion  would  be  particularly  devastating  for  abortion  services  given 
the  host  of  other  anti-choice  strategies  being  pursued  to  make  abortion  unavailable.    Only 
women  who  could  afford  to  purchase  services  outside  the  benefits  package,  and  who  could 
find  a  physician  trained  and  willing  to  perform  the  procedure  despite  its  exclusion  from 
coverage,  would  have  access  to  abortion.    Some  women  who  could  not  overcome  these 
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substantial  obstacles  would  be  compelled  to  resort  to  unsafe  illegal  abortions  or  forced 
childbearing,  and  others  would  suffer  delays  resulting  in  more  risky  procedures.  The 
American  Medical  Association  in  a  recent  study  concluded  that: 

If  national  or  state  funding  regulations  .  .  .  deter  or  delay  women  from  seeking 
an  early  termination  of  pregnancy  .  .  .  then  more  women  are  likely  to  bear 
unwanted  children,  continue  a  potentially  health-threatening  pregnancy  to  term, 
or  undergo  abortion  procedures  that  would  endanger  their  health.8 

Forced  Pregnancy  and  Childbearing 

Some  women  who  are  denied  access  to  abortion  will  be  forced  to  carry  unwanted 
pregnancies  to  term.    Forced  continued  pregnancy  subjects  women  to  serious  physical  risks 
and  burdens  that  range  from  prolonged  discomfort  and  pain  to  a  substantial  risk  of  medical 
complications,  and  even  death.    For  healthy  women,  the  risks  increase  if  the  pregnancy  was 
unintended  and  the  woman  is  forced  to  carry  to  term  against  her  will.'   Even  in  cases  where 
a  pregnancy  is  wanted  and  planned,  the  onset  or  worsening  of  a  disease  or  medical  condition 
may  create  a  need  for  abortion.    Among  the  medical  conditions  that  present  increased  risks  to 
women's  health  during  pregnancy  —  sometimes  to  the  point  of  threatening  the  woman's  life  -- 
are  preeclampsia,  cardiovascular  disease,  cancer,  high  blood  pressure,  kidney  disease, 
immunological  disorders,  asthma,  diabetes,  and  AIDS.10  For  many  women  faced  with  these 
conditions,  abortion  is,  at  times,  the  only  procedure  that  can  safeguard  their  health. 

Risky  Delay 

Excluding  coverage  would  increase  the  health  risks  for  women  who  terminate  their 
pregnancies  by  imposing  financial  and  other  constraints  that  cause  risky  delays.    Although  a 
first  or  second  trimester  abortion  is  substantially  safer  than  childbirth,  after  eight  weeks  the 
risks  of  death  or  major  complications  from  abortion  significantly  increase  for  each  week  of 
delay."   Financial  obstacles  often  require  women  to  delay  their  abortions.    Approximately 
half  of  the  women  who  obtained  abortions  after  16  weeks  of  pregnancy  were  delayed  by  the 
difficulties  of  raising  money  to  pay  for  the  procedure.12  Low-income  women  on  average 
obtain  their  abortions  two  to  three  weeks  later  than  middle-  or  upper-income  women." 
Even  women  of  means  may  be  forced  to  delay  their  abortions  while  looking  for  a  provider. 
The  American  Medical  Association  recently  concluded  that  "as  access  to  safer,  earlier  legal 
abortion  becomes  increasingly  restricted,  there  is  likely  to  be  a  small  but  measurable  increase 
in  mortality  and  morbidity  among  women  in  the  United  States."14 

Unsafe  Abortion 

Any  government  policy  that  limits  access  to  safe  and  legal  abortion  services  will 
threaten  women's  health  by  forcing  some  women  to  resort  to  unsafe  alternatives.    Lack  of 
insurance  coverage  led  an  estimated  2,000  women  to  seek  illegal  abortions  during  the  first 
year  in  which  federal  coverage  for  abortion  was  prohibited.15   When  legal  abortion  became 
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widely  available  in  the  United  States  as  a  result  of  Roe  v.  Wade,  the  number  of  abortion- 
related  deaths  dropped  sharply  and  non-fatal  complications  of  abortion  diminished  as  well.16 
Between  1972  and  1974  the  total  number  of  reported  abortion  deaths  declined  from  88  to 
48,  and  reported  deaths  from  illegal  abortions  declined  from  39  to  5.17  Between  1973  and 
1985  there  was  more  than  a  fivefold  decline  in  the  number  of  deaths  per  100,000 
abortions.18   Women  who  are  unable  to  locate  trained  physicians  willing  to  provide  abortion 
services  or  are  unable  to  afford  the  cost  of  purchasing  services  not  provided  in  the  benefits 
package  would  be  forced  to  turn  to  self-induced  or  unsafe,  illegal  abortion. 


The  Shortage  of  Abortion  Providers 

Excluding  coverage  for  abortion  from  the  comprehensive  benefits  package  mandated 
under  the  health  care  reform  program  would  also  exacerbate  the  already  severe  shortage  of 
abortion  providers,  further  isolate  physicians  who  perform  abortions,  and  deter  medical 
schools  from  providing  training  in  the  procedure.    In  83%  of  counties  in  the  United  States 
not  a  single  physician  offers  abortion  services;  North  Dakota  and  South  Dakota  have  only 
one  abortion  provider  each.    Anti -choice  extremists  across  the  country  are  using  violence, 
threats  and  intimidation  to  pressure  physicians  to  abandon  their  abortion  practices.    The 
American  Medical  Association  concluded  in  a  recent  study  that  "a  reduction  in  the  number 
and  geographic  availability  of  abortion  providers,  and  a  reduction  in  the  number  of 
physicians  who  are  trained  and  willing  to  perform  first-  and  second-trimester  abortions  have 
the  potential  to  threaten  the  safety  of  induced  abortion."19  Just  such  a  dangerous  reduction 
in  the  availability  of  providers  can  be  expected  if  the  national  health  care  package  isolates 
and  excludes  abortion  from  the  basic  benefits  package. 

The  dramatic  decline  in  the  number  of  abortion-related  deaths  after  abortion  became 
legal  and  available  in  the  United  States  was  in  part  due  to  an  increase  in  the  number  of 
residency  programs  offering  training  in  abortion  procedures  and  training  opportunities  for 
practicing  physicians.20  Since  1985,  however,  such  training  opportunities  have  substantially 
decreased.    The  number  of  obstetrics-gynecology  residency  programs  that  routinely  offer 
training  in  first  trimester  abortions  declined  from  23%  in  1985  to  12%  in  1992;  the  number 
providing  training  for  second  trimester  abortions  fell  from  23%  to  7%.21   Although  abortion 
is  one  of  the  most  common  surgical  procedures  women  undergo,  more  than  one-fourth  of 
obstetrics  and  gynecology  residency  programs  offer  no  abortion  training.22   Anti-abortion 
extremists  are  targeting  medical  schools  in  an  attempt  to  eliminate  all  abortion  training.23 
Excluding  abortion  from  the  comprehensive  benefits  package  would  further  stigmatize  the 
abortion  procedure  and  diminish  abortion  training  opportunities  in  the  nation's  medical 
schools. 


Conclusion 

A  national  health  care  reform  program  that  based  coverage  for  pregnancy-related 
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medical  services  on  political  preferences  and  not  on  the  medical  needs  and  condition  of  the 
individual  pregnant  woman  would  significandy  limit  women's  ability  to  protect  their  health 
and  well-being.   Excluding  abortion  services  would  have  the  tragic  effect  of  transforming 
much-needed  health  care  reform  into  a  dangerous  and  discriminatory  denial  of  women's  basic 
health  care  needs. 
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Mr.  Waxman.  Miss  Johnson,  do  you  want  to  pull  the  microphone 
over  to  you? 

STATEMENT  OF  JANE  JOHNSON 

Ms.  JOHNSON.  Congressman  Waxman,  I  would  like  to  join  the 
chorus  of  people  representing  the  interests  of  women  who  talk 
about  our  gratitude  for  your  persistence  in  supporting  women's 
health  and  welfare  issues. 

I  am  Jane  Johnson,  vice  president  of  Planned  Parenthood  Fed- 
eration of  America,  and  I  am  honored  to  speak  today  for  164  affili- 
ates with  922  centers  nationwide  that  make  Planned  Parenthood 
the  largest  private  provider  of  reproductive  health  services. 

Planned  Parenthood's  mission  is  to  eliminate  barriers  to  repro- 
ductive health  care  to  all  Americans  and  to  provide  care  to  the 
most  vulnerable  populations,  including  low-income  women  and  ado- 
lescents. Seventy  percent  of  our  patients  have  incomes  at  or  below 
150  percent  of  poverty.  More  than  3  million  patients  come  to  us 
yearly  for  family  planning,  gynecological  care,  screening  for  cancer 
and  infectious  diseases,  abortions,  prenatal  care  and  other  clinical 
counseling  and  educational  services.  Another  2  million  benefit  from 
our  education  and  training  programs. 

On  behalf  of  our  affiliates  and  the  patients  we  serve  I  would  like 
to  applaud  the  Clinton  administration  and  all  who  are  working 
with  it  for  addressing  the  critical  need  for  health  care  reform.  We 
are  submitting,  as  you  know,  a  longer  statement. 

First,  Mr.  Chairman,  I  am  compelled  to  discuss  the  importance 
of  expanding  and  preserving  care  for  vulnerable  populations,  those 
persons  whose  health  is  most  at  risk  for  reasons  of  age,  race,  eco- 
nomics, geography,  sociology,  language  or  literacy.  It  is  essential 
that  the  plan  create  no  new  barriers  such  as  an  unaccustomed  ne- 
gotiation through  an  HMO  or  health  plan.  Disruption  in  estab- 
lished care  can  doom  the  rightful  objectives  of  increased  access  to 
prevention  services. 

We  applaud  the  plan's  designation  of  essential  community  pro- 
viders for  family  planning  clinics  that  receive  title  X  funds,  but  in 
your  State,  Mr.  Chairman,  many  of  the  best  providers  of  family 
planning  to  low-income  women  rely  merely  upon  State  funds,  not 
title  X.  It  is  important  not  to  exclude  others  who  furnish  critical 
care  to  vulnerable  populations.  Community  providers  who  receive 
significant  public  health  funds,  State  or  Federal,  who  serve  low-in- 
come patients,  should  automatically  be  deemed  essential  commu- 
nity providers. 

It  is  equally  essential,  we  believe,  that  reproductive  health  serv- 
ices be  continued  categorically  until  it  is  demonstrated  that  inte- 
grated plans  serving  vulnerable  population  is  fully  up  and  running. 
We  believe  the  plan  to  phase  out  these  designations  after  5  years 
is  unrealistic  and  urge  the  committee  to  extend  that  limit. 

Among  the  most  vulnerable  populations  needing  reproductive 
health  care  is  adolescents,  for  whom  the  greatest  barrier  to  getting 
pregnancy  avoidance  services  often  is  the  fear  of  disclosure.  The 
Health  Security  Act  addresses  the  confidentiality  of  the  medical 
records  which  is  essential  as  a  first  step.  However,  to  make  real 
the  all-important  ability  of  all  patients  to  receive  confidential  care, 
the  legislation  must  make  certain  that  the  mechanics  of  coverage 
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such  as  billing  and  reimbursement  not  sabotage  patients  for  whom 
assurance  of  confidentiality  directly  determines  the  utilization. 

Any  practice  that  places  American  adolescents  more  at  risk  of 
unintended  pregnancy  or  a  sexually  transmitted  infection  would  be 
a  disastrous  setback  of  an  objective  of  an  improved  health  care  sys- 
tem. Initiatives  in  the  Act  to  establish  school-based  or  school-linked 
services,  on  the  other  hand,  we  recommend  be  confidential  and  in- 
clude the  provision  or  referral  for  the  full  range  of  reproductive 
services  consistent  with  public  health  objectives. 

Next,  Mr.  Chairman,  is  the  issue  of  covered  services.  To  its  cred- 
it, the  comprehensive  benefit  package  outlined  in  HSA  proposes 
universal  coverage  of  preventative  reproductive  health  services 
which,  for  most  women,  constitutes  the  bulk  of  their  health  care 
needs.  As  you  know,  Mr.  Chairman,  this  kind  of  preventative  care 
has  not  been  supported  by  private  health  insurance  despite  its  doc- 
umented cost  effectiveness. 

Ill-advisedly,  the  administration  plan  requires  copayments  and 
deductibles  for  these  services.  In  contrast,  Congress  has  placed  a 
high  priority  on  enabling  women  to  avoid  unintended  childbearing, 
which  is  why  there  is  a  90  percent  federally  matched  family  and 
planning  services  under  Medicaid  and  why  Congress  wisely  re- 
sisted efforts  by  prior  administrations  to  water  down  the  categor- 
ical title  X  family  planning  program. 

Consistent  with  that  history  I  urge  the  question  to  broadly  define 
family  planning  services  as  they  are  framed  under  title  X  and  to 
make  access  to  those  drugs,  services  and  devices  exempt  from 
copayments  and  deductibles  as  it  does  with  prenatal  care.  Both 
services  are  key  to  the  health  of  women  and  children,  and  neither 
is  susceptible  to  overutilization. 

And  because  contraceptives  sometimes  fail,  we  urge  the  question 
to  follow  the  President's  lead  and  keep  abortion  in  the  plan. 

In  closing,  let  me  say  that  we  commend  the  efforts  of  the  admin- 
istration and  those  who  work  with  them  to  move  further.  When  we 
have  adequate  family  planning,  Mr.  Chairman,  then  and  only  then 
can  all  Americans  thoughtfully  contemplate  when  and  if  to  parent, 
the  most  important  decisions  human  beings  are  called  on  to  make. 

Thank  you. 

Mr.  Waxman.  Thank  you  very  much,  Miss  Johnson. 

[The  prepared  statement  of  Ms.  Johnson  follows:] 
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Mr.  Chairman,  and  members  of  the  Subcommittee  on  Health  and  the  Environment,  I  am 
appearing  on  behalf  of  Dr.  Pamela  Maraldo,  President  of  Planned  Parenthood 
Federation  of  America.  The  mission  of  Planned  Parenthood  is  to  provide  access  to 
comprehensive  reproductive  health  care  to  all  Americans,  and  especially  to  the  most 
vulnerable  populations,  such  as  low-income  women  and  teenagers.  With  its  164  affiliates 
operating  922  clinics  nationwide,  PPFA  is  one  of  the  nation's  larger  health  care 
networks,  with  more  than  three  million  patient  visits  each  year  for  family  planning,  well- 
woman  gynecological  care,  screening  for  cancer  and  infectious  diseases,  abortion,  other 
pregnancy-related  care,  and  other  services.  Nearly  two  million  others  benefit  from 
outreach  and  education  programs  operated  by  our  affiliates. 

Real  access  to  health  is  a  multifaceted  concept  that  includes  making  care  available  when 
needed  regardless  of  a  patient's  income  or  geographic  location.  Yet,  ensuring  true  access 
also  necessitates  lowering  social  barriers  and  guaranteeing  access  to  confidential  care 
delivered  by  a  provider  a  patient  can  trust.   Planned  Parenthood  affiliates  are  pledged  to 
address  all  these  facets  of  guaranteeing  access  to  reproductive  health  care  services. 

On  behalf  of  our  affiliates  and  the  patients  we  serve,  I  would  like  to  applaud  the  Clinton 
administration,  and  all  who  are  working  with  it,  for  addressing  these  important  and  very 
difficult  issues. 


Crucial  improvements  that  would  be  made  bv  the  Health  Security  Act 

In  terms  of  ensuring  the  accessibility  of  health  care  services  in  general  in  this  country, 
passage  of  the  Health  Security  Act  (HSA)  would  be  a  giant  step  forward.  The  legislation 
would  ensure  coverage  for  all  legal  residents  of  the  United  States,  a  long-sought  goal. 
Even  further,  the  plan  would  ban  limits  on  coverage  of  pre-existing  medical  conditions  as 
well  as  the  imposition  of  waiting  periods  before  coverage  commences.  Together,  these 
two  steps  would  greatly  improve  the  lives  and  increase  the  security  of  millions  of 
Americans  who  live  in  fear  that  illness  can  wipe  out  the  life's  work  of  entire  families. 

Further,  the  legislation  would  greatly  improve  coverage  of  reproductive  health  care  for 
many  in  several  ways.  First  and  foremost,  HSA  would  greatly  expand  coverage  of 
preventive  health  care  services,  a  category  of  health  care  that  traditionally  has  been 
excluded  by  many  private  health  insurance  policies.  Preventive  services  are  key  to  our 
common  goal  of  improving  health  status  in  this  country. 

To  its  great  credit,  the  comprehensive  benefit  package  outlined  in  HSA  would  include 
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coverage  of  family  planning  services,  although  what  would  be  included  under  that  rubric 
remains  somewhat  unclear.   Abortion  services  are  also  implicitly  included  in  the 
comprehensive  package  that  all  health  plans  would  be  required  to  offer. 

Further,  the  legislation  would  require  all  health  plans  to  make  all  covered  services 
available  to  all  its  enrollees.  According  to  HSA,  "each  health  plan  must  enter  into  such 
agreements  with  health  care  providers  or  have  such  other  arrangements  as  may  be 
necessary  to  assure  the  provision  of  all  services  covered  by  the  comprehensive  benefit 
package  to  eligible  individuals  enrolled  with  the  plan."  This  would  mean  that  a  plan  in 
which  none  of  the  participating  physicians  is  willing  to  provide  abortion  services,  for 
example,  would  be  obligated  to  refer  women  elsewhere  for  the  services,  and  pay 
providers  for  their  care.  Both  regional  health  alliances  and  states  would  be  able  to  "de- 
certify" health  plans  that  fail  to  make  all  mandated  services  available. 

Second,  HSA  explicitly  covers  "services  of  health  professionals,"  a  term  that 
acknowledges  the  vital  role  played  by  such  nonphysician  providers  as  nurse  midwives  and 
nurse  practitioners  in  the  delivery  of  high-quality  and  affordable  reproductive  health 
care.   Under  the  plan,  states  would  be  prohibited  from  adopting  arbitrary  bans  on  the 
provision  of  services  by  nonphysicians,  and  would  be  limited  to  those  restrictions  that 
could  be  justified  by  the  "skill  and  training"  of  providers. 

A  third  major  innovation  that  would  be  made  by  HSA  is  the  acknowledgement  of 
nonmedical  services.   Under  the  plan,  "consultation"  is  specifically  listed  as  a  covered 
health  professional  services.   Further,  health  care  plans  would  be  permitted,  but  not 
required,  to  offer  health  education  classes.   These  related  services  -  counseling, 
education  and  information  programs  -  are  vital  to  ensuring  the  ability  of  patients  to 
obtain  and  utilize  reproductive  health  care  services  effectively. 

Last,  we  applaud  the  HSA's  recognition  of  recipients  of  funds  under  the  Title  X  national 
family  planning  program  as  "essential  community  providers."  The  recognition  afforded 
these  providers  will  allow  them,  to  continue  to  play  a  vital  role  in  the  delivery  of 
reproductive  health  care  services  to  the  most  vulnerable  populations  as  we  move 
together  into  this  new  era.  The  designation  as  essential  providers  will  also  allow  these 
providers  to  continue  to  provide  an  avenue  for  direct  access  to  needed  services  for 
patients,  without  always  securing  the  consent  of  a  gatekeeper,  a  possibly  difficult,  time- 
consuming  and  sometimes  unnecessary  intermediate  step  that  could  serve  as  an  obstacle 
in  the  path  of  some  needing  care.   Further,  these  providers  would  be  able  to  continue  to 
serve  as  a  source  of  confidential  care  for  patients  --  including  teenagers,  spouses  and 
others  -  who  would  be  unwilling  to:  seek  care  under  different  circumstances. 

Continuing  Concerns 

Despite  these  acknowledged  and  important  improvements  that  would  be  made,  HSA 
raises  several  unanswered  questions,  and  leaves  some  important  gaps  in  its  coverage  of 


159 


comprehensive  reproductive  health  care.  While  the  plan  delineates  the  contents  of  a 
mandated  benefit  package,  several  key  details  remain  unclear, 

♦    Covered  services 

A  major  concern  involves  coverage  of  family  planning  services.   Under  the  rubric  of 
"family  planning  services  and  services  to  pregnant  women,"  HSA  explicidy  includes  only 
"voluntary  family  planning  services"  and  devices  that  are  subject  to  FDA  approval.  The 
prescription  and  nonprescription  drugs  that  are  vital  to  family  planning  are  not 
mentioned.  According  to  several  participants  in  the  formulation  process,  nonprescription 
methods  -  such  as  contraceptive  jelly  and  foam  -  would  not  be  covered  under  the  plan 
at  all.  Prescription  drugs,  such  as  oral  contraceptives,  which  are  used  by  31  percent  of 
contraceptive  users,  or  nearly  11  million  nationwide,  would  be  covered  but  under  the 
category  of  outpatient  prescription  drugs  rather  than  family  planning  services. 

This  is  problematic  for  three  reasons.   First,  the  high  cost  of  the  overall  prescription  drug 
benefit  inevitably  will  lead  some  to  seek  its  removal  from  the  plan,  or  a  drastic 
curtailment  of  its  scope.  Second,  anecdotal  reports  appear  to  indicate  that  some  current 
private  insurance  policies  that  cover  prescription  drugs  nonetheless  do  not  include 
coverage  of  oral  contraceptives.  Thus,  coverage  of  oral  contraceptives  under  the 
prescription  drug  cannot  be  ensured  unless  that  inclusion  is  specified  in  the  plan. 

Last,  under  the  higher  cost  sharing;  plans  that  would  be  offered  under  HSA,  the 
prescription  drug  benefit  would  be  subject  to  a  separate  deductible  of  $250,  leaving  a 
family  planning  patient  having  to  meet  two  deductibles  before  coverage  commences. 
This  could  easily  become  an  insurmountable  obstacle  to  many  patients,  and  could  in  fact 
lead  some  patients  to  choose  a  less  effective  or  less  appropriate  method  of  contraception. 

In  order  to  offer  meaningful  coverage  of  family  planning  services,  including  a  method 
such  as  oral  contraceptives  -  which  is  widely  used  and  extremely  effective  in  preventing 
unintended  pregnancies  -  the  definition  of  covered  family  planning  services  needs  to  be 
broadened  to  include  coverage  of  contraceptive  drugs,  devices  and  supplies.  In  crafting 
such  a  definition,  I  suggest  the  Congress  look  to  a  program  very  familiar  to  this 
subcommittee,  Title  X  of  the  Public  Health  Services  Act,  which  is  the  primary  federal 
family  planning  program.  The  guidelines  drafted  by  the  Public  Health  Service  for  that 
program  uses  this  definition: 

"...  Medical  services  related  to  family  planning  (including  physician's  consultation, 
examination,  prescription,  and  continuing  supervision,  laboratory  examination, 
contraceptive  supplies)  and  necessary  referral  to  other  medical  facilities  when  medically 
indicated,  and  provide  for  the  effective  usage  of  contraceptive  drugs  and  devices." 

In  addition,  the  program  calls  for  social  services  related  to  family  planning  and  ancillary 
services  which  may  be  needed  to  facilitate  clinic  attendance. 
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A  further  problem  in  the  comprehensive  benefit  package  spelled  out  in  the  legislation 
occurs  in  its  treatment  of  sexually  transmitted  diseases  and  infections.  With  no 
explanation,  the  legislation  opts  not  to  use  the  traditionally  used  term  "STDs,"  choosing 
instead  a  new,  and  as  yet  undefined,  term,  "fertility-related  infectious  illness."    Use  of 
this  terms  poses  two  potential  problems.  First,  the  only  women  eligible  for  annual 
screening  for  chlamydia  and  gonorrhea  would  be  "women  who  have  reached  childbearing 
age  and  who  are  at  risk  of  fertility  related  infectious  illness."  Whether  this  would  be 
interpreted,  in  actual  use,  to  permit  annual  screening  for  all  women  of  childbearing  age 
is  not  known.  If  the  term  is  narrowly  interpreted,  annual  screening  would  depend  on 
whether  an  individual  is  designated  as  being  "at  risk,"  a  designation  that  could  be 
interpreted  by  some  as  having  a  pejorative  connotation. 

In  addition,  not  all  sexually  transmitted  diseases  can  be  considered  to  be  "fertility  related 
infectious  illnesses."  Such  a  term  could  preclude  routine  screening  for  conditions  such  as 
syphilis,  a  step  that  would  have  clear  and  dangerous  public  health  ramifications.  To 
offer  coverage  for  all  these  important  public  health  problems  and  to  provide  screening 
for  all  these  conditions  for  all  in  need,  the  legislation  should  offer  routine  screening  for 
all  sexually  transmitted  diseases  and  infections  for  all  sexually  active  men  and  women. 

Included  among  the  unanswered  questions  that  must  be  resolved  is  the  question  of 
coverage  of  mammograms  for  women  under  age  50.  We  hope  that  coverage  for 
mammograms  would  be  made  available  to  all  women  for  whom  the  procedure  can  be 
considered  efficacious. 

As  the  term  "family  planning  services"  is  not  fully  defined  in  the  legislation,  neither  is  the 
term  "services  for  pregnant  women",  an  unfortunate  move  that  leaves  the  inclusion  of 
abortion  services  implicit  rather  than  explicit  It  appears  that  abortion  is  already  covered 
in  most  health  insurance  plans  available  to  private  employees  today.  Certainly  it  should 
be  covered  in  any  national  plan. 

A  separate  problem  is  raised  by  the  scope  of  the  maternity  care  services  that  would  be 
covered  for  pregnant  women.   Under  the  current  construct  of  the  bill,  the  expanded 
benefit  package  that  was  made  available  to  low-income  pregnant  women  in  most  states 
as  a  result  of  the  Medicaid  expansions  of  the  1980s  would  be  limited  to  women  who  are 
eligible  for  cash  payments  under  Aid  to  Families  with  Dependent  Children  (AFDC). 
These  important  expanded  benefits  might  not  be  made  available  to  low-income  women 
who  are  ineligible  for  AFDC  including  low-income  women  with  incomes  above  the 
extremely  low  state-set  AFDC  levels  or  low-income  women  pregnant  with  their  first 
child. 

•  Importance  of  confidentiality 

A  guarantee  of  confidentiality  is  crucial  to  the  delivery  of  reproductive  health  care 
services,  and  a  guarantee  of  confidentiality  is  vital  to  the  development  of  a  relationship 
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of  trust  between  a  patient  and  a  reproductive  health  care  provider.    While  the  HSA 
does  address  the  very  important  issue  of  confidentiality  of  medical  records  -  a  significant 
concern  given  the  development  of  the  simplified  and  uniform  systems  contemplated  by 
the  plan  -  equal  attention  is  not  given  to  issues  regarding  the  delivery  of  confidential 
medical  services.  These  issues  are  crucial  to  reproductive  health  care  services,  because 
of  the  need  for  teenagers,  as  well  as  other  family  members,  to  receive  confidential  care. 
Any  insurance  mechanism  in  which  enrollment,  billing  or  reimbursement  is  based  on  a 
family  unit  raises  important  confidentiality  concerns  that  must  be  addressed  to  ensure 
that  all  individuals,  including  teenagers  as  well  as  spouses,  will  be  willing  to  seek  out 
and  receive  needed  care  without  necessary  delays. 

However,  to  make  the  all-important  ability  of  patients  to  receive  confidential  care  a 
reality,  the  legislation  must  include  explicit  provisions  guaranteeing  that  the  mechanics  of 
coverage,  such  as  billing  and  reimbursement,  not  act  as  barrier  to  patients  needing 
confidential  services. 

•  Essential  community  providers 

As  mentioned  above,  we  applaud  the  designation  of  recipients  of  Title  X  funds  as 
essential  community  providers.  Title  X  grantees  are  a  vital  part  of  the  existing  network 
of  community  based  providers  that  provide  direct,  low-cost  and  confidential  care  to 
millions  of  patients,  including  many  of  this  nation's  most  vulnerable  populations. 
However,  to  make  our  common  dream  of  unimpeded  access  to  care  a  reality,  the 
provisions  concerning  essential  community  providers  must  be  broadened  to  include 
family  planning  providers  funded  by  Title  XX  of  the  Social  Security  Act,  the  Social 
Services  block  grant,  that  are  a  major  source  of  family  planning  services  in  many 
locations  nationwide.  In  addition,  where  states  have  made  major  contributions  to 
subsidized  family  planning  services,  as,  for  example,  in  California,  state-funded  programs 
should  be  deemed  essential  providers,  perhaps  in  cooperation  with  national  organizations 
that  oversee  their  medical  standards  and  monitor  the  populations  served. 

•  Cost-sharing  provisions 

In  line  with  both  the  emphasis  of  the  plan  on  the  accessibility  of  preventive  care  and  oft- 
repeated  claims  by  the  administration  that  the  HSA  emphasizes  family  planing  services 
as  a  way  to  reduce  unintended  pregnancy  and  the  need  for  abortion,  the  plan  should 
place  no  cost-related  obstacles  in  the  paths  of  patients  seeking  care. 

It  is  vital  that  family  planning  be  recognized  in  the  legislation  as  the  vital  preventive 
health  care  service  that  it  undeniably  is.    Congress  has  recognized  this  in  the  past  by 
reimbursing  the  states  for  Medicaid  family  planning  services  at  a  90%  match  rate,  and  by 
passing  and  preserving  a  categorical  federal  family  planning  program.  Title  X  of  the 
Public  Health  Services  Act.  In  line  with  the  overarching  goal  of  the  legislation  to 
encourage  rather  than  discourage  the  receipt  of  preventive  services,  family  planning, 
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along  with  prenatal  and  postnatal  care,  must  be  exempt  from  any  cost-sharing  that  could 
place  an  impediment  in  the  path  of  patients  seeking  these  vital  services. 

Copayments  would  pose  a  particular  hardship  for  women  who  had  been  eligible  for 
Medicaid  under  the  so-called  Medicaid  expansions  based  solely  on  their  income  rather 
rht»n  their  eligibility  for  welfare.  These  women  would  have  been  eligible  for  family 
planning  services  during  the  60-day  postpartum  period  with  no  copayments  (since  the 
Medicaid  statute  specifically  prohibits  the  imposition  of  copayments  for  family  planning 
services).  These  women  would  now  find  themselves  subject  to  copayments  that  could 
cause  them  to  delay,  or  even  forego,  obtaining  the  care  they  need. 

Another  provision  of  the  legislation  that  could  put  covered  services  out  of  the  reach  of 
many  is  the  requirement  that  mosi  families  contribute  to  the  cost  of  the  coverage  itself 
by  paying  a  share  of  the  insurance  premiums.  Again,  many  women  currently  covered  by 
Medicaid  as  a  result  of  the  Medicaid  expansions  could  be  extremely  hard  hit  by  these 
provisions.  These  expansions  require  states  to  provide  Medicaid  coverage  to  pregnant 
women  with  incomes  up  to  133  percent  of  poverty  nationwide,  and  give  states  the  option 
to  offer  coverage  to  women  with  incomes  up  to  185  percent  of  poverty.  Under  the  HSA, 
pregnant  women  with  incomes  between  150  percent  of  poverty  and  185  percent  (as  is 
the  case  in  22  states  and  the  District  of  Columbia)  would  lose  publicly  subsidized  care 
entirely;  pregnant  women  with  incomes  between  AFDC  levels  and  150  percent  of  poverty 
would  face  a  greatly  reduced  public  subsidy.  Families  in  these  income  brackets  could  be 
hard-pressed  to  make  these  payments  and  could  be  forced  to  make  difficult  tradeoffs 
that  are  not  always  in  the  interest  of  their  children  in  order  to  do  so. 

•    Public  health  initiative 

Planned  Parenthood  applauds  the  concept  behind  the  Administration's  proposed  set  of 
public  health  initiatives,  and  is  especially  pleased  to  see  such  a  strong  focus  on 
preventive  health  care,  a  set  of  services  we  have  long  recognized  as  crucial  and  deserving 
of  ""ublic  support  and  recognition.  We  are  pleased  by  the  recognition  of  the  importance 
of  services  to  teenagers  as  indicated  by  the  plan  to  establish  school-based  health  services. 
The  importance  of  offering  needed,  confidential  care  to  these  teenagers  cannot  be 
overstated.  We  urge  the  Congress  to  insure,  however,  that  school-based  or  school-linked 
providers  must  offer  or  refer  for  the  full  range  of  services  contemplated  in  the  benefit 
package. 

While  we  support  the  concepts  underlying  these  initiatives,  we  have  several  concerns 
about  the  implementation  of  these  plans.   First,  we  hope  that  the  implementation  of 
these  plans  will  not  result  in  a  diminution  of  public  support  for  already  existing 
community  based  public  health  providers,  such  as  family  planning  clinics.  As 
acknowledged  by  their  designation  as  "essential  community  providers,"  these  clinics  play  a 
vital  role,  and  a  role  that  is  likely  to  continue  long  after  the  enactment  of  the  Health 
Security  Act,  as  providers  of  confidential  care  to  vulnerable  populations  such  as 
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teenagers,  low-income  patients,  noncitizens  and  others  with  special  needs. 

Second,  while  we  understand  the  intention  behind  the  recommendation  that  this  special 
community  provider  status  sunset  in  five  years,  we  think  the  reality  is  that  it  will  take 
longer  to  have  these  programs  fully  up  and  running.  To  be  sure  that  no  one  falls 
through  the  cracks  in  this  tooling  up  period,  we  urge  the  extension  of  that  expiration 
date  to  at  least  10  years. 

Finally,  it  is  vital  that  the  categorical  grant  programs  supporting  these  essential  providers 
--  including  not  only  the  Title  X  family  planning  program  but  also  programs  supporting 
community  and  migrant  health  centers,  HTV  programs,  and  other  community-based 
health  care  providers  ~  be  continued  as  tuch,  rather  than  transformed  into  block  grants, 
a  change  that  would  leave  these  programs  --  and  these  essential  providers  ~  subject  to 
the  uneven  degrees  of  commitment  existing  in  different  states.   Only  the  continuation  of 
these  programs  will  allow  these  providers  to  continue  to  be  there  to  provide  the 
populations  in  need,  as  well  as  others  who  are  not  covered  under  the  guarantees  offered 
to  citizens  in  the  HSA,  with  appropriate,  sensitive  and  confidential  care. 

In  closing,  let  me  say  once  again  that  we  applaud  the  efforts  of  the  administration  and  all 
who  worked  with  them  to  move  us  farther  down  the  road  toward  comprehensive  health 
care  reform  than  we  have  ever  been  before.  We  look  forward  to  working  will  the 
administration  and  Congress  to  make  this  common  dream  a  reality,  and  to  ensure  that 
all  individuals  in  need  have  complete  and  unfettered  access  to  the  appropriate  and 
comprehensive  array  of  reproductive  health  care  that  is  a  vital  component  of  overall 
health  care. 
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Mr.  Waxman.  Miss  DeSarno. 

STATEMENT  OF  JUDITH  M.  DeSARNO 

Ms.  DeSarno.  Mr.  Chairman,  my  name  is  Judith  DeSarno,  and 
I  am  president  and  CEO  of  the  National  Family  Planning  and  Re- 
productive Health  Association.  NFPRHA  represents  the  full  spec- 
trum of  publicly  funded  family  planning  providers  which  include 
over  4,000  clinics  serving  more  than  4  million  women  and  adoles- 
cents annually. 

We  are  pleased  that  the  Health  Security  Act  recognizes  that 
there  is  nothing  more  fundamental  than  the  right  and  ability  of  a 
woman  to  determine  when  and  whether  to  have  a  child. 

Our  first  concern  is  the  notable  absence  of  the  coverage  of  contra- 
ceptive supplies.  While  supplies  such  as  oral  contraceptives  may  be 
covered  under  the  section  prescription  drugs,  we  are  reluctant  to 
make  this  assumption  because  the  pill  is  the  most  popular  and 
often  the  most  expensive  method  of  birth  control  in  the  United 
States.  And  if  the  pill  is  approved  for  sale  over  the  counter  the  loss 
of  coverage  could  put  this  choice  out  of  reach  for  many  poor  women, 
certainly  not  the  intent  of  the  authors  of  this  bill. 

We  object  to  failure  to  classify  family  planning  services  as  clini- 
cal prevention  services  which  are  exempt  from  copayments  and 
deductibles.  Even  the  poorest  women,  those  who  now  receive  free 
services  and  supplies  at  title  X  clinics  would  be  expected  to  contrib- 
ute to  the  cost  of  family  planning  services. 

For  our  clients,  most  of  whom  are  not  eligible  for  AFDC  or  SSI, 
the  minimum  payments  would  be  $10  per  visit  and  $5  per  prescrip- 
tion. While  this  may  not  seem  burdensome,  it  would  be  a  signifi- 
cant price  for  the  poor  women  we  traditionally  serve. 

Even  for  middle-income  women,  these  cost-sharing  requirements 
would  serve  as  powerful  deterrents.  Women  enrolled  in  a  high  cost- 
sharing  plan  would  pay  20  percent  of  the  cost  of  the  family  plan- 
ning visit,  20  percent  of  the  cost  of  prescription  drugs  or  devices 
and  would  have  to  meet  a  $250  deductible  for  prescription  drugs. 

For  women  who  would  like  to  use  Norplant,  Depo-Provera  or  the 
pill,  these  costs  could  add  up  to  several  hundred  dollars,  a  signifi- 
cant disincentive.  We  fervently  believe  the  failure  to  acknowledge 
the  preventative  nature  of  family  planning  denies  women  unfet- 
tered access  to  those  services  which  determine  the  most  fundamen- 
tal decisions  we  make  in  our  lives,  decisions  about  childbearing. 

Given  the  high  cost  of  unintended  pregnancy,  this  decision  to  re- 
quire cost  savings  is  shortsighted.  It  also  undermines  this  adminis- 
tration's stated  support  for  family  planning.  Tim  Wirth,  States  De- 
partment counselor,  recently  stated  by  the  year  2000  family  plan- 
ning services  should  be  available  to,  quote,  every  woman  in  the 
world  who  wants  them.  The  Health  Security  Act  must  guarantee 
no  less. 

We  are  pleased  that  title  X  clinics  have  been  designated  as  es- 
sential community  providers  under  the  plan  and  that  women  will 
be  able  to  receive  services  at  title  X  clinics  without  gatekeeper  ap- 
proval. However,  the  provision  does  not  capture  the  universe  of 
providers  of  family  planning  services  to  low-income  populations. 
Many  clinics  that  do  not  receive  title  X  funds  do  receive  the  bulk 
of  their  funding  from  other  public  source  else,  such  as  States  or 
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title  XX.  Therefore,  it  would  be  appropriate  to  extend  the  essential 
community  provider  designation  to  those  clinics  which  receive  pub- 
lic funds  and  provide  services  to  low-income  populations. 

We  also  are  skeptical  that  the  5-year  transition  period  will  be 
sufficient  to  effectively  integrate  our  clinics  into  a  reformed  health 
care  system.  Title  X  is  a  health  care  program  that  should  serve  as 
an  example  of  what  should  be  preserved  and  assimilated  in  the  re- 
form process,  and  we  salute  you,  Mr.  Chairman,  for  making  certain 
that  it  has,  in  fact,  been  preserved. 

Our  skepticism  comes  in  part,  however,  from  our  recent  experi- 
ence with  the  transition  to  managed  care  by  many  State  Medicaid 
programs.  In  a  number  of  States  which  have  been  granted  R&D 
waivers  enrollees  in  Medicaid  managed  care  have  been  denied  the 
option  of  receiving  services  at  title  X  clinics.  This  is  a  direct  con- 
tradiction of  the  intent  of  the  essential  community  provider  provi- 
sion. 

Little  good  will  result  from  providing  translation  or  transpor- 
tation if  access  to  basic  health  services  is  reduced. 

Our  final  concern  relates  to  confidentiality.  The  act  fails  to  ac- 
knowledge that  reproductive  health  services  are  sensitive  and  re- 
quire special  protection.  We  are  especially  concerned  about  con- 
fidentiality of  services  for  adolescents  whose  parents  may  not  know 
that  they  are  sexually  active,  spouses  who  are  seeking  confidential 
services,  and  victims  of  sexual  abuse  and  incest. 

The  cost-sharing  requirements  of  the  bill  may  also  compromise 
confidentiality  of  reproductive  services. 

I  would  like  to  stress  that  title  X  clinics  have  been  providing  high 
quality,  cost  effective,  and  confidential  family  planning  services  for 
over  20  years.  It  makes  sense  to  build  on  this  foundation. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you  for  your  testimony. 

[The  prepared  statement  of  Ms.  DeSarno  follows:] 
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STATEMENT   OF   JUDITH   M.   DeSARNO 

Mr.  Chairman,  members  of  the  Subcommittee,  my  name  is  Judith  DeSamo  and  I  am 
President  and  CEO  of  the  National  Family  Planning  and  Reproductive  Health  Association. 
NFPRHA  represents  the  entire  spectrum  of  family  planning  providers,  including  state  and 
local  health  departments,  hospital-based  and  freestanding  clinics,  Planned  Parenthood  clinics, 
and  family  planning  councils.  On  behalf  of  the  more  than  4,000  publicly  funded  family 
planning  clinics  we  represent,  and  the  more  than  four  million  women  and  adolescents  these 
clinics  serve  annually,  I  am  pleased  to  appear  before  you  today. 

In  its  first  year,  the  Clinton  Administration  demonstrated  its  commitment  to  family 
planning  in  general  and  to  the  Title  X  program  in  particular.   The  infamous  "gag  rule"  was 
suspended  and  funding  increases  were  proposed  for  both  domestic  and  international  family 
planning  programs.   Most  importantly,  however,  was  this  Administration's  commitment  to 
support  a  health  plan  defined  by  access  to  universal,  affordable,  and  comprehensive  service* 
for  all  Americans.  These  are  the  principles  that  NFPRHA  has  advocated  for  over  twenty 
years. 

We  arc  particularly  pleased  that  the  Health  Security  Act  recognizes  that  there  is 
nothing  more  fundamental  than  the  right  and  ability  of  a  women  to  determine  when  and 
whether  to  have  a  child.  It  does  so  by  mandating  coverage  for  a  broad,  although  not 
complete,  array  of  reproductive  health  services.     Specifically,  the  Act  as  currently  drafted 
mandates  coverage  for  "voluntary  family  planning  services",  services  for  pregnant  women, 
and  prescription  contraceptive  devices.  However,  notably  absent  is  any  mention  of 
contraceptive  supplies.  While  supplies  such  as  oral  contraceptives  may  well  be  covered  under 
the  general  provision  dealing  with  prescription  drugs,  we  are  reluctant  to  make  such  an 
assumption,  particularly  given  the  importance  of  covering  the  most  popular  and  often  the 
most  expensive  method  of  birth  control  in  the  United  States-oral  contraceptives.  Further,  the 
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current  syntax  could  also  pose  a  problem  in  the  event  that  oral  contraceptives  are  approved 
for  sale  over  the  counter.   As  currendy  drafted,  the  plan  would  not  cover  over  the  counter 
oral  contraceptives,  despite  the  fact  that  the  additional  cost  to  poor  women  would  put  this 
choice  out  of  reach-something  which  was  certainly  not  the  intention  of  the  authors  of  the 
bill. 

We  also  object  to  the  failure  to  classify  family  planning  services  under  the  rubric  of 
"clinical  preventive  services,"  which  are  exempt  from  copayments  and  deductibles.   In  the 
Clinton  health  plan,  preventive  services  are  those  which  are  so  essential  both  to  individuals 
and  to  society  as  a  whole  that  it  is  inappropriate  to  allow  even  the  smallest  financial  barrier. 
Mr.  Chairman,  we  fervently  believe  that  the  failure  to  acknowledge  the  essentially  preventive 
nature  of  family  planning  translates  into  a  failure  to  offer  women  unfettered  access  to  those 
services  which  determine  the  most  fundamental  decisions  we  make  in  our  lives  —  decisions 
about  childbearing.  Given  the  dramatic  costs  associated  with  unintended  pregnancy  and 
particularly  unintended  teenage  pregnancy,  the  decision  to  require  copayments  and  deductibles 
seems  pennywise  and  pound  foolish.  Further,  it  is  critically  important  that  we  recognize  and 
by  our  official  actions  emphasize  the  importance  of  family  planning. 

Because  family  planning  services  are  not  classified  as  "clinical  preventive  services", 
they  will  be  subject  to  copayments  and  deductibles.  Even  the  poorest  women-those  who  now 
receive  services  and  supplies  at  no  charge  at  Tide  X  clinics-will  be  expected  to  contribute  to 
the  cost  of  family  planning  services  after  health  care  reform  is  implemented.  For  our 
population,  most  of  whom  are  not  eligible  for  AFDC  or  SSI,  the  minimum  payment  would  be 
$10  per  visit  and  $5  per  prescription.  While  to  most  this  may  not  seem  burdensome,  it  could 
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be  a  significant  price  for  the  poor  women  we  traditionally  serve.   Even  for  middle  income 
women,  the  copayments  and  deductibles  could  serve  as  powerful  deterrents  to  seeking  needed 
services.   For  example,  women  who  are  enrolled  in  the  high  cost  sharing  plan  would  be 
required  to  pay  20  percent  of  the  cost  of  the  family  planning  visit,  in  addition  to  20  percent 
of  the  cost  of  prescription  drugs  or  devices.   In  addition,  there  is  a  $250  deductible  for 
prescription  drugs  in  the  higher  cost  sharing  plans.   Thus,  for  women  who  would  like  to  use 
Norplant,  Depo-Provera,  or  oral  contraceptives,  these  costs  could  add  up  to  several  hundred 
dollars—a  significant  disincentive. 

Mr.  Chairman,  we  also  have  serious  concerns  about  the  essential  community  provider 
provision  of  the  bill.  We  are  pleased  that  Title  X  clinics  are  considered  to  be  "essential 
community  providers"  under  the  Plan,  and  feel  confident  that  this  provision  will  ensure  that 
women  will  be  able  to  receive  services  at  Title  X  clinics  without  gatekeeper  approval. 
However,  the  provision  as  drafted  does  not  capture  the  universe  of  providers  of  family 
planning  services  to  low  income  populations.   Many  clinics  that  do  not  receive  Title  X  funds 
do  receive  the  bulk  of  their  funding  from  other  public  sources  such  as  states  or  the  Title  XX 
Social  Services  Block  Grant  For  example,  in  California,  the  state  provides  more  funding  for 
family  planning  services  that  does  the  federal  government  and  in  Texas,  family  planning 
services  are  funded  largely  by  Tide  XX.  Therefore,  it  would  be  appropriate  to  expand  the 
essential  community  provider  designation  to  those  clinics  which  receive  public  funds  and 
provide  services  to  low  income  populations. 

We  also  are  skeptical  that  the  five  year  transition  period  will  be  sufficient  to 
effectively  integrate  our  clinics  into  a  reformed  health  care  system.  Congress  has  preserved 
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the  Title  X  program  for  over  twenty  years,  often  in  opposition  to  an  unfriendly 
Administration  —  a  fine  achievement.   It  is  a  health  care  program  that  should  serve  as  an 
example  of  what  should  be  preserved  and  assimilated  in  the  reform  process.  Our  skepticism, 
however,  comes  in  pan  from  our  recent  experience  with  the  transition  to  managed  care  by 
many  state  Medicaid  programs.   In  an  ever  increasing  number  of  states  which  have  been 
granted  Section  11  IS  research  and  demonstration  waivers,  enrollees  in  Medicaid  managed 
care  have  been  denied  the  choice  of  Title  X  clinics  as  their  service  site.  This  move  seems  to 
be  a  direct  contradiction  of  what  the  essential  community  provider  provision  seeks  to  do. 

Further,  the  bill  does  not  assure  that  categorical  funding  will  continue  over  this  same 
five  year  period  and  not  taper  off  prior  to  the  full  integration  of  the  clinics  into  the  overall 
managed  care  system.  This  is  particularly  problematic  given  that  the  Title  X  system  is 
already  far  less  extensive  than  it  needs  to  be  in  order  for  the  underserved  to  have  universal 
access  -  a  result  of  severe  budget  cuts  in  the  early  1980s.    The  shortage  of  clinics  in  our 
system  is  evident  when  you  look  at  an  area  such  as  South  Central  Los  Angeles,  the  site  of 
extreme  poverty  and  high  rates  of  unwanted  pregnancies  --  yet,  there  isn't  a  single  Title  X 
clinic  in  that  vicinity  --although  we  know  that  this  Committee  and  Representative  Maxine 
Waters  are  working  to  remedy  that  situation.  However,  it  does  point  to  the  tremendous  unmet 
need  for  family  planning  services  in  low  income  areas.  Thus,  it  is  critical  that  categorical 
funding  for  Title  X  not  be  prematurely  diminished  or  shifted  into  the  pool  designated  for 
"enabling  services"  during  the  transition.  While  we  consider  "enabling  services"  to  be  an 
important  component  of  health  care  reform,  it  does  little  good  to  offer  translation  and 
transportation  services  in  the  absence  of  health  services. 
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The  final  concern  that  we  would  like  to  address  today  is  confidentiality--a  cornerstone 
of  the  Tide  X  program.   The  Health  Security  Act  fails  to  acknowledge  that  reproductive 
health  services  are  "sensitive"  and  require  special  protectibn.  While  the  bill  generally 
guarantees  privacy  of  information  and  prohibits  unauthorized  disclosure  of  any  individually 
identified  information,  it  does  not  explicidy  preclude  notifying  parents  that  a  minor  son  or 
daughter  has  received  a  reproductive  health  service.  We  are  especially  concerned  about 
services  for  adolescents  whose  parents  may  not  know  that  they  are  sexually  active,  spouses 
who  are  seeking  confidential  services,  and  victims  of  sexual  abuse  and  incest   The  fact  that 
copayments  and  deductibles  are  required  because  family  planning  services  are  not  considered 
"clinical  preventive  services"  may  also  compromise  confidentiality  of  reproductive  health 
services. 

In  closing,  I  would  like  to  emphasize  that  Title  X  clinics  have  been  providing  high 
quality,  efficient,  effective,  low  cost,  and  confidential  family  planning  services  for  over 
twenty  years.   It  only  makes  sense  to  build  on  this  foundation  as  our  system  is  refashioned. 

Timothy  Wirth,  State  Department  Counselor,  recendy  expressed  the  Administrations 
goals  for  family  planning-saying  that,  by  the  year  2000,  family  planning  services  should  be 
available  to  "every  woman  in  the  world  who  wants  them."  The  Health  Security  Act  must 
guarantee  no  less.   We  are  looked  to  as  the  global  leader  on  issues  of  family  planning  and 
reproductive  health.  We  must  not  have  a  double  standard  for  Americans  who  both  need  and 
want  access  to  the  full  range  of  family  planning  services.  Therefore,  we  urge  the 
Administration  and  Congress  to  take  appropriate  action  to  make  sure  that  this  goal  is  realized. 
Meaningful  access  to  family  planning  services  and  supplies  —  that  is,  with  no  informational, 
financial,  or  geographic  barriers  -  must  be  our  collective  goal.  The  Health  Security  Act  goes 
a  long  way  toward  this  objective  -  and  with  the  improvements  suggested  here  today,  we 
could  begin  to  meet  this  challenge  in  our  country.   I  would  be  happy  to  meet  with  you  to 
discuss  more  specific  ways  in  which  these  objectives  can  be  met.  Thank  you. 
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Mr.  Waxman.  Ms.  Alvare. 

STATEMENT  OF  HELEN  ALVARE 

Ms.  Alvare.  Hello.  My  name  is  Helen  Alvare. 

I  am  here  on  behalf  of  the  Catholic  Bishops  of  the  United  States. 
I  thank  the  committee  for  the  invitation  to  testify  today. 

The  Catholic  Church's  support  for  health  reform — especially  for 
universal  coverage  and  special  attention  to  the  needs  of  the  poor — 
goes  back  75  years.  We  are  also  a  major  provider  of  health  care — 
last  year  serving  45  million  people  in  our  hospitals  and  facilities, 
and  delivering  over  half  a  million  babies.  We  are  also  the  largest 
provider  of  social  services  in  the  United  States  to  women  of  any 
private  provider. 

We  believe  that  the  fundamental  right  to  health  care  is  grounded 
in  the  right  to  life,  a  right  of  all  human  beings  regardless  of  age, 
sex,  or  condition  of  dependency.  True  health  care  reform,  therefore, 
could  never  promote  attacks  on  life  itself.  Tragically,  the  adminis- 
tration's plan,  and  some  others,  by  including  abortion  as  a  man- 
dated benefit,  undermine  health  reform  at  its  root  and  would  as- 
sault the  consciences  of  millions  of  Americans  who  understand  that 
abortion  destroys  human  life. 

Conscience  clauses  protecting  providers  from  performing  abor- 
tions are  certainly  welcome  but  they  don't  resolve  the  problem.  So 
long  as  abortion  is  a  mandated  benefit,  Americans  would  be  forced 
to  subsidize  abortions,  and  in  a  dramatic  change  regional  health 
systems  would  have  to  insure  women  ready  access  to  abortion  were 
it  a  mandated  benefit.  And  even  more  fundamentally,  the  Federal 
Government  would  be  in  the  position  of  treating  the  unborn  child 
as  a  "patient" — by  covering  prenatal  care  and  medicine — and  at  the 
same  time  affirming  that  the  patient  may  be  deliberately  killed  by 
another  covered  service,  abortion.  And  how  can  the  plan  call  infer- 
tility a  disease,  and  at  the  same  time  say  the  same  of  fertility  and 
use  abortion  as  the  cure  for  that?  We  might  as  well  say  that. 

Including  abortion  coverage  also  makes  no  sense  from  the  per- 
spective of  women's  health.  Pregnancy  is  not  a  disease  requiring  a 
"cure."  (I  am  not  ill  because  I  am  pregnant).  Treating  abortion  as 
a  medical  "cure"  reflects  a  sexist  attitude  that  when  a  woman  has 
a  gift  men  do  not  possess,  it  must  be  a  "disease." 

The  Alan  Guttmacher  Institute,  an  abortion  advocate,  confirms 
that  the  vast  majority  of  abortions  are  performed  for  reasons  com- 
pletely unrelated  to  a  woman's  physical  or  even  psychological 
health.  They  complain  in  fact  in  their  1993  Health  Care  Reform  re- 
port that  insurers  often  treat  abortion  as  purely  elective.  But  elec- 
tive abortion,  abortion  purely  as  a  matter  of  private  choice,  has 
been  the  long  time  battle  cry  of  abortion  advocates.  Now,  they  want 
it  to  be  considered  a  "health"  matter.  And  they  have  not  hesitated 
to  burden  the  entire  momentum  for  health  care  reform  with  their 
agenda:  All  the  public  will  be  forced  to  pay  for  what  they  have  al- 
ways called  a  "private  choice",  a  choice  which  they  want  women  to 
be  able  to  make  "electively." 

We  are  not  alone  in  noting  that  abortion  is  not  an  integral  part 
of  women's  health  care.  The  Supreme  Court  gave  us  Roe  v.  Wade 
conceded  that  abortion  is  not  like  any  other  medical  procedure,  be- 
cause, as  they  said,  no  other  involves  "the  purposeful  termination 
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of  a  potential  life."  Most  hospitals  and  doctors  won't  do  abortions. 
Most  medical  students  don't  train  for  it.  Abortionists  testify  pub- 
licly to  their  ambivalence  about  their  practice  and  how  they  are 
shunned  by  the  general  medical  community. 

Abortion  advocates  want  to  break  out  of  this  ghetto,  make  abor- 
tion somehow  a  respectable  "health"  or  medical  service,  but  Ameri- 
cans are  not  buying  this  narrow  agenda.  Poll  after  poll  shows  they 
do  not  want  to  be  accomplices  in  abortion;  they  do  not  want  to  pay 
for  others'  abortions.  This  opposition  is  particularly  strong  among 
low-income  women  and  racial  minorities,  whom,  surprisingly 
enough,  abortion  advocates  claim  to  represent  but  cannot.  Support 
for  tax-funded  abortions  comes  disproportionately  in  fact  from 
those  who  are  wealthier,  white,  and  male. 

Some  want  to  include  abortion  under  the  rubric  of  family  plan- 
ning services.  This  rubric  has  problems  of  its  own,  since  contracep- 
tion and  sterilization  are  themselves  elective  procedures  curing  no 
illness  and  sometimes  having  serious  health  threatening  effects  of 
their  own.  More  importantly,  abortion  does  not  help  plan  families — 
it  destroys  a  developing  member  of  the  family.  As  Planned  Parent- 
hood used  to  acknowledge  in  their  brochure  30  years  ago:  Abortion 
is  not  birth  control  because  "abortion  kills  the  life  of  a  baby  after 
it  has  begun."  Abortion  in  family  planning  programs  even  under- 
mines those  programs'  goals  as  it  tends  to  replace  preventive  meas- 
ures; when  abortion  becomes  part  of  family  planning,  unintended 
pregnancies  go  up. 

As  Kate  Michelman,  who  testifies  here  today,  has  said  publicly, 
"Abortion  is  a  tragedy.  Abortion  is  a  bad  thing."  Forcing  every 
American  to  be  an  unwilling  collaborator  makes  a  bad  thing  worse. 
And  the  sooner  the  burden  of  abortion  is  lifted  from  health  care  re- 
form, the  better  for  the  cause  of  needed  reform. 

Thank  you. 

Mr.  Waxman.  Thank  you  very  much. 

[Testimony  resumes  on  p.  186.] 

[The  prepared  statement  of  Ms.  Alvare  follows:] 
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TESTIMONY  OF  HELEN  ALVARE 

Director  of  Planning  and  Information 

Secretariat  for  Pro-Life  Activities 

National  Conference  of  Catholic  Bishops 

Energy  and  Commerce  Subcommittee  on  Health  and  the  Environment 
U.S.  House  of  Representatives 

January  26,  1994 

My  name  is  Helen  Alvare,  and  I  serve  as  a  spokesperson  on 
pro-life  issues  for  the  Catholic  bishops  of  the  United  States.   I 
want  to  thank  the  Subcommittee  for  inviting  us  to  testify  on  the 
role  of  "reproductive  health"  in  the  health  care  reform  debate. 

It  was  just  after  World  War  I,  in  1919,  that  the  Catholic 
bishops  of  the  United  States  issued  their  first  collective 
statement  in  support  of  guaranteed  health  insurance  for  all 
Americans.1  Since  then  the  bishops'  support  for  comprehensive 
reform  has  been  demonstrated  on  numerous  occasions,  especially 
through  the  resolution  on  health  care  reform  they  adopted 
unanimously  last  June.2  Just  two  days  ago  our  Conference 
testified  before  this  Subcommittee  on  the  health  needs  of 
migrants  and  refugees,  including  undocumented  workers.   Our 
Conference  has  been  especially  concerned  to  help  ensure  adequate 
prenatal  care,  maternity  benefits  and  nutritional  support  for 
mothers  and  children  —  as  evidenced  by  our  activities  in  support 


Administrative  Committee  of  the  National  Catholic  War 
Council,  "Program  of  Social  Reconstruction"  (Feb.  12,  1919), 
para.  25;  see  Nolan  (ed.),  Pastoral  Letters  of  the  United  States 
Catholic  Bishops  (U.S.  Catholic  Conference  1984),  Vol.  I,  p.  265. 

2U.S.  Bishops,  "Resolution  on  Health  Care  Reform, "  in  23 
Origins  (July  1,  1993),  pp.  97,  99-102.   Also  see  Health  and 
Health  Care:  A  Pastoral  Letter  of  the  American  Catholic  Bishops 
(U.S.  Catholic  Conference  1982). 
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2 
of  expanded  Medicaid  eligibility  for  prenatal  care,  improved 
funding  for  WIC  programs,  and  the  Family  and  Medical  Leave  Act.3 

Besides  being  an  advocate  for  health  care  reform,  the  Church 
is  both  a  major  provider  and  a  purchaser  of  health  care.   Our  600 
hospitals  and  300  long-term  care  facilities  admit  over  5  million 
patients,  provide  outpatient  services  to  over  40  million  people, 
and  deliver  over  half  a  million  babies  every  year.   Over  100,000 
people  receive  pregnancy  and  adoption  services  from  Catholic 
Charities  agencies  annually.   Catholic  agencies  are  among  the 
grantees  receiving  federal  funds  under  the  Adolescent  Family  Life 
Act  for  programs  to  prevent  premature  sexual  activity  by 
adolescents  and  to  provide  care  and  social  services  to  those 
already  pregnant.   Over  3400  pro-life  "alternatives  to  abortion" 
centers,  many  operating  under  Catholic  auspices  or  with  Catholic 
financial  support,  provide  free  or  low-cost  medical,  counseling 
and  social  services  to  women  facing  problems  related  to 
pregnancy.   Catholic  dioceses,  agencies  and  institutions  purchase 
health  insurance  for  hundreds  of  thousands  of  employees,  and  have 
a  deep  concern  over  any  health  plan  that  would  compromise  the 
ethical  integrity  of  such  institutions. 

Our  advocacy  and  institutional  involvement  in  health  care 
are  rooted  in  longstanding  convictions  about  the  dignity  of  the 
human  person  and  the  sanctity  of  each  and  every  human  life,  at 
every  stage  of  development  from  conception  to  natural  death.   As 


3See:  U.S.  Bishops,  "Putting  Children  and  Families  First:  A 
Challenge  for  Our  Church,  Nation  and  World,"  in  21  Origins  (Nov. 
28,  1991),  pp.  393  and  395-404,  especially  pp.  396  and  401-2. 
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3 
Pope  John  XXIII  observed  in  his  encyclical  Pacem  in  Terris.  it  is 
because  human  beings  have  a  fundamental  right  to  life  that  they 
also  have  a  right  to  the  means  necessary  to  protect  and  nurture 
life,  including  adequate  nutrition,  housing  and  health  care.4 

Because  the  right  to  health  care  is  grounded  in  the  right  to 
life,  no  health  care  reform  worthy  of  the  name  should  subsidize 
or  promote  attacks  on  life  itself.   To  do  so  would  undermine 
health  care  reform  at  its  root.   Genuine  reform  must  begin  from 
the  conviction  that  healing,  not  killing,  is  a  service  owed  to 
all  human  beings,  regardless  of  age,  sex  or  condition  of 
dependency.    As  Christians  committed  to  a  preferential  option 
for  the  poor  and  vulnerable,  we  would  go  further  still.   We 
believe  reform  should  be  judged  primarily  by  how  it  treats  the 
most  marginalized  and  helpless  members  of  our  society:  the  poor, 
the  uninsured,  the  undocumented  and  the  unborn. 

We  therefore  see  health  care  reform  legislation  which 
includes  abortion  among  basic  "services  for  pregnant  women"  as  a 
grave  mistake.   To  include  abortion  as  a  mandated  benefit  —  one 
which  all  Americans  must  purchase  for  themselves  and  subsidize 
for  others  --  is  to  assault  the  consciences  of  millions  of 
Americans  who  understand  that  the  destruction  of  unborn  life  is 
the  exact  opposite  of  "health  care."  Regrettably,  the 
Administration's  plan  (H.R.  3600)  and  several  proposed 


4See  "Resolution  on  Health  Care  Reform,"  op.  cit.,  p.  99. 
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alternatives  to  it  do  include  abortion  among  basic  benefits.5 
This  problem  is  not  resolved  by  pointing  to  "conscience 
clauses"  that  may  protect  doctors  and  hospitals  from  having  to 
perform  abortions  (e.g.,  Section  1162  of  H.R.  3600).   Such 
provisions  are  welcome,  although  they  simply  reaffirm  what  has 
already  existed  in  federal  law  for  two  decades.6  But  even  with 
"conscience  clauses"  for  providers,  the  health  plan  would  still 
artificially  inject  abortion  into  the  mainstream  of  health  care, 
making  it  a  new  norm  for  medical  practice.   Physicians,  nurses 
and  hospitals  who  opt  out  of  abortion  would  be  tolerated,  but 
Increasingly  relegated  to  their  own  institutional  ghettos;  they 
would  face  crises  of  conscience  when  trying  to  collaborate  in 
larger  health  systems  providing  elective  abortions.   In  the 
Administration's  plan,  regional  health  alliances  would  have  a  new 
mandate  to  ensure  that  all  women  in  their  area  have  ready  access 
to  abortion  --  a  sweeping  change  in  a  nation  where  83%  of 
counties  currently  have  no  abortion  provider.7  Most  importantly. 


5See,  e.g.,  H.R.  3600's  provisions  on  "family  planning 
services  and  services  for  pregnant  women"  (Section  1101  (a)  (6), 
Section  1116).   The  bill  has  no  abortion  limitations,  and 
explicitly  prohibits  "any  duration  or  scope  limitation"  on  such 
benefits  "that  is  not  required  or  authorized  under  this  Act" 
(Section  1101  (b)).   Section  1161  further  provides  that  states 
may  not,  "through  licensure  or  otherwise,  restrict  the  practice 
of  any  class  of  health  professionals  beyond  what  is  justified  by 
the  skills  and  training  of  such  professionals"  --  a  provision 
that  may  be  used  to  attack  state  laws  allowing  only  licensed 
physicians  to  perform  abortions. 

'U.S.  Public  Health  Service  Act,  42  U.S.C.  §  300a-7  (1973). 

7See  Miml  Hall,  "Legal  abortions  tougher  to  get,"  USA  Today. 
May  1,  1991,  p.  7A. 
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all  Americans  and  all  employers  would  still  be  forced  to  buy 
abortion  coverage  for  themselves  and  to  support  the  system  of 
mandated  abortion  coverage  through  their  taxes  and  health 
premiums. 

Pro-abortion  organizations  will  claim  that  abortion  must  be 
included  so  that  health  care  reform  guarantees  a  "full  range"  of 
reproductive  or  pregnancy-related  services.   This  claim  is  purely 
ideological  —  it  makes  no  medical  sense.   Any  adequate  health 
care  plan  will  cover  fetal  and  perinatal  medicine,  thereby 
affirming  that  the  child  before  birth  is  a  physician's  patient. 
An  abortion  kills  that  patient.   Even  the  Supreme  Court  that  gave 
us  Roe  v.  Wade  conceded  that  abortion  has  no  claim  to  inclusion 
in  otherwise  comprehensive  health  programs:  "Abortion  is 
inherently  different  from  other  medical  procedures, "  the  Court 
observed,  "because  no  other  procedure  involves  the  purposeful 
termination  of  a  potential  life."8 

Including  abortion  does  not  even  make  sense  from  the  point 
of  view  of  women's  health.   Pregnancy  is  not  a  disease  in  need  of 
a  "cure."  A  pregnant  woman  may  have  special  nutritional  and 
medical  needs,  because  she  is  supporting  a  second  life  in 
addition  to  her  own;  she  may  have  other  illnesses  or  conditions 
which  complicate  pregnancy  and  demand  appropriate  evaluation  and 


'Harris  v.  McRae.  448  U.S.  297,  325  (1980).   The  Court  has 
also  upheld  state  laws  forbidding  the  use  of  state  facilities  and 
employees  for  abortions,  saying  that  "the  State  need  not  commit 
any  resources  to  performing  abortions,  even  if  it  can  turn  a 
profit  by  doing  so."  Webster  v.  Reproductive  Health  Services. 
492  U.S.  490,  492  (1989). 
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treatment  of  their  own.   But  a  woman  who  is  pregnant  is  not  ill. 

We  must  not  inject  into  medicine  the  sexist  attitude  that 
conditions  peculiar  to  women  are  somehow  abnormal  or  "diseased" 
because  men  are  incapable  of  them.   On  the  contrary,  a  woman's 
ability  to  conceive  and  become  pregnant  is  an  indication  that  she 
has  "reproductive  health."   How  can  we  call  infertility  a  disease 
in  need  of  treatment,  and  then  call  fertility  a  disease  as 
well?9  We  might  as  well  say  that  because  health  care  includes 
efforts  to  cure  breast  cancer  it  should  include  efforts  to 
produce  it  as  well.10 

While  conceding  that  abortion  is  generally  not  a  therapeutic 
procedure,  some  seek  to  include  it  under  the  rubric  of  "family 
planning"  services.   This  poses  problems  of  its  own. 
Contraception  and  sterilization  are  themselves  elective 
procedures:  they  cure  no  illness,  and  many  methods  can  have 
serious  health-threatening  side-effects  of  their  own.   Such 


*We  do  strongly  agree  with  the  Administration ' s  decision  not 
to  cover  in  vitro  fertilization,  which  is  not  so  much  an 
infertility  treatment  as  a  laboratory  procedure  that  substitutes 
for  normal  human  reproduction.   Besides  being  extremely  expensive 
and  generally  unsuccessful,  IVF  is  morally  objectionable  to  us. 

10This  is  no  idle  analogy:  Many  studies  suggest  that 
abortion  of  a  first  pregnancy  significantly  raises  a  woman's  risk 
of  having  breast  cancer.   A  recent  study  of  breast  cancer  among 
African  American  women,  conducted  by  the  Howard  University  Cancer 
Center,  concludes:  "An  increased  odds  ratio  was  found  for  induced 
abortions,  which  was  significant  in  women  diagnosed  after  50 
years  of  age.   Spontaneous  abortions  had  a  small  but  significant 
protective  effect  in  the  same  subgroup  of  women.   Birth  control 
pill  usage  conferred  a  significantly  increased  risk."   Laing  et 
al.,  "Breast  Cancer  Risk  Factors  in  African-American  Women:  The 
Howard  University  Tumor  Registry  Experience, "  85  Journal  of  the 
National  Medical  Association  (December  1993),  p.  931. 
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procedures  have  a  poor  claim  to  the  status  of  essential  health 
services,  and  they  should  not  be  forced  upon  employers  and 
individuals  who  have  moral  and  religious  objections  to  them.   Nor 
should  any  health  plan  require  new  federal  funding  for  "school- 
based  clinics"  that  provide  contraceptives  and  abortion 
counseling  to  unmarried  teenagers  without  their  parents ' 
consent . " 

But  whatever  one's  view  of  family  planning  as  such,  we 
should  recall  that  for  over  twenty  years  our  domestic  and  foreign 
family  planning  programs  have  explicitly  excluded  abortion  from 
"family  planning"  methods.12  In  part  this  was  due  to  the 
realization  that  abortion  does  not  help  plan  families  but 
destroys  a  developing  member  of  the  family.   Planned  Parenthood 
once  made  this  distinction,  declaring  thirty  years  ago  that 
abortion  is  not  birth  control  because  "an  abortion  kills  the  life 
of  a  baby  after  it  has  begun."13   In  part,  however,  Congress's 
exclusion  of  abortion  from  family  planning  programs  has  been 
based  on  the  realization  that  including  abortion  would  undermine 
the  goals  of  these  programs.   Easily  accessible  abortion  tends  to 
discourage  responsible  decisionmaking  about  sexuality  and 


"Such  clinics  are  deservedly  controversial  on  moral, 
political  and  legal  grounds.   See  National  Conference  of  Catholic 
Bishops,  Statement  on  School-Based  Clinics  (U.S.  Catholic 
Conference  1987).   Recently  a  New  York  court  ruled  that  such 
clinics  violate  parents'  constitutional  rights  when  they  dispense 
condoms  to  unemancipated  minor  students  without  parental  consent 
or  an  "opt-out"  provision.   Matter  of  Alfonso  v.  Fernandez. 
Supreme  Court  of  New  York  (Appellate  Div.,  2nd  Dept.)(No.  92- 
06950,  12/30/93). 

"Title  X  of  the  Public  Health  Service  Act,  42  U.S.C.  §300a- 
6  (1970);  Foreign  Assistance  Act,  22  U.S.C.  §2151b(f)(l)  (1973). 

"Planned  Parenthood  -  World  Population  brochure,  "Plan  Your 
Children  For  Health  and  Happiness"  (New  York  1963). 
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pregnancy;  so  more  women  become  unintentionally  pregnant  and 
abortion  replaces  preventive  methods.14   The  converse  is  also 
true:  When  access  to  abortion  is  restricted,  fewer  women  become 
unintentionally  pregnant  in  the  first  place.15   In  practical 
terms,  the  abortion  industry's  "family  planning  is  indivisible" 
rhetoric  is  blatantly  false:  The  abortion  agenda  is  at  war  with 
the  goal  of  preventing  unintended  pregnancies. 

Of  course,  many  pro-abortion  groups  ignore  these  medical  and 
social  facts  and  claim  simply  that  abortion  is  a  "private  choice" 
—  that  a  woman  must  be  guaranteed  ready  access  to  abortion 
whenever  she  wants  one,  even  in  the  final  stages  of  pregnancy  and 
for  any  reason  whatever.   Such  an  agenda  has  little  to  do  with 
women's  health.   The  Alan  Guttmacher  Institute  has  confirmed  that 
the  vast  majority  of  abortions  are  performed  for  reasons  that 
have  nothing  to  do  with  women's  physical  or  even  psychological 


14When  Congress  barred  Title  X  grantees  from  treating 
abortion  as  a  family  planning  method  in  1970  it  cited  this 
concern:  Cong .  Record .  Nov.  16,  1970,  pp.  37375-8;  D.  Callahan, 
Abortion:  Law.  Choice  and  Morality  (MacMillan:  New  York  1970), 
Chapter  7.   Later  studies  confirm  this  finding:  K.  Luker,  Taking 
Chances:  Abortion  and  the  Decision  Not  to  Contracept  (U.  of 
Calif.:  Berkeley  1975),  Chapter  1;  R.  Sherlock,  "The  Demographic 
Argument  for  Liberal  Abortion  Policies,"  in  Hilgers  et  al. 
(eds.).  New  Perspectives  on  Human  Abortion  (University 
Publications  of  America  1981),  pp.  456-60. 

""Greater  restrictiveness  [in  state  abortion  laws] 
significantly  raises  the  probability  of  carrying  to  term"  among 
teens  already  pregnant,  but  "also  lowers  the  probability  of 
becoming  pregnant ...  the  teenagers  are  less  likely  to  become 
pregnant  in  the  first  place."   S.  Lundberg  and  R.  Plotnick, 
"Effects  of  State  Welfare,  Abortion  and  Family  Planning 
Policies,"  22  Family  Planning  Perspectives  (Nov. /Dec.  1990),  p. 
250.   Also  see  J.  Kasun,  "Cutoff  of  Abortion  Funds  Doesn't 
Deliver  Welfare  Babies,"  Wall  Street  Journal,  Dec.  30,  1986. 


181 


9 
"health."16  This  being  the  case,  abortion  would  have  to  be 
described  as  an  elective  procedure  --  and  it  is  widely  accepted 
that  elective  procedures  have  no  place  in  the  mandated  benefits 
package  of  a  national  health  plan.   In  fact,  the  Guttmacher 
Institute  --  contrary  to  some  claims  that  insurance  coverage  of 
abortion  is  already  the  norm  in  our  country  --  has  complained 
that  services  such  as  abortion  "are  often  described  as 
'elective,'  and,  therefore,  are  excluded  from  coverage."17  The 
claim  that  abortion  is  purely  "elective, "  purely  a  matter  of  an 
individual  woman's  unreviewable  choice,  has  been  the  linchpin  of 
abortion  advocacy  in  our  nation  for  twenty  years.   It  is  rather 
late  in  the  game  for  pro-abortion  groups  to  do  a  180-degree 
turnaround  on  this  point  in  order  to  exploit  health  care  reform 
as  a  vehicle  for  the  abortion  industry. 

We  are  far  from  alone  in  pointing  out  that  abortion  is  not 
an  integral  part  of  health  care.   The  medical  profession  itself 
has  voted  with  its  feet  on  this  issue.   Most  hospitals  won't 
provide  elective  abortions,  most  physicians  will  not  perform 
them,  and  most  medical  schools  and  residency  programs  do  not 
offer  abortion  as  an  integral  part  of  ob.\gyn.  training;  in 


16In  the  Guttmacher  study,  only  7%  of  women  having  abortions 
cited  a  physical,  mental  or  emotional  "health  problem"  as  one  of 
the  reasons  for  the  abortion;  half  of  this  small  minority  said  a 
doctor  had  told  them  pregnancy  would  make  their  condition  worse. 
A.  Torres  and  J.  Forrest,  "Why  Do  Women  Have  Abortions?",  20 
Family  Planning  Perspectives  ( July /August  1988),  pp.  170  and  172. 

17Jeannie  I.  Rosoff,  Health  Care  Reform  (Alan  Guttmacher 
Institute  1993),  p.  12. 
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programs  where  abortion  training  is  optional,  attendance  is 
low.18 

This  is  not  just  because  some  physicians  fear  picketing  or 
"harassment"  from  pro-life  activists.   As  abortion  practitioners 
themselves  have  testified,  it  is  because  they  are  not  respected 
by  almost  anyone.   Abortionists  are  ambivalent  about  their  own 
distasteful  task,  looked  down  upon  by  other  physicians,  shunned 
by  women  seeking  other  kinds  of  health  care,  and  confined  largely 
to  separate  free-standing  clinics  whose  major  business  is 
abortion.19 

Understandably,  the  abortion  industry  and  its  political 
allies  are  seeking  ways  to  dilute  this  stigma  and  break  out  of 
this  ghetto  --  hence  pro-abortion  groups'  new  rhetoric  about  a 
wider  "reproductive  health"  agenda,  and  their  effort  to  gain 
respectability  by  inserting  themselves  into  national  health  care 
reform.   But  that  does  not  mean  Congress  should  accede  to  their 
request.   In  fact,  this  kind  of  special-interest  advocacy  is 
exactly  what  Congress  should  resist,  so  as  to  shape  the  health 


18Abortion  is  a  routine  part  of  ob./gyn.  training  in  only 
12%  of  residency  programs  (only  7%  provide  instruction  in  second- 
trimester  abortion);  31%  do  not  offer  abortion  training  at  all, 
and  participation  is  very  low  in  programs  that  treat  it  as 
optional.   J.  Price,  "Fewer  Hospitals  Provide  Abortion  Training," 
Washington  Times.  April  15,  1992. 

19See:  D.  Gianelli,  "Abortion  providers  share  inner 
conflicts,"  American  Medical  News.  July  12,  1993,  pp.  3,  36-7; 
Dr.  Jane  Doe,  "Why  I  Am  an  Abortionist,"  Glamour,  Oct.  1993,  pp. 
240-241;  Le  Anne  Schreiber,  "Where  are  the  Doctors  Who  Will  Do 
Abortions?",  Glamour.  Sept.  1991,  pp.  280-283,  320-321;  Erik 
Goldman,  "Perceive  Established  Medicine  as  Indifferent, "  Ob .  Gyn . 
News.  May  15,  1993,  pp.  1-19. 
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care  system  in  accord  with  the  common  good  of  all  the  people. 

This  is  a  matter  on  which  the  American  people  have  spoken  a 
number  of  times.   As  numerous  opinion  polls  have  shown,  most 
Americans  oppose  public  abortion  funding,  and  they  oppose 
including  abortion  among  the  mandated  benefits  that  all  insured 
parties  must  help  subsidize.   A  survey  published  in  the  April  6, 
1993  New  York  Times  indicated  that  only  23%  of  Americans  think 
health  care  reform  should  cover  abortions,  while  "72%  said  those 
costs  should  be  paid  for  directly  by  the  women  who  have  them." 

Moreover,  opposition  to  mandated  public  funding  is  strongest 
among  those  populations  who  stand  to  gain  the  most  from  genuine 
health  care  reform:  low-income  women  and  members  of  racial 
minorities.   Support  for  such  funding  is  strongest  among  affluent 
and  educated  white  Americans  who  can  easily  afford  good  health 
coverage  already.20   If  Congress  is  serious  about  reform  it 
should  look  first  to  the  needs  of  the  poor  and  vulnerable,  not 
the  preferences  of  the  rich  and  powerful. 

Specifically,  Congress  should  treat  with  great  skepticism 
the  argument  that  abortion  is  already  part  of  the  status  quo  in 
most  private  plans,  and  therefore  that  reform  should  not  deny 
women  a  health  "benefit"  they  already  have.   As  I  have  already 
noted,  pro-abortion  groups'  own  studies  point  to  the  opposite 
conclusion:  That  abortion  is  often  not  included  in  private  plans. 
This  is  why  the  abortion  industry  is  so  insistent  on  having  the 


2°See:  Susan  Mitchell,  "Who  Says  Abortion  is  Murder?", 
American  Demographics .  Feb.  1993,  p.  21;  M.  Cunningham,  "The 
Abortion  War,"  National  Review.  Nov.  2,  1992,  p.  44. 
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government  force  all  of  us  to  Include  It  and  subsidize  it. 
Recent  interviews  with  the  directors  of  abortion  clinics  confirm 
that  theirs  is  primarily  a  cash  business  in  which  health 
insurance  plays  only  a  minor  role.21  And  interviews  with 
insurance  companies  have  confirmed  what  we  could  already  guess 
from  the  opinion  polls  —  that  where  abortion  coverage  is 
included  in  insurance  plans,  this  is  due  not  to  public  demand  or 
to  individual  requests  but  to  the  insurance  companies '  own 
unilateral  decision.   These  companies  cover  abortion  for  fiscal 
reasons,  because  they  see  abortion  as  cheaper  than  childbirth.22 
But  the  profit  motives  of  private  insurance  companies  should  not 
determine  Congress's  policy  decisions  on  matters  of  life  and 
death.23 

As  Kate  Michelman  of  NARRAL  has  said,  "abortion  is  a  bad 


"Abortion  coverage  "appears  to  be  the  exception  in  Missouri 
and  Illinois."   M.  Shirk,  "Abortion  Inclusion  in  Health  Plan 
Assures  Fight  in  Congress,"  St.  Louis  Post-Dispatch,  Sept.  24, 
1993.   Also  see:  S.  Buttry,  "Health  Plan  Sparks  Fight  on 
Abortion,"  Omaha  World  Herald.  Sept.  28,  1993;  D.  Gianelli, 
"Battle  brews  over  abortion  as  basic  reform  benefit, "  American 
medical  News.  Oct.  25,  1993,  p.  8. 

22B.  Levine,  "A  Belated  Debate  Over  Abortion  Funding?",  Los 
Angeles  Times.  April  22,  1993,  p.  El. 

23Mrs.  Hillary  Rodham  Clinton  has  observed  that  insurance 
companies  "like  being  able  to  exclude  people  from  coverage 
because  the  more  they  can  exclude,  the  more  the  more  money  they 
can  make.   It  is  time  that  we  stood  up  and  said  'We  are  tired  of 
insurance  companies  running  our  health  care  system'"  (Washington 
Post.  Nov.  2,  1993).   Apparently  these  companies  also  include 
some  coverage  primarily  to  save  money,  because  they  think  every 
abortion  saves  them  the  cost  of  a  live  delivery. 
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thing."24   Forcing  every  American  to  become  an  unwilling 
accomplice  in  other  people's  abortions  makes  a  bad  thing  even 
worse . 

In  short,  the  Catholic  bishops  believe  unanimously  that  it 
is  a  grave  moral  wrong,  a  serious  policy  misjudgment  and  a  huge 
political  mistake  to  burden  health  care  reform  with  abortion.   In 
fact,  the  sooner  the  burden  of  abortion  is  lifted  from  health 
care  reform,  the  better  for  the  cause  of  reform.   Congress  should 
enact  real  health  care  reform  that  protects  the  life  and  dignity 
of  all,  especially  the  poor  and  vulnerable,  not  legislation  that 
destroys  life  and  forces  all  of  us  to  fund  abortions. 


"Quoted  in  "Activists  adopting  views  held  by  their 
opponents,"  Fort  Mvers  News-Press.  Dec.  13,  1993,  p.  8A. 
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Mr.  Waxman.  Mr.  Mitchell. 

STATEMENT  OF  C.  BEN  MITCHELL 

Mr.  Mitchell.  Thank  you,  Mr.  Chairman,  for  the  opportunity  to 
address  health  care  reform  before  this  subcommittee.  My  name  in 
Ben  Mitchell  and  I  serve  as  director  for  biomedical  and  life  issues 
for  the  Southern  Baptist  Christian  Life  Commission. 

The  Southern  Baptist  Christian  Life  Commission  is  based  in 
Nashville,  Tenn.  and  maintains  an  office  in  Washington,  DC.  The 
Christian  Life  Commission  is  the  moral  concerns,  public  policy,  and 
religious  liberty  agency  of  the  Southern  Baptist  Convention,  Ameri- 
ca's largest  non-Catholic  religious  denomination  with  15.4  million 
members  in  more  than  38,000  churches  nationwide. 

It  will  be  in  our  written  testimony  that  our  concerns  about 
health  care  in  general  and  women's  health  issues  in  particular  are 
rooted  in  our  commitment  to  and  understanding  of  the  Scriptures 
of  the  Old  and  New  Testaments.  That  is  who  we  are. 

Our  denominational  concern  about  health  care  reform  was  dem- 
onstrated most  recently  in  a  Southern  Baptist  Consultation  on 
Health  Care  held  here  in  Washington,  DC.  on  January  18,  1994. 
As  a  result  of  earlier  analyses  and  the  health  care  consultation,  nu- 
merous concerns  emerge  about  the  President's  Health  Security  Act, 
as  well  as  the  other  health  care  proposals  which  are  in  various 
states  of  evolution.  Two  documents  formulated  as  a  result  of  our 
consultation,  "Health  Care  Reform:  A  Moral  Preamble"  and  "Health 
Care  Reform:  A  Statement  of  Concerns"  will  inform  much  of  what 
we  have  to  say  about  health  care  reform  and  is  included  in  our 
written  testimony  as  appendices.  We  should  be  clear,  then  at  the 
outset  of  our  testimony  that  because  of  our  historically  attested  and 
committed  opposition  to  public  funding  for  elective  abortion,  the 
Southern  Baptist  Convention  Christian  Life  Commission  is  pre- 
pared to  marshal  as  many  of  our  resources  as  necessary  to  oppose 
vigorously  any  health  care  plan  that  includes  coverage  for  elective 
abortion.  This  is  such  a  critical  concern  for  us  that  we  are  prepared 
to  oppose  any  reform  which  is  otherwise  excellent  if  it  also  includes 
coverage  for  elective  abortions. 

The  Christian  Life  Commission  recognizes  the  need  for  health 
care  reform.  In  our  view,  this  goal  does  not  necessarily  mandate  a 
government  controlled  health  care  system  such  as  a  number  of 
those  being  proposed  at  present. 

So-called  "reproductive  rights"  have  been  a  paramount  issue  in 
discussions  of  women's  health  care  issues  for  at  least  2  decades.  In 
most  cases,  "reproductive  rights"  has  been  a  euphemism  for  abor- 
tion rights. 

Southern  Baptists  and  other  Americans  clearly  oppose  the  Fed- 
eral funding  of  abortion  on  demand.  The  most  recent  Southern 
Baptist  Convention  resolution  on  abortion,  for  instance,  states,  "We 
oppose  the  inclusion  of  abortion  in  any  health  care  plan  which  may 
be  proposed  by  the  President  and  adopted  by  Congress  and  urge 
policy  makers  to  protect  the  consciences  of  millions  of  pro-life  tax- 
payers and  employers  by  not  forcing  them  to  pay  such  a  repugnant 
act." 

Our  uncompromising  aversion  to  elective  abortion  arises  from  a 
three-fold  concern,  which  we  elucidate  in  our  written  testimony, 
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first,  elective  abortion  violates  the  ethical  and  theological  norms  of 
the  Christian  faith. 

Second,  elective  abortion  violates  the  most  respected  tradition  in 
Western  medicine. 

Third,  elective  abortion  does  not  regard  women's  health  as  a  fun- 
damental value.  The  practice  of  elective  abortion  is,  in  fact,  con- 
trary to  women's  health.  We  are  troubled  by  the  probability  that 
studies  on  the  link  between  abortion  and  women's  health  will  not 
be  investigated  adequately. 

Furthermore,  the  President  and  Mrs.  Clinton  have  made  it  clear 
that  elective  abortion  will  be  part  of  the  "comprehensive  benefits" 
offered  under  "pregnancy-related  services"  in  their  plan.  This,  in 
spite  of  the  fact  that  there  is  surprising  uniformity  on  the  question 
of  whether  or  not  abortion  funding  should  be  part  of  any  potential 
health  care  reform.  As  we  have  heard  already  today,  as  many  as 
72,  perhaps  75  percent  of  Americans  have  said  abortion  should  not 
be  included  in  the  benefits  package  of  any  national  health  care 
plan.  Thus,  the  view  of  Southern  Baptists  with  respect  to  funding 
of  abortion  in  health  care  reform  is  consistent  with  that  of  the  over- 
whelming majority  of  Americans:  No  abortion  in  health  care  re- 
form. 

There  is  a  fundamental  difference,  in  deference  to  Ms.  Schroeder 
earlier  today,  there  is  a  fundamental  difference  between  PSA's  for 
men  and  mammograms  for  women  and  abortion  in  that  the  latter, 
that  is  abortion,  results  in  the  premeditated  murder  of  an  unborn 
human  being. 

By  making  abortion  a  requirement  of  the  comprehensive  benefits 
package,  health  care  reform  of  the  President's  variety  would  compel 
every  denomination  and  local  congregation  either  to  fund  abortion 
or  else  break  the  law  and  suffer  its  penalties.  There  would  be  no 
"safe  harbor."  Moreover,  every  person  motivated  by  religious  faith 
to  oppose  abortion  also  would  be  coerced  to  support  this  immoral 
practice. 

Every  congregation  as  an  employer  would  be  coerced  to  take 
money  from  the  offering  plate  and  offer  it  up  to  abortionists.  The 
choices  would  be  extremely  limited:  Pay  up  and  shut  up  or  face  the 
harsh  repercussions  of  following  religious  conscience. 

In  conclusion  let  me  say  that  last  night  the  President  was  pre- 
cisely correct.  Americans  stand  at  the  threshold  of  a  momentous 
decision  concerning  the  kind  of  society  this  will  be.  We  will  either 
be  a  society  of  life,  liberty  and  kindness,  or  we  will  be  a  barbarous 
and  narcissistic  society.  We  will  regard  every  human  being  as  hav- 
ing intrinsic  worth.  Or,  will  we  make  subjective,  relativistic  quality 
of  life  judgments  about  the  worth  of  persons'  lives? 

Whatever  our  lawmakers  choose  to  do,  we  must  be  true  to  our 
God,  our  convictions,  and  our  consciences.  We  cannot  do  otherwise. 
We  hope  we  will  be  able  to  stand  with  our  elected  officials  for  revi- 
sions and  reforms  in  health  care  that  will  evidence  our  commit- 
ment to  the  intrinsic  value  of  every  human  life. 

Thank  you. 

Mr.  Waxman.  Thank  you  for  your  testimony. 

[Testimony  resumes  on  p.  220.] 

[The  prepared  statement  of  Mr.  Mitchell  follows:] 
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Introduction 

The  Southern  Baptist  Christian  Life  Commission  is  based  in 
Nashville,  Tennessee,  and  maintains  an  office  in  Washington,  D.C.  The 
Christian  Life  Commission  is  the  moral  concerns,  public  policy,  and 
religious  liberty  agency  of  the  Southern  Baptist  Convention,  America's 
largest  non-Catholic  religious  denomination  with  15.4  million  members 
in  more  than  38,000  congregations  nationwide. 

We  are  grateful  for  the  opportunity  to  address  the  issue  of  health 
care  reform  before  this  body.    We  should  note  that  our  responsibility  to 
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speak  to  health  care  reform  is  enhanced  by  the  facts  that  (1)  President 
Clinton  is  a  member  of  a  Southern  Baptist  congregation,  (2)  historically 
Southern  Baptists  have  demonstrated  their  palpable  concern  for  health 
care  through  the  establishment  of  charitable  hospitals  and  clinics  around 
the  world,  and  (3)  as  citizens  of  the  United  States  we  feel  an  obligation  to 
contribute  to  the  dialogue  on  this  most  important  debate. 

From  the  outset  it  will  be  apparent  that  our  concerns  about  health 
care  in  general  and  women's  health  issues  in  particular  are  rooted  in  our 
commitment  to  and  understanding  of  the  Scriptures  of  the  Old  and  New 
Testaments.  Southern  Baptists  are  known  both  inside  and  outside  the 
denomination  as  a  "people  of  the  Book,"  and  we  believe  without  apology 
that  the  Bible  is  God's  revelation  of  truth  to  all  persons.  While  we  are 
aware  that  our  theological  and  philosophical  presuppositions  are  not 
universally  held,  in  order  for  our  testimony  to  be  candid  and  credible  we 
believe  we  must  be  forthright  in  expressing  our  convictions.  This  is  who 
we  are. 

Health  Care  Reform 

Our  denominational  concern  about  health  care  reform  was 
demonstrated  most  recently  in  a  Southern  Baptist  Consultation  on  Health 
Care  held  in  Washington,  D.C.  on  January  18,  1994.  As  a  result  of  earlier 
analyses  and  the  health  care  consultation,  numerous  concerns  emerge 
about  the  President's  Health  Security  Act  (H.R3600;  S.1757),  as  well  as  the 
other  health  care  proposals  which  are  in  various  states  of  evolution.  Two 
documents,  formulated  as  a  result  of  our  consultation,  "Health  Care 
Reform:  A  Moral  Preamble"  and  "Health  Care  Reform:  A  Statement  of 
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Concerns"  will  inform  much  of  what  is  said  below  (see  Appendix  A). 
Furthermore,  Southern  Baptists  have  a  rich  and  developing  literature  on 
bioethics  and  health  care  issues,  especially  with  respect  to  the  sanctity  of 
human  life. 

Let  it  be  clear,  then,  at  the  outset  of  our  testimony  that  because  of 
our  historically  attested  and  committed  opposition  to  public  funding  for 
elective  abortion,  the  Southern  Baptist  Convention  Christian  Life 
Commission  is  prepared  to  marshal  as  many  of  our  resources  as  necessary 
to  oppose  vigorously  any  health  care  plan  that  includes  coverage  for 
elective  abortion.  This  is  such  a  critical  concern  for  us  that  we  are 
prepared  to  oppose  any  reform  which  is  otherwise  excellent  if  it  also 
includes  abortion  on  demand. 

Southern  Baptists  speak  to  moral,  public  policy,  and  religious  liberty 
issues  through  two  principal  vehicles.  First,  the  Southern  Baptist 
Christian  Life  Commission  has  been  charged  with  the  assignment  of 
making  known  to  our  elected  officials  and  legislative  bodies  the  concerns 
of  our  denomination's  over  15.4  million  members.  Second,  the  Southern 
Baptist  Convention  meets  annually,  at  which  time  resolutions  are  adopted 
in  business  sessions.  These  resolutions  are  statements  which  are  meant  to 
inform  others  of  our  views  on  a  variety  of  important  issues. 

The  Christian  Life  Commission  recognizes  the  need  for  health  care 
reform.  Ultimately,  we  believe  the  benefits  of  health  care  should  extend  to 
all  humanity.  We  favor  responsible  measures  to  reduce  the  amount  of 
unnecessary  medical  care  and  procedures.  Furthermore,  we  are  prepared 
to  advocate  efforts  to  liberalize  access  to  health  insurance  and  acceptable 
means  to  ensure  that  all  American  citizens  have  access  to  necessary 
medical  care.     These  goals  do  not  necessarily  mandate  a  government 
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controlled  health  care  system  such  as  a  number  of  those  being  proposed  at 
present.  As  Baptists  we  are  committed  to  our  forebear's  insistence  on 
limited  government  as  exhibited  in  the  Constitution  of  the  United  States. 
Government,  often  with  the  best  of  intentions,  sometimes  breeds 
unnecessary  bureaucracy,  complacency,  insensitivity,  and  woeful 
ineptitude.  We  are  concerned  that,  in  the  end,  the  health  care  delivery 
system  is  improved  and  not  destroyed. 

We,  therefore,  insist  that  efforts  to  reform  our  present  health  care 
system  be  afforded  the  utmost  in  careful  analysis  and  measured  change. 
The  reform  of  the  American  health  care  system  will  be,  perhaps,  the  most 
monumental  and  far-reaching  social  policy  change  of  this  century.  Such 
pervasive  social  reform  demands  the  best  efforts  possible.  The  costs, 
measured  both  in  terms  of  economics  and  human  well-being,  of  a  failed 
experiment  of  this  sort  are  too  great  a  burden  to  bear.  We  must  "get  it 
right"  the  first  time. 

The  fact  that  562  economists,  many  of  them  world-renowned 
scholars,  including  Stanford  University  economist  Alain  C.  Enthoven, 
have  called  upon  President  Clinton  to  remove  price  controls  from  the 
Health  Security  Act  serves  as  a  warning  that  health  care  reform  must  be 
approached  extremely  cautiously.  Otherwise,  social  and  economic  disaster 
could  result.1 

Women's  Health 


1T>ear  Mr.  President . . .,"  77k  Wall  Street  Journal,  1/14/94.  Also,  Robert  Pear,  "Warning  on 
Health  Plan  from  Author  of  the  Idea,"  The  New  York  Times,  1/13/94. 
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So-called  "reproductive  rights"  have  been  paramount  in 
discussions  of  women's  health  care  issues  for  at  least  two  decades.  In  most 
cases,  "reproductive  rights"  has  been  a  euphemism  for  abortion  rights. 

Southern  Baptists  in  general  and  the  Christian  Life  Commission  in 
particular  firmly  believe  elective  abortion  is  unacceptable  both  as  a 
medical  procedure  and  as  public  policy.  For  well  over  a  decade  the 
overwhelming  majority  of  Southern  Baptists,  along  with  the  majority  of 
Americans,  have  opposed  the  federal  funding  of  abortion  on  demand. 
Southern  Baptist  Convention  resolutions  adopted  in  1980,  1982,  1984,  1989, 
1991,  and  1993  affirm  that  the  imminent  death  of  the  mother  is  the  only 
ethically  just  exception  to  the  prohibition  of  the  federal  funding  of 
abortion  (see  Appendix  B  for  examples). 

Our  uncompromising  aversion  to  elective  abortion  arises  from  a 
three-fold  concern.  First,  elective  abortion  violates  the  ethical  and 
theological  norms  of  the  Christian  faith.  The  sanctity,  sacredness,  or 
intrinsic  value  of  every  human  life  forms  the  heart  of  biblical 
anthropology.  When  we  distill  the  controversy  over  abortion,  euthanasia, 
genetic  manipulation,  fetal  tissue  use,  etc.,  the  common  essence  is  the 
violation  of  the  sanctity  of  human  life.  Are  human  beings  the  unique 
creations  of  God?  Is  human  life  sacred  and  inviolable? 

Some  researchers  and  ethicists  argue  that  the  developing  embryo  in 
a  mother's  womb  is  merely  a  "glob  of  tissue"  and  of  no  more  value  than 
the  embryo  of  a  guppy.  The  issue  is,  then,  whether  or  not  human  life  is 
unique,  sacred,  and  worth  protecting. 

The  question  that  keeps  ringing  in  the  ears  of  those  who  are 
committed  to  a  biblical  world  view  is:  "What  does  the  Sovereign  Lord,  the 
giver  and  creator  of  life,  have  to  say  about  the  value  of  human  life?  What 
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does  God  have  to  say  through  His  Word,  the  Bible?"    This  is  where  we 
must  begin. 

The  sanctity  of  human  life  is  rooted  and  grounded  in  the  Creator 
Himself.  Many  biblical  texts  affirm  that  humans  are  the  special  creation  of 
God  and  have  been  invested  with  sacredness  and  unique  value  over  and 
above  the  rest  of  the  created  order.  We  humans  are,  unlike  the  other 
creatures  of  the  earth,  created  in  the  image  and  likeness  of  God  Himself. 

Let  us  make  man  in  our  image,  in  our  likeness,  and  let 

them  rule  over  the  fish  of  the  sea  and  the  birds  of  the  air, 

over  the  livestock,  over  all  the  earth,  and  over  the  creatures 

that  move  along  the  ground.   So  God  created  man  in  his  own 

image,  in  the  image  of  God  created  him:  male  and  female  he 

created  them  (Genesis  1:26-27,  NTV). 

David,  the  youthful  shepherd,  gazed  into  the  starry  sky  and  was 

overwhelmed  at  the  expanse  of  the  heavens.   When  he  thought  about  the 

universe  and  humanity's  place  in  it,  he  wondered  why  God  would  even 

care  about  humans.    The  answer  to  that  question  is  rooted  in  a  biblical 

anthropology. 

When  I  consider  your  heavens,  the  work  of  your 
fingers,  the  moon  and  the  stars,  which  you  have  set  in  place, 
what  is  man  that  you  are  mindful  of  him,  the  son  of  man 
that  you  care  for  him?  You  made  him  a  little  lower  than  the 
heavenly  beings  and  crowned  him  with  glory  and  honor 
(Psalm  8:3-5). 
Why  does  God  care  about  human  beings?  Because  He  sovereignly 
chose  to  create  us  and  invest  us  with  sacred  worth  and  unique  value.   We 
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are  crowned  with  glory  and  honor.  We  are  qualitatively  different  from 
the  other  created  beings. 

This  special  worth  and  value  is  clearly  revealed  in  the  covenant 
God  made  with  Noah  when  He  permitted  Noah  and  his  family  to  eat  the 
meat  of  animals  but  declared,  "Whoever  sheds  the  blood  of  man,  by  man 
shall  his  blood  be  shed"  (Genesis  9:6).  What  is  the  difference  between 
humans  and  animals?  The  distinction  is  explained  in  the  remainder  of 
the  verse  —  "for  in  the  image  of  God  has  God  made  man." 

The  biblical  revelation  everywhere  teaches  that  human  life  is  sacred 
and  has  been  invested  with  special  worth  by  the  Creator  Himself.  This  is 
why  it  is  wrong  to  kill  human  beings  unjustly.  Not  only  does  abortion 
violate  the  sanctity  of  human  life,  but  so  do  euthanasia  and  physician- 
assisted  suicide.  Only  God  Himself,  or  those  appointed  by  God  Himself 
(Romans  13:1-5)  have  the  authority  to  end  human  life. 

At  what  point  in  time  does  God  invest  human  life  with  its 
uniqueness  and  sanctity?  When  does  human  life  become  sacred?  Human 
life  is  sacred  from  the  moment  of  conception.  Again,  a  biblical 
anthropology  correctly  informs  science.  The  tools  of  high-technology 
medicine  make  it  impossible  to  deny  that  the  baby  in  the  womb  is  a 
unique  human  being  from  conception.  Each  individual  baby  has  his  or 
her  own  genetic  code.  The  heart  begins  to  beat  at  its  own  rate  in  the  first 
month  of  pregnancy.  The  baby  may  have  a  different  blood  type  than  the 
mother.  Everything  we  know  about  genetics  and  embryology  points  to  the 
fact  that  the  fetus  is  a  developing  human  being  -  not  a  guppy  or  a  glob  of 
tissue. 
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Only  a  biblical  view  of  human  life  makes  sense  of  what  we  observe. 
What  is  the  witness  of  Scripture  about  the  beginnings  of  individual 
human  life? 

Again,  it  is  David  the  psalmist  who  praises  God  saying, 

For  you  created  my  inmost  being;  you  knit  me  together 

in  my  mother's  womb.    I  praise  you  because  I  am  fearfully 

and  wonderfully  made;  your  works  are  wonderful,  I  know 

that  full  well.    My  frame  was  not  hidden  from  you  when  I 

was  made  in  the  secret  place.   When  I  was  woven  together  in 

the  depths  of  the  earth,  your  eyes  saw  my  unformed  body. 

All  the  days  ordained  for  me  were  written  in  your  book 

before  one  of  them  came  to  be"  (Psalm  139:13-16). 

To  Jeremiah,  the  living  God  declared,  "Before  I  formed  you  in  the 

womb  I  knew  you,  before  you  were  born  I  set  you  apart:  I  appointed  you  a 

prophet  to  the  nations"  (Jeremiah  1:4-5).     The  God  who  has  invested 

human  life  with  special  value  and  sacred  worth  is  the  same  God  who 

frames  and  fashions  human  babies  in  the  womb.    Human  babies  don't 

become  human  at  some  variable  point  in  their  development.    They  are 

conceived  human.    As  humans,  created  in  the  image  of  God,  they  possess 

the  unique  sacredness  God  invests  in  all  human  life. 

Over  1.6  million  human  babies,  made  in  God's  image,  were  aborted 
last  year  in  the  U.S.  alone!  That  would  be  unimaginable  if  it  were  not 
true.  While  abortion  is  the  focal  point  of  the  attack  on  the  sanctity  of 
human  life  in  America,  it  is  but  the  leading  edge  of  a  wedge  that  will 
increasingly  divide  our  society.  If  we  can  kill  the  helpless  unborn,  then  we 
can  kill  the  helpless  disabled.  If  we  can  kill  the  helpless  disabled,  we  can 
kill  the  suffering  ill.     If  we  can  kill  the  suffering  ill,  we  can  kill  the 
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unproductive  members  of  society.  If  developing  human  life  has  no  value, 
then  perhaps  legislators  will  decide  that  human  life  after  70  years  of  age 
has  no  value.  What  we  do  to  our  babies  we  will  do  to  anyone. 

The  biblical  witness  is  uniform  and  clear  ~  God  has  invested 
human  life  with  sacredness  and  uniqueness  from  conception  onward. 
The  war  of  world  views  in  our  society  has  many  victims,  not  the  least  of 
whom  are  the  unborn  babies. 

Second,  elective  abortion  violates  the  most  respected  tradition  in 
Western  medicine.  For  nearly  2500  years  of  Hippocratic  medicine, 
especially  as  it  has  been  enriched  by  the  Christian  ethos,  elective  abortion 
has  been  viewed  as  a  violation  of  the  standards  of  acceptable  medical 
practice.  The  Oath  enjoins  a  physician  never  to  "give  a  poison  to  anyone 
though  asked  to  do  so  .  .  ."  nor  "to  give  a  pessary  to  a  woman  to  cause  an 
abortion."2  Thus,  we  believe  that  offering  elective  abortion  is  an  egregious 
revision  of  compassionate  and  caring  medical  practice  and  represents  a 
quantum  shift  away  from  the  time-honored  legacy  of  the  Hippocratic 
tradition  in  medicine.  Government  funded  or  mandated  abortion  in 
health  care  reform  further  aggravates  this  shift.  The  physician's  most 
basic  duty  is  summed  up  in  the  phrase  primum  non  nocere,  "first,  do  no 
harm."  The  nearly  30  million  abortions  performed  since  the  passage  of 
the  infamous  Roe  v.  Wade  Supreme  Court  decision  are  a  violation  of  the 
fundamental  norms  of  medicine. 

Third,  elective  abortion  does  not  regard  women's  health  as  a 
fundamental  value.   The  practice  of  elective  abortion  is,  in  fact,  contrary  to 


^Cited  in  Nigel  M.  de  S.  Cameron,  The  New  Medicine:  Life  and  Death  After  Hippocrates 
(Wheaton,  IL:  Crossway  Press,  1991),  p.  25. 
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women's  health.  We  are  hopeful  that  the  Women's  Health  Initiative  of 
the  National  Institutes  of  Health  will  shed  light  on  the  causes  and 
treatment  of  a  host  of  illnesses,  including  breast  cancer,  colon  cancer,  heart 
disease,  and  osteoporosis.  We  acknowledge  that  diseases  that 
disproportionately  affect  women  are  less  likely  to  be  studied,  that  women 
are  not  well  represented  in  clinical  trials,  and  that  women  are  less  likely  to 
be  senior  investigators  conducting  the  trials.3  We  are  troubled,  however, 
by  the  fact  that  studies  on  the  link  between  abortion  and  women's  health 
will  not  be  investigated  adequately. 

For  instance,  there  is  a  growing  corpus  of  literature  to  suggest  that 
elective  abortion  causes  significant  psychological  trauma  to  women.4 
Additionally,  research  continues  to  demonstrate  the  possible  correlation 
between  abortion  and  an  increased  risk  for  breast  cancer.5  Finally,  a 
number  of  studies  have  suggested  a  link  between  abortion  and  substance 
abuse.6 


3Marcia  Angell,  "Caring  for  Women's  Health  -  What  is  the  Problem?"   The  New  England 
Journal  of  Medicine  329  (4),  1993,  pp.  271-272. 

4  Anne  C.  Speckhard  and  Vincent  M.  Rue,  "Postabortion  Syndrome:  An  Emerging  Public  Health 
Concern,"  The  Journal  of  Social  Issues  48  (3),  1992,  pp.  95-119.  Katherine  Dowling,  Letter  to  the  Editor, 
Journal  of  the  American  Medical  Association  269  (17),  1993,  p.  2209.   Ray  Waddle,  "Pain  of  Abortion 
Can  Last  a  Lifetime  for  Some,"  The  Tennessean,  11/7/93,  p.  1-A. 

5J.  C.  Willke,  The  Deadly  After-Effect  of  Abortion:  Breast  Cancer  (Cincinnati:  Hayes 
Publishing  Co.,  nd).  Joel  Brind,  "Induced  Abortion  as  an  Independent  Risk  Factor  for  Breast  Cancer," 
Association  for  Interdisciplinary  Research  in  Values  and  Social  Change  Newsletter  5  (3),  pp.  1-8. 

6Reported  in  The  Post-Abortion  Review  1  (3),  pp.  1,  6. 
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Abortion  is  the  most  daunting  moral  issue  facing  our  nation  today. 
Abortion  divides  families,  religious  denominations,  professional 
organizations,  political  parties,  and  governmental  leaders  much  the  way 
slavery  did  during  much  of  the  19th  century.  Just  as  there  was  a  dedicated 
cadre  of  abolitionists  who  fought  the  evil  of  the  commodification  of 
human  beings  then,  Southern  Baptists  have  committed  themselves  to 
fight  the  evil  of  abortion. 

Thus,  it  should  be  clearly  understood  that  we  will  do  whatever  we 
are  able  to  vigorously  oppose  any  health  reform  proposal  which  includes 
elective  abortion  as  a  component  of  the  plan. 

The  President  and  Mrs.  Clinton  have  made  it  clear  that  elective 
abortion  will  be  part  of  the  "comprehensive  benefits"  offered  under  the 
rubric  of  so-called  "pregnancy-related  services"  in  their  plan. 

Admittedly,  the  theological  and  ethical  foundations  upon  which  we 
base  our  opposition  to  abortion  are  not  shared  by  all  persons  in  our 
culture.  There  is  surprising  uniformity  on  the  question  of  whether  or  not 
abortion  funding  should  be  part  of  any  potential  health  care  reform.  A 
CBS  News/New  York  Times  poll  published  in  March  1993  found  that  72% 
of  Americans  said  abortion  should  not  be  included  in  the  benefits  package 
of  any  national  health  care  plan.  In  their  monumental  survey  of  over  100 
opinion  surveys  on  public  attitudes  about  abortion,  Robert  J.  Blendon, 
John  M.  Benson,  and  Karen  Donelan  discovered  a  clearly  defined 
resistance  to  the  public  funding  of  abortion.7  A  majority  (56%)  of 
Americans  say  abortion  should  be  either  illegal  or  not  paid  for  by  the 


7Robert  J.  Blendon,  John  M.  Benson,  and  Karen  Donelan,  "The  Public  and  the  Controversy  Over 
Abortion,"  Journal  of  the  American  Medical  Association  270  (23),  pp.  2871-2875. 
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government.  More  to  the  point,  less  than  one  in  three  (32%)  think 
coverage  of  abortion  should  be  included  as  a  part  of  a  basic  national  health 
care  plan.  So,  for  whatever  reasons,  the  view  of  Southern  Baptists  with 
respect  to  funding  of  abortion  in  health  care  reform  is  consistent  with  that 
of  the  overwhelming  majority  of  Americans:  no  abortion  in  health  care 
reform! 

Impact  on  Religious  Denominations  and  Churches  and 
Freedom  of  Concience 

The  religious  freedom  implications  of  the  President's  plan  are  far- 
reaching.  By  making  abortion  a  requirement  of  the  comprehensive 
benefits  package,  health  care  reform  of  the  President's  variety  would 
compel  every  denomination  and  local  congregation  either  to  fund 
abortion  or  else  break  the  law  and  suffer  its  penalties.  There  would  be  no 
"safe  harbor."  Moreover,  every  person  motivated  by  religious  faith  to 
oppose  abortion  aiso  would  be  coerced  to  support  an  immoral  practice. 
Every  congregation,  as  an  employer,  would  be  required  to  take  money 
from  the  offering  plate  and  offer  it  up  to  abortionists.  The  choices  would 
be  extremely  limited:  pay-up  and  shut-up  or  face  the  harsh  repercussions 
of  following  religious  conscience.  In  a  nation  which  has  ranked  religious 
freedom  as  its  first  liberty,  it  is  unconscionable  that  our  government 
would  force  us  to  make  that  choice. 
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The  President  has  said  that  there  may  be  "religious  exemptions"  or 
a  "conscience  clause"8  so  that  those  who  are  opposed  to  public  funding  of 
abortion  will  not  have  to  contribute.  Such  an  exemption  is  nothing  more 
than  a  presidential  placebo  for  the  pangs  of  a  wounded  conscience, 
intended  to  try  to  make  religious  persons  feel  better  about  their 
participation  in  the  morally  nauseating  practice  of  abortion.  The  Clinton 
plan  would  mix  private  and  federal  funds  for  poor  women  who  cannot 
currently  get  abortions  from  Medicaid.  Hence,  public  tax  monies  would 
pay  for  elective  abortions.  The  so-called  conscience  clause  would  thus  be 
only  smoke  and  mirrors  meant  to  make  persons  feel  that  they  were  not 
contributing  to  something  they  detest.  In  fact,  however,  religious 
institutions  will,  if  the  Health  Security  Act  is  passed,  either  harden  their 
consciences  toward  the  killing  of  unborn  babies  or  will  follow  their 
consciences  by  engaging  in  widespread  civil  disobedience. 

The  implications  for  freedom  of  conscience  of  individuals  are  an 
additional  religious  liberty  concern  that  we  have  about  the  President's 
plan.  That  Americans,  through  taxes  or  private  insurance,  would  be 
forced,  either  directly  or  indirectly,  to  pay  for  the  killing  of  the  unborn  is 
particularly  reprehensible.  Thomas  Jefferson  wrote  in  the  Virginia  Statute 
on  Religious  Freedom  that  "to  compel  a  man  to  furnish  contributions  of 
money  for  the  propagation  of  opinions  which  he  disbelieves,  is  sinful  and 

tyrannical "   President  Clinton  seeks  not  just  the  propagation  of  his 

opinion  about  the  morality  of  abortion,  he  seeks  "contributions  of  money" 
for   the   very   act  of  killing   unborn   children   from   those   who  are 


8John  Fairhall,  "Abortion  Heats  Health  Debate:  Churches  Could  Opt  Out  of  Coverage,"  The 
Baltimore  Sun,  9/25/93,  p.  1-A. 
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conscientiously  opposed  to  this  act.  This  destroys  the  essence  of  true 
religious  freedom. 

Even  if  the  problem  of  the  violation  of  conscience  regarding 
support  of  abortion  is  addressed,  there  remain  troubling  questions  about 
the  impact  of  the  President's  plan  on  local  church  budgets.  The  average 
church  in  the  Southern  Baptist  Convention  has  a  single  employee  —  the 
pastor.  An  employer  mandate  system  would  require  churches  to  pay  for  a 
benefit  which  many  cannot  currently  afford.  Such  a  mandate  would 
inevitably  force  these  churches  to  reduce  or  eliminate  altogether  funding 
for  missions  and  spiritual  ministries,  as  well  as  charitable  and  social 
ministries.  Not  only  would  some  churches  be  forced  to  scale  back  their 
financial  support  for  missions  and  evangelism  (the  very  heartbeat  and 
fundamental  purposes  of  Southern  Baptists),  this  radical  reapportionment 
of  church  budgets  will  place  a  larger  burden  on  private  and  especially 
government  welfare  programs  which  provide  for  the  needy.  In  solving 
the  heath  care  crisis,  Congress  should  not  exacerbate  the  welfare  crisis. 

We,  therefore,  can  say  unequivocally  that  to  the  extent  abortion  on 
demand  remains  in  the  President's  plan,  the  Southern  Baptist 
Convention  Christian  Life  Commission  will  oppose  that  legislation. 

Encroachments  into  the  Doctor-Patient  Relationship 

The  legacy  of  Western  medical  tradition  has  left  us  with  a  deep  and 
abiding  commitment  to  the  inviolability  of  the  physician-patient 
relationship.   By  taking  on  the  mantle  of  physician,  doctors  implicitly,  and 
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often  explicitly,  enter  a  covenant  relationship  with  their  patients.9 
Further,  embedded  in  our  public  consciousness  is  the  notion  that 
physicians  do  no  harm  and  use  their  skills  for  healing  and  palliation. 

Yet,  the  President's  Health  Security  Act  proposes  the  existence  of  institutions 
which  would  radically  violate  our  accepted  norms.  Purchasing  cooperatives  or 
regional  health  care  alliances  encroaches  on  the  physician-patient  relationship  in 
a  way  that  is  both  untenable  and  unwieldy.  This  fact  has  not  gone  unnoticed  by 
physicians'  organizations,  including  the  American  Medical  Association.  Writing 
in  The  New  England  Journal  of  Medicine,  physician  Marcia  Angell  alleges  that 
under  the  Clinton  proposal,  "Doctors  will  then  be  working  directly  for  insurance 
companies  that  will  attempt  to  maximize  profits  by  pressuring  doctors  to  do  less 
for  their  patients,  as  Relman  warned  in  an  earlier  editorial.  Most  of  us  are 
already  familiar  with  encroachments  by  the  insurance  industry  on  the  practice  of 
medicine.  The  Clinton  plan  stands  to  make  this  situation  worse,  not  better."10 
Again,  the  type  of  reform  called  for  in  the  President's  Health  Security  Act  would 
fatally  erode  or  completely  destroy  the  covenant  between  physician  and  patient 
which  has  served  us  well  for  2500  years.  Moreover,  erosion  of  a  patient's  trust  in 
her  particular  physician  and  in  medicine  as  a  whole  will  no  doubt  negatively 


^William  F.  May,  The  Physician's  Covenant:  Images  of  the  Healer  in  Medical  Ethics 
(Philadelphia:  Westminster  Press,  1983).  See  also,  William  F.  May,  "Code  and  Covenant  or 
Philanthropy  and  Contract"  in  Stephen  E.  Lammers  and  Allen  Verhey  (eds.).  On  Moral  Medicine: 
Theological  Perspectives  in  Medical  Ethics  (Grand  Rapids:  William  B.  Eerdmans  Publishing  Company, 
1987),  pp.  83-96. 

10Marcia  Angell,  The  Beginning  of  Health  Care  Reform:  The  Clinton  Plan,"  77k  New  England 
Journal  of  Medicine  329  (21),  p.  1570. 
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impact  the  processes  of  healing.    In  this  case,  as  with  others,  the  treatment  is  far 
worse  than  the  disease. 

Interestingly,  abortion  proponents  themselves  do  not  see  the  potential 
problems  with  such  a  system.  Ms.  Kate  Michelman  is  quoted  as  favoring  the 
Clinton  blueprint  and  maintaining  that  abortion  is  "a  medical  decision  to 
remain  between  a  woman  and  doctor."11  But,  in  fact,  regional  health  care 
alliance  personnel  would  actually  make  decisions  for  the  physician  and  patient 
based  upon  criteria  presumably  set  by  the  all-powerful  National  Health  Board. 
The  covenantal  relationship  between  the  physician  and  patient  cannot  be 
preserved  under  reforms  which  intrude  into  that  relationship.  If  regional 
alliances  become  part  of  health  care  reform,  intimacy  and  trust  between  a 
physician  and  her  patient  will  have  been  sold  for  the  price  of  increasing 
bureaucracy. 

Rationing  Health  Care 

The  sanctity  of  human  life  is  a  doctrine  which  extends  to  every  human  life 
from  conception  to  natural  death.  We  are,  therefore,  concerned  not  only  about 
the  ethics  of  abortion,  but  ethics  at  both  of  the  edges  of  life  (and  in  between). 
Specifically,  we  are  concerned  about  the  impact  of  health  care  reform  on  the 
rationing  of  medically  necessary  treatments  and  therapies.  In  addressing  the 
proposed  reforms,  Mrs.  Clinton  has  said,  "We'll  try  to  reduce  the  level  of 
defensive  medicine  in  the  last  six  months  of  life."  What  exactly  does  that  mean? 
How  will  such  reductions  take  place  and  on  what  basis? 


^"Clintons  Defend  Abortion  Coverage,"  The  Tennesson,  9/25/93,  p.  13-A. 
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End-of-life  decisions  should  not  be  predicated  strictly  upon  economic 
restraints  or  government  protocols.  Neither  should  health  care  be  rationed  or 
restricted  based  upon  the  age,  quality  of  life,  or  disability  of  the  patient.  Systems 
which  discriminate  against  persons  on  these  bases  are  abhorrent  and  unethical. 

The  United  States  Holocaust  Memorial  Museum  in  Washington,  D.C.  is  a 
powerful  and  emotionally  moving  testimony  to  the  ways  a  medical  system  can 
discriminate  against  a  class  of  persons.  Systems  of  rationing  must  not  be  used  to 
restrict  necessary  medical  treatments  on  the  grounds  that  the  patient  is  too  old  or 
will  not  regain  a  "sufficient"  quality  of  life.  One  needs  only  recall  the  label  given 
to  victims  of  the  holocaust,  lebensunwertes  Leben  (life  unworthy  of  living),  to 
realize  how  insidious  are  such  notions. 

We  will  vigorously  oppose  any  proposed  health  care  plan  that  includes 
rationing  based  on  factors  other  than  medical  need. 

School-Based  Clinics 

Finally,  we  must  oppose  any  health  care  reform  proposal  that  includes  or 
encourages  school-based  clinics  which  counsel  for  abortion  or  distribute 
contraceptives.  We  find  it  particularly  reprehensible  when  such  clinics  do  so 
without  parental  notification  and  permission.  Pro-abortion  counseling  and 
condom  distribution  without  parental  notification  and  consent  is  a  direct  assault 
on  the  institution  of  the  family  and  represents  a  fundamental  tear  in  the  basic 
fabric  of  any  civilized  society. 

Again,  Southern  Baptists  are  on  record  as  opposing  school-based  clinics.  In 
1988,  the  convention,  meeting  in  San  Antonio,  Texas,  passed  a  resolution  saying, 
in  part,  "we  deplore  the  operation  of  School  Based  Clinics  which  have  as  any  part 
of  their  function  the  provision  of  contraceptive  counseling,  medications,  or 
devices"  (see  Appendix  C).    Directly  aimed  at  condom  distribution  in  public 
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schools,  the  convention  resolved  in  1992  to  "register  our  moral  outrage  at  this 
unprecendented  usurpation  of  parental  rights  and  violation  of  family  integrity 
and  .  .  .  affirm  our  determination  to  oppose  condom  distribution  programs  in 
public  schools  and  call  upon  our  educational  authorities  to  refrain  from  such 
distribution  .  .  ."  and,  "that  we  urge  whatever  legislative,  judicial,  or 
administrative  remedies  are  necessary  to  terminate  condom  distribution 
programs  where  they  already  exist,  and  to  implement  abstinence-based 
educational  programs  in  public  schools"  (see  Appendix  C). 

Southern  Baptists  are  not  prudish  about  sex.  Both  the  Christian  Life 
Commission  of  the  Southern  Baptist  Convention  and  the  Baptist  Sunday  School 
Board  produce  resources  to  assist  parents  to  instruct  their  children  about 
sexuality.  Specifically,  the  Sunday  School  Board  has  produced  a  full  line  of  age- 
graded  sex  education  materials.  These  materials  have  become  power  tools  for 
parents  as  they  fulfill  their  role  as  teachers  and  moral  guides  in  the  home. 

Moreover,  the  Baptist  Sunday  School  Board,  the  world's  largest  provider  of 
religious  products  and  services,  has  initiated  a  sexual  abstinence  campaign  under 
the  slogan,  "True  Love  Waits."  As  part  of  this  year-long  campaign,  half  a 
million  teenagers  from  across  the  country  are  expected  to  sign  covenant  cards 
which  state:  "Believing  that  true  love  waits,  I  make  a  commitment  to  God, 
myself,  my  family,  those  I  date,  my  future  mate,  and  my  future  children  to  be 
sexually  pure  until  the  day  I  enter  a  covenant  marriage  relationship." 

'True  Love  Waits"  has  already  become  highly  successful  and  has  garnered  a 
great  deal  of  national  media  attention. 

We  call  upon  the  President,  Surgeon  General  Joycelen  Elders,  and  others  in 
places  of  authority  to  institute  measures  that  will  encourage  our  nation's  young 
people  to  abstain  from  sexual  intercourse  until  monogamous,  heterosexual 
marriage. 
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Any  health  care  reform  proposal  that  includes  school-based  clinics  providing 
abortion  counseling  for  students  and  contraceptive  distibution  is  a  loaded 
weapon  armed  with  a  silver  bullet  aimed  at  the  hearts  of  our  nation's  youth. 

Conclusion 

Americans  stand  at  the  threshold  of  a  momentous  decision  concerning  the 
kind  of  society  we  will  be.  Will  we  be  a  society  of  life,  liberty,  and  kindness?  Or 
will  we  be  a  barbarous  and  narcissistic  society?  Will  we  regard  every  human 
being  as  having  intrinsic  worth?  Or  will  we  make  subjective,  relativistic  quality- 
of-life  judgments  about  the  worth  of  person's  lives? 

Whatever  our  lawmakers  choose  to  do,  we  must  be  true  to  our  God,  our 
convictions,  and  our  conscience.  We  cannot  do  otherwise.  We  hope  we  will  be 
able  to  stand  with  our  elected  officials  for  revisions  and  reforms  in  health  care 
that  will  evidence  our  commitment  to  the  instrinsic  value  of  every  human  life. 
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APPENDIX  A 

Health  Care  Reform:     A  Moral  Preamble* 

Christian  Life  Commission  of  the  Southern  Baptist  Convention 


We  believe  as  citizens  of  the  Kingdom  of  Jesus  Christ,  the  Great  Physician,  we 
are  called  to  participate  in  the  current  public  dialogue  on  health  care  reform.  As  our 
Creator  is  actively  concerned  and  involved  in  all  of  life,  we,  as  His  disciples,  are 
morally  obligated  to  speak  to  this  value-laden  issue.  Furthermore,  since  we  are 
citizens  of  the  United  States  of  America,  the  addition  of  our  voices  is  a  legitimate 
expression  of  the  American  democratic  enterprise  and  helps  to  provide  a  moral  and 
spiritual  grounding  for  the  dialogue. 

We  believe  all  persons  find  themselves  in  need  of  medical  care  at  various  times 
in  their  lives.   Christians  historically  have  been  at  the  forefront  in  providing 
compassionate  medical  care  as  a  ministry  to  the  people  of  the  world.  Southern 
Baptists  have  demonstrated  their  palpable  concern  for  health  care  on  a  national 
level  through  the  establishment  of  charitable  hospitals  and  clinics.   Our  Southern 
Baptist  institutions  of  higher  learning  have  trained  countless  health  care  providers. 
Internationally,  we  have  provided  medical  personnel  and  facilities  for  many  of  the 
world's  poor.   We  commit  ourselves  anew  to  help  meet  the  health  care  needs  of  the 
world's  poor  and  suffering,  wherever  they  may  be. 

We  believe  there  is  a  need  for  revision  in  the  health  care  delivery  system.  We 
must  work  harder  in  both  the  public  and  the  private  sector  to  help  provide 
affordable  care  for  all  those  in  need. 

We  believe  the  key  elements  in  any  successful  health  care  reform  include 
reducing  unnecessary  medical  care  and  costs  (with  attendant  tort  reform), 
liberalizing  access  to  health  insurance  and  providing  medical  assistance  to  those 
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truly  in  need.   This  does  not  necessarily  mandate  a  government-controlled  health 
care  system.  As  Baptists,  we  are  committed  to  our  forebears'  insistence  on  limited 
government  as  exhibited  in  the  Constitution  of  the  United  States.   Government, 
even  with  the  best  of  intentions,  often  breeds  bureaucracy,  complacency, 
insensitivity  and  ineptitude. 

We  believe  the  benefits  of  health  care  should  extend  to  all  of  humanity, 
including  the  elderly,  the  chronically  ill,  the  disabled  and  the  unborn.   We  remain 
steadfast  in  our  commitment  to  proclaiming  the  precious  nature  and  uniqueness  of 
all  humanity  as  created  in  the  image  of  God.  We  must  oppose,  therefore,  any 
attempt  to  subordinate  the  life  or  health  of  any  individual  to  inferior  claims  of  so- 
called  "reproductive  rights,"  "individual  autonomy"  or  "economic  necessity." 
Public  tax  monies  or  proposed  mandated  employer  contributions  must  not  be  used 
directly  or  indirectly  to  fund  abortion  on  demand,  and  end-of-life  decisions  should 
not  be  predicated  strictly  upon  economic  constraints  or  government  protocols.   The 
sanctity  of  every  human  life  is  the  superior  and  more  humane  ethical  norm. 

We  believe  the  Hippocratic  tradition  of  medicine,  especially  as  it  subsequently 
has  been  enriched  by  the  Christian  ethos,  represents  the  noblest  advance  of  the 
healing  arts.   Inherent  in  this  tradition  is  a  deeply  personal,  covenantal  relationship 
between  physician  and  patient.  Compassion  and  skill  supplied  by  the  physician, 
coupled  with  the  patient's  trust  and  compliance,  work  together  toward  healing. 
Reform  efforts  must  not  undermine  this  time-honored  relationship  and  the 
enduring  values  surrounding  it.   A  physician's  best  efforts  to  preserve  human  life 
must  never  be  impeded  by  harmful  government  intrusion.    Neither  should 
government  in  any  way  discourage  or  limit  access  of  patients  to  physicians  or 
counselors  of  similar  life  and  world  views.  This  is  of  particular  concern  in  the 
realm  of  mental  health  where  the  psychological  and  spiritual  are  closely 
interwoven. 

We  believe  the  promotion  of  good  health  habits  is  a  worthy  goal  of  preventive 
health  care.  Proper  diet,  exercise  and  regular  physical  examinations  are  to  be 
encouraged,  and  the  use  of  tobacco,  alcohol  and  other  harmful  drugs  is  to  be 
discouraged.  We  encourage  moral  responsibility  by  promoting  premarital  sexual 
abstinence,  marital  fidelity  and  advocacy  of  the  traditional  family.   At  the  same  time, 
we  recognize  a  moral  obligation  to  provide  compassionate  care  for  all  who  suffer. 


21 


209 


Moral  education  remains  essential  in  this  regard,  and  we,  as  members  of  the  body  of 
Christ,  recognize  our  ultimate  responsibility  to  bring  the  gospel  claims  of  Christ  to 
our  world  and  to  demonstrate  Christian  virtues  by  being  salt  and  light  in  a  fallen 
world. 


(The  Christian  Life  Commission  is  the  ethics,  public  policy  and  religious  liberty 
agency  of  the  Southern  Baptist  Convention,  which  is  the  country's  largest  Protestant 
denomination  with  15.4  million  members  in  more  than  38,000  congregations 
nationwide.) 


•  This  document  issued  by  the  Christian  Life  Commission  was  formulated  as  a  consequence  of  the 
Southern  Baptist  Consultation  on  Health  Care  Jan.  18, 1994,  in  Washington,  DC 
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Health  Care  Reform:     A  Statement  of  Concerns* 

Christian  Life  Commission  of  the  Southern  Baptist  Convention 


Concern  1  -  Implications  for  the  inalienable  rights  of  human  persons, 
particularly  their  right  to  life  and  liberty,  which  have  been  conferred  by  our  Creator 
and  guaranteed  in  our  Constitution.    We  are  especially  concerned  about  the  impact 
of  the  proposed  Clinton  plan  or  any  other  health  care  plan  on  health  care  at  the 
edges  of  life.  The  Clinton  plan,  at  present,  includes  so-called  "pregnancy-related 
services."   Both  the  President  and  Mrs.  Clinton  have  made  it  clear  that  these 
services  will  include  abortion  services.    Along  with  the  majority  of  Americans,  we 
are  opposed  to  any  reform  which  includes  funding  for  elective  abortions. 

Without  question,  the  inclusion  of  abortion  on  demand  in  the  final  version 
of  any  health  care  reform  would  be  the  most  devastating  setback  for  the  pro-life 
movement  since  Roe  v.  Wade.    In  1973,  the  pro-life  movement  was  caught  by 
surprise  when  the  Supreme  Court  decided  Roe  v.  Wade.   The  decision  about  health 
care  reform  will  not  be  by  judicial  fiat,  but  will  be  decided  by  a  democratic  political 
process.   And  this  time  the  pro-life  movement  is  ready. 

Both  sides  in  the  abortion  struggle  agree  on  the  importance  of  this  battle, 
while,  of  course,  disagreeing  on  the  final  outcome.   It  is  unfortunate  that  the 
President  is  apparently  so  committed  to  the  pro-abortion  lobby  that  he  seems  willing 
to  jeopardize  the  most  significant  social  policy  legislation  of  this  century  for  a 
medical  procedure  which  most  Americans  agree  is  elective,  except  in  the  rarest  of 
circumstances. 


The  winner  of  this  debate  will  have  achieved  an  enormous  victory.    The  pro- 
abortion  movement  understands  quite  well  that  the  inclusion  in  any  "basic  benefits 
package"  validates  and  radically  expands  their  movement.   Tens  of  millions  of 
Americans  who  are  not  currently  able  to  pay  for  abortions  (whether  because  of  lack 
of  insurance,  insurers'  refusal  to  cover  the  procedure  or  the  current  federal  ban  on 
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Medicaid  funding  of  abortion)  will  have  ready  access  to  this  procedure  under  the 
President's  plan.  There  can  be  little  doubt  that,  in  spite  of  the  President's  professed 
desire  that  abortion  be  "safe  and  legal,  but  rare,"  the  killing  of  unborn  children  will 
vastly  multiply  as  a  result  of  his  national  health  care  plan.  Consequently,  we  are 
adamantly  opposed  to  any  government-funded  or  government-  mandated  abortion- 
on-demand  services. 

In  addition  to  our  concerns  about  abortion,  we  are  deeply  troubled  by  other 
aspects  of  this  plan.  The  sanctity  of  human  life  is  an  issue  which  goes  far  beyond  the 
issue  of  pre-born  life.  In  addressing  the  proposed  health  care  reform,  Mrs.  Clinton 
said,  "I  haven't  told  my  husband  this  .  .  .  but  we're  going  to  have  a  living  will." 
She  also  said,  "We'll  try  to  reduce  the  level  of  defensive  medicine  in  the  last  six 
months  of  life"  (Washington  Post,  September  22,  1993).   We  will  likewise  contest 
any  plan  which  opens  the  door  to  or  actively  promotes  euthanasia  or  physician- 
assisted  suicide  as  a  method  of  reducing  medical  expenditures  near  the  end  of  life. 
Primum  non  nocere  (do  no  harm),  not  "kill  as  few  as  possible,"  remains  the 
capstone  of  the  physician's  duty  to  her  patient. 


Concern  2  —  The  radical  revision  of  the  physician-patient  relationship.    For 

more  than  2,500  years,  medicine  in  the  Hippocratic  tradition,  especially  as  it  has  been 
informed  by  the  Christian  ethos,  has  been  characterized  by  the  inviolability  of  the 
covenant  relationship  between  a  physician  and  his  or  her  patient. 

The  insinuation  of  health  care  alliances  into  the  relationship  threatens  the 
quality  of  care  and  erodes  the  level  of  trust  between  the  physician  and  patient 
Reform  efforts  must  not  undermine  this  time-tested  relationship  and  the  enduring 
values  surrounding  it.   A  physician's  best  efforts  to  preserve  human  life  must  never 
be  impeded  by  harmful  government  intrusion. 


Concern  3  —  Religious  liberty  and  freedom  of  conscience.    It  is  embarrassing 
that  a  President  who  claims  the  Baptist  heritage  of  religious  freedom  would  consider 
so  violating  the  consciences  of  millions  of  pro-life  Americans  by  forcing  them  to  pay 
for  abortion  with  their  taxes.   Thomas  Jefferson  wrote  in  the  Virginia  Statute  on 
Religious  Freedom  that  "to  compel  a  man  to  furnish  contributions  of  money  for  the 
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propagation  of  opinions  which  he  disbelieves,  is  sinful  and  tyrannical.   ..." 
President  Clinton  seeks  not  just  the  propagation  of  his  opinion  about  the  morality 
of  abortion,  he  seeks  "contributions  of  money"  for  the  very  act  of  killing  unborn 
children  from  those  who  are  conscientiously  opposed  to  this  act.  This  destroys  the 
essence  of  true  religious  freedom. 

Will  a  person  of  religious  faith  be  allowed  to  choose  a  doctor  of  a  similar 
world  view,  within  a  government-mandated,  managed-care  system,  or  will  he  or 
she  be  forced  to  see  a  doctor  whose  world  view  is  clearly  in  opposition  to  the 
patient's  deeply  held  beliefs?  This  is  a  serious  question  in  all  fields  of  medicine,  but 
it  is  absolutely  critical  in  the  mental  health  fields.   Will  a  Christian  be  forced  under 
this  proposed  system  in  a  time  of  mental  stress  to  see  a  psychologist  who  is  not 
informed  by  a  Christian  world  view  but  rather  an  opposing  or  antagonistic  world 
view? 

While  the  President,  on  MTV,  has  said  that  most  health  alliance  plans  will 
cover  abortions,  there  will  be  what  he  called  "religious  exemptions"  or  a  "conscience 
clause"  so  that  some  health  plans  do  not  have  to  include  abortion  services 
(Baltimore  Sun,  September  25,  1993). 

President  Clinton  has  acknowledged  to  reporters  that  tax  funds  and  employer- 
mandated  contributions,  presumably  even  from  those  persons  morally  opposed  to 
abortion,  would  be  used  "indirectly"  to  pay  for  abortions.  The  conscience  clause 
then  is  merely  smoke  and  mirrors. 

Southern  Baptists  still  maintain,  through  their  state  conventions,  some 
oversight  of  denominationally  operated  hospitals.   Most  of  those  hospitals  do  not 
offer  elective  abortion  services.   We  are  concerned  about  the  Clinton  proposal's 
impact  on  the  religious  liberty  of  those  facilities  that  refuse  to  perform  abortions. 


Concern  4  —  Allocation  of  finite  medical  resources.    We  believe  that  the 
benefits  of  health  care  should  extend  to  all  humanity,  including  the  elderly,  the 
chronically  ill  and  the  unborn. 
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Health  care  rationing  based  on  factors  other  than  medical  need  and  patient 
willingness  are  ethically  suspect.  In  particular,  age-based  systems  of  rationing  are 
unjust  and  discriminatory.   Systems  which  discriminate  on  the  basis  of  quality  of 
life  judgments  or  mental  or  physical  disability  are  especially  abhorrent.  We  will 
oppose  any  form  of  restricted  access  based  on  age,  quality  of  life  or  disability. 


Concern  5  -  Interference  with  families.    Again,  as  the  Clinton  plan  presently 
exists,  it  includes  so-called  "family  planning  services."   We  will  resist  any  plan 
which  will  fund  abortion  counseling,  contraceptive  distribution  to  minors,  medical 
care  without  parental  consent  and  school-based  clinics  which  facilitate  these 
activities. 


Concern  6  -  Impact  on  Southern  Baptist  entities  and  agencies,  including  local 
churches.    Most  Southern  Baptist  pastors,  agency  employees  and  missionaries  are 
covered  by  insurance  plans  which  are  under  the  aegis  of  the  Annuity  Board  of  the 
Southern  Baptist  Convention.    The  consultation  made  clear  that  every  Southern 
Baptist,  every  Southern  Baptist  church  and  every  Southern  Baptist  organization  will 
be  impacted  significantly  by  any  of  the  health  care  reform  proposals  currently  under 
consideration.   We  are  concerned  that  Southern  Baptists,  along  with  most 
Americans,  may  be  worse  off  under  the  Clinton  blueprint. 

*  A  statement  of  concerns  is  an  evaluative  grid  that  is  formulated  as  a  consequence  of  a 
consultation  on  health  care  reform  hosted  by  the  Southern  Baptist  Convention  Christian  Life 
Convention  Jan.  18, 1994.  The  purpose  of  the  consultation  was  to  analyze  the  ethical,  legal  and  social 
implications  of  health  care  reform. 


26 


214 


APPENDIX  B 


ON  THE  FREEDOM  OF  CHOICE  ACT,  HYDE  AMENDMENT 
AND   OTHER   ABORTION   POLICIES 

WHEREAS,  The  Bible  teaches  that  God  holds  human  life  to  be  sacred  because  He 
created  human  beings  in  His  own  image  (Gen.    1:27,  Gen.  9:6);   and 

WHEREAS,    Southern    Baptists    have    historically    affirmed    biblical    teaching 
regarding    the    sanctity    of   human    life    by    adopting    numerous    pro-life    resolutions    at 
national,    state    and    associational    meetings;    and 

WHEREAS,   Approximately    1.6   million   unborn   babies   are   now   being   killed   each 
year  in  America,  nearly  30  million  in  the  past  20  years,  as  a  result  of  the   1973 
decision  of  the  Supreme  Court  in  Roe  v.   Wade;  and 

WHEREAS,   Last  year  in  Planned   Parenthood   of  Southeastern    Pennsylvania    v. 
Casey,    the   Supreme   Court   reaffirmed   the  central   holding  of  Roe    and   further 
entrenched    abortion    "rights"    in    the    Constitution;    and 

WHEREAS,    Although    Casey   reaffirmed  abortion   rights,  states  still  retain  a 
limited   ability   to    regulate    and    restrict    abortion;    and 

WHEREAS,  The  Freedom  of  Choice  Act  which  is  now  poised  for  passage  in  the 
United   States   Congress,   and   would,   if  adopted,   result   in   a  national    abortion-on- 
demand    law    prohibiting    states    from    regulating    and    restricting    abortions    in    any 
meaningful    way,    even    during    the    last    three    months    of   pregnancy;    and 

WHEREAS,   President   Clinton   and   pro-abortion    legislators   in    Congress   are   also 
attempting    to    repeal    the    Hyde    Amendment    and    other    pro-life    policies    which    prohibit 
taxpayer    funding    of    abortion;    and 

WHEREAS,   Health   care   reform   being  considered   by   Congress   and   the   Clinton 
Administration    is   likely    to    require   taxpayers    and   private   employers   to   pay    for 
abortion   in   spite  of  their  moral   objections   to  this  policy;    and 

WHEREAS,    Congress    is   currently    considering    legislation    which    would    deny 
pro-lifers    their    First    Amendment    freedom    of    speech    rights    during    responsible    non- 
violent   protests    outside    abortion    clinics;    and 

WHEREAS,   President   Clinton   has   instructed   the   Food    and   Drug   Administration 
to   make   certain   abortion   pills   available   in   the   United   States;    and 

WHEREAS,   President   Clinton   has    repealed   the    ban   on    federally-funded 
research    using    electively    aborted    fetal    tissue    in    scientific    experiments. 

Therefore,  Be  it  RESOLVED,  That  we,  the  messengers  to  the  Southern  Baptist 
Convention,   meeting   in   Houston,   Texas,   June    15-17,    1993,   affirm   the   biblical   teaching 
that  God  is  the  author  of  life  and  that  human  life  begins  at  conception  (Psa.   51:5; 
139:14-16;  Jer.   1:5);  and 
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Be  it   further  RESOLVED,   That  we   affirm   the  biblical   prohibition   on   the   taking 
of  unborn  human   life  except  to   save   the   life  of  the   mother   and 

Be  it  further  RESOLVED,  That  we  oppose  all  efforts  by  the  United  State  Congress 
to  pass  the  radical   abortion  on  demand  bill,  the  Freedom  of  Choice  Act;  and 

Be  it  further  RESOLVED,  That  we  call  upon  Congress  to  maintain  the  Hyde 
Amendment    and    other   pro-life   policies    which    prohibit    the    use   of   federal    funds   to 
encourage,   promote,  or  perform   abortions  except  to   save   the   life  of  the   mother, 
thereby    protecting    the    unborn    and    the    consciences    of   millions    of   pro-life    taxpayers; 
and 

Be  it  further  RESOLVED,  That  we  oppose  the  inclusion  of  abortion   in  any  health 
care  plan  which   may  be  proposed  by  the  President  and   adopted  by   Congress   and  urge 
policy    makers    to   protect   the   consciences    of  millions    of   pro-life    taxpayers    and 
employers   by   not   forcing   them   to   pay    for  such   a   repugnant   act;    and 

Be  it  further  RESOLVED,  That  we  oppose  the  passage  of  any   legislation  which 
would    have    the    effect   of  denying   First   Amendment    freedom    of   speech    rights, 
especially    as    a   means    of   responsible,    non-violent    protest    at    abortion    clinics;    and 

Be   it   further  RESOLVED,  That  we   oppose  the   testing,   approval,   distribution, 
marketing   and   usage   in   the   United   States   of  any   abortion   pills   and   urge   U.S. 
corporations    which    are    considering    such    business    ventures   to    refuse    to    do    so;    and 

Be  it  finally  RESOLVED,  That  we  remain  morally  opposed  the  use  of  electively 
aborted    fetal    tissue    in    all    experiments    conducted    by    the    federal    government    and    urge 
President    Clinton    to    reconsider    his    decision    to    advance    such    reprehensible    research. 
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ON  SANCTITY   OF  HUMAN   LIFE 

WHEREAS,  The  Bible  teaches  that  God  holds  human  life  to  be  sacred  and  created 
human  beings   in   His  own   image;   and 

WHEREAS,    Southern    Baptists    have    historically    affirmed    biblical    teaching 
regarding    the    sanctity    of   human    life    by    adopting    numerous    pro-life    resolutions    at 
the  national,   state,   and   local   levels;   and 

WHEREAS,   Approximately    1.6   million  unborn   babies   are   killed   each   year  in 
America  as  a  result  of  the  1973  decision  of  the  Supreme  Court  in  Roe   v.   Wade;  and 

WHEREAS,  In   1989  the  Supreme  Court  began  the  dismantlement  of  the  Roe 
decision  by   upholding   a   Missouri   pro-life   statute   in   Webster    v.    Reproductive    Health 
Services;   and 

WHEREAS,  As  a  result  of  the  Webster  decision,  states  now  have  more  flexibility 
to   regulate    and    restrict   the   practice   of   abortion;    and 

WHEREAS,  The  Supreme  Court  is  likely  to  erode  or  overturn  the  Roe  decision  in 
the    near    future;    and 

WHEREAS,   Legislation   has  been   introduced    in   the   United   States   Congress   which 
would   codify    and   expand    the   Roe   abortion    rights    and   thereby    restrict   the    rights   of 
states    to    regulate    abortions    within    their   borders;    and 

WHEREAS,  Pro-abortion  legislators  in  Congress  are  also  attempting  to  repeal 
restrictions    on    federal    abortion    funding;    and 

WHEREAS,   New  drugs   and   technologies,   including   RU-486,   which   will   make  the 
practice    of   abortion   easier,    are   being    researched    and    used    in    other   nations    and 
abortion    advocates    are    attempting    to    bring    these    technologies    to    America;    and 

WHEREAS,    Some    scientists    in    America   are   experimenting    with    the    tissues   of 
babies   from    induced   abortions   in   order  to   find  cures   to   certain   diseases   and   are 
working    to    repeal    the    ban   on    federal    government    research    on    fetal    tissue 
transplantation;     Now,     therefore, 

BE  IT  RESOLVED,  That  we  the  messengers  to  the  Southern  Baptist  Convention, 
meeting  in  Atlanta,  Georgia,  June  4-6,  1991,  affirm  the  biblical  prohibition  against 
the  taking  of  unborn   human   life  except  to   save   the   life  of  the   mother;   and 

BE  IT  FURTHER  RESOLVED,  That  we  call  on  all  Southern  Baptists  to  work  for  the 
adoption    of  pro-life    legislation    in    their    respective    states    which    would    expand 
protection    for    unborn    babies;    and 

BE  IT  FURTHER  RESOLVED,  That  we  call  on  all  Southern  Baptists  to  work  with 
equal    fervor   to   compassionately    encourage    and    assist    girls    and    women    with 
unplanned    or   unwanted    pregnancies    to    carry    their   children    to    term    and    to    prepare 
for  the   best   life   possible    for  their  children;    and 

BE  IT  FURTHER  RESOLVED,  That  we  opposed  all  efforts  by  the  United  States 
Congress   to   limit   the   rights   of  states   to   restrict   abortion-on-demand    and   call   upon 
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Congress    to    maintain    current    pro-life    policies    which    prohibit    the    use    of   federal 
funds  to  encourage,  promote,  or  perform   abortions  except  the   save   the   life  of  the 
mother;     and 

BE  IT  FURTHER  RESOLVED,  That  we  oppose  the  testing,  approval,  distribution, 
and   marketing    in    America   of  new   drugs    and   technologies    which    will    make    the 
practice    of   abortion    more    convenient    and    more    widespread;    and 

BE  IT  FURTHER  RESOLVED,  That  we  support  the  current  federal  government 
ban    on    funding    any    transplantation    of   tissue    from    induced    abortions    for   purposes    of 
experimentation    and    research    and    call    on    the    federal    government    to    maintain    the 
ban    despite    pressure    from    the    scientific    community    and    pro-abortion    organizations. 


ON   ENCOURAGING    LAWS   REGULATING    ABORTION 

WHEREAS,    Southern    Baptists    have   historically    upheld    the    sanctity    and    worth 
of  all   human   life,  both  born   and  pre-born,   as  being  created   in   the   image  of  God;   and 

WHEREAS,   the  messengers  to  the   annual   meetings  of  the   Southern   Baptist 
Convention    during   the    past    decade    have    repeatedly    reaffirmed    their   opposition    to 
legalized    abortion,   except   in   cases   where   the   mother's   life   is   immediately   threatened; 
and 

WHEREAS,  the  Supreme  Court  of  the  United  States  in  the  1973  Roe  V.  Wade 
decision,  and  its  progeny,  denied  the  right  of  the  fifty  state  legislatures  and  the 
Congress   to   protect   the   prebom  child   by    law;    and 

WHEREAS,  the  Court  may  now  be  willing  to  permit  the  states  and  the  Congress 
once    again    to    enact    legislation    regulating    and    restricting    abortion. 

Therefore,  be  it  RESOLVED,  That  we,  the  messengers  of  the  Southern  Baptist 

Convention,   meeting  in  Las   Vegas,   June    13-15.    1989,   to   strongly   urge   the   fifty   state 

legislatures    and   the  Congress   to   enact   legislation   to    restrict   the   practice   of   induced 
abortion;     and 

Be  if  further  RESOLVED,  That  we  urge  the  Christian  Life  Commission  and  the 
various    state    Baptist   conventions,    and    their   Christian    Life    Committees,    affiliated    with 
the    Southern    Baptist   Convention    actively    to   promote    the   passage    of   such    legislation; 
and 

Be  it  finally  RESOLVED,  That  we  do  reaffirm  our  opposition  to  legalized  abortion 
and    our    support    of   appropriate    federal    and    state    legislation    and/or    constitutional 
amendment    which    will    prohibit    abortion    except    to    prevent    the    imminent    death    of 
the    mother. 
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APPENDIX  C 

ON  SCHOOL  BASED  CLINICS 

WHEREAS,  A  continuing  permissive  attitude  in  contemporary  society  toward  extramarital  sexual 
activity  has  precipitated  an  epidemic  of  teenage  pregnancy;  and 

WHEREAS,  Many  public  school  systems  across  America  believe  that  the  most  effective  way  to 
combat  this  problem  is  to  make  birth  control  information  and  contraceptives  widely  available  to  public 
school  students;  and 

WHEREAS,  This  mindset  has  led  to  the  provision  of  amoral  counsel,  of  contraceptive  medications, 
and  devices  within  the  framework  of  public  schools;  and 

WHEREAS,  The  newest  assault  on  parental  authority  and  responsibility  with  respect  to  their 
adolescent  children  is  the  concept  of  School  Based  Clinics,  which  are  being  introduced  into  public  schools 
across  the  country  with  the  ostensible  reason  being  to  provide  general  medical  services  to  public  school 
students;  and 

WHEREAS,  Many  proponents  of  School  Based  Clinics  claim  that  contraceptive  services  and 
treatment  of  sexually-related  medical  conditions  are  only  a  small  portion  of  the  total  services  to  be 
delivered,  it  is  obvious  because  of  the  philosophical  base  of  their  chief  proponents  that  general  medical 
services  are  only  a  camouflage  for  their  primary  motivation  which  is  to  provide  contraceptives  to  public 
school  students;  and 

WHEREAS,  Provision  of  contraceptive  services  in  School  Based  Clinics  is  virtually  always  done 
under  the  cover  of  patient  confidentiality,  resulting  in  the  provision  of  contraceptive  services,  medications, 
and  devices  without  parental  knowledge  or  permission,  undermining  Cod-ordained  parental  authority  and 
responsibility;  and 

WHEREAS,  This  causes  the  public  school,  which  represents  to  students  the  authority  of  the 
government  and  of  the  community  at  large,  to  condone  immoral  sexual  behavior;  and 

WHEREAS,  That  for  public  schools  to  condone  and  lend  assistance  to  immoral  sexual  behavior  is  an 
abdication  of  moral  responsibility  and  a  breach  of  the  trust  which  parents  expect  from  those  to  whom  they 
entrust  the  education  of  their  children. 

Therefore  be  it  RESOLVED,  That  we,  the  messengers  of  the  Southern  Baptist  Convention  meeting  in 
San  Antonio,  Texas,  June  14-16, 1988,  abhor  the  tendency  to  bypass  parental  consent  involving  birth  control 
and  abortion;  and 

Be  it  further  RESOLVED,  That  we  deplore  the  operation  of  School  Based  Clinics  which  have  as  any 
part  of  their  function  the  provision  of  contraceptive  counseling,  medications,  or  devices;  and 

Be  it  further  RESOLVED,  That  we  do  not  believe  that  any  fair  interpretation  of  the  doctrine  of 
separation  of  church  and  state  requires  the  public  schools  of  our  nation  to  adopt  and  maintain  an  amoral 
value-free  approach  to  teenage  promiscuity,  and  we  call  for  public  schools  as  they  deal  with  the  sensitive 
areas  of  sexual  behavior  to  uphold  the  standard  of  sexual  abstinence  outside  marriage;  and 

Be  it  further  RESOLVED,  That  we  support  those  public  school  educators  in  their  efforts  to  promote 
traditional  moral  values  that  teach  abstinence;  and 

Be  it  finally  RESOLVED,  That  if  "Just  Say  No"  is  the  standard  for  drug  education,  we  affirm  that  it 
is  equally  applicable  to  sex  education. 
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ON  CONDOM  DISTRIBUTION  IN  THE  PUBLIC  SCHOOLS 

WHEREAS,  an  increasing  number  of  public  school  districts  are  distributing  condoms  to 
students  through  the  public  schools;  and 

WHEREAS,  These  condoms  are  often  distributed  without  the  knowledge  and  consent  of 
parents;  and 

WHEREAS,  The  dangerous  myth  of  "safe  sex"  continues  to  claim  victims,  including 
young  children  in  public  schools;  and 

WHEREAS,  The  forced  availability  of  birth  control  devices  to  minors  violates  the 
rights  of  parents  and  guardians,  endangers  the  health  and  lives  of  children,  and  is  a  violation 
of  the  rights  of  the  family. 

Therefore,  Be  it  RESOLVED,  That  we,  the  messengers  to  the  135th  session  of  the 
Southern  Baptist  Convention,  meeting  in  Indianapolis,  Indiana,  June  9-11, 1992,  register  our 
moral  outrage  at  this  unprecedented  usurpation  of  parental  rights  and  violation  of  family 
integrity;  and 

Be  it  further  RESOLVED,  That  we  affirm  our  determination  to  oppose  condom 
distribution  programs  in  public  schools  and  call  upon  educational  authorities  to  refrain  from 
such  distribution;  and 

Be  it  finally  RESOLVED,  That  we  urge  whatever  legislative,  judicial,  or 
administrative  remedies  are  necessary  to  terminate  condom  distribution  programs  where  they 
already  exist,  and  to  implement  abstinence-based  educational  programs  in  public  schools. 
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Mr.  Waxman.  You  have  all  given  us  very  clear  and  articulate 
statements  of  your  positions  and  obviously  this  panel  does  not 
speak  with  one  voice  on  this  issue.  I  don't  think  there  are  any 
questions  I  could  ask  any  of  you  that  would  bring  out  any  clearer 
what  views  you  want  to  have  on  the  record  as  we  consider  this  leg- 
islation. All  I  will  do  is  thank  you  very  much  for  being  with  us. 

Mr.  Greenwood,  do  you  have  any  questions? 

Mr.  Greenwood.  I  have  a  couple  of  questions.  First,  Ms.  Alvare 
and  Mr.  Mitchell,  do  you  support  in  a  basic  benefits  package  con- 
traceptive services? 

Ms.  Alvare.  With  regard  to  contraception,  you  know  the  moral 
position  of  the  Bishops  between  artificial  contraception  and  natural 
contraception.  It  is  a  position  that  we  distinguish  from  the  abortion 
position.  It  is  a  morality  position,  not  a  human  rights  position, 
about  whether  or  not  certain  human  lives  can  be  destroyed. 

First  of  all,  we  want  to  urge  upon  all  of  the  Members  of  Congress 
considering  this  that  they  should  be  under  no  illusions  that  if  they 
include  contraception  in  this,  expand  it,  make  it  even  more  easily 
available  that  somehow  that  will  result  in  fewer  teen  pregnancies 
and  fewer  abortions.  I  have  a  great  variety  of  statistics  I  would  be 
happy  to  provide  you  showing  that  the  last  20  years  expansion  has 
not  resulted  in  lower  abortion  or  teen  pregnancy  rates,  but  in  fact, 
as  you  know,  they  have  been  increasing. 

Second,  we  cannot  actually  say  we  are  going  to  support  forcing 
our  employers  to  pay  for  contraception  against  our  religious  and 
moral  conscience  and  so  forth.  We  need  conscience  clause  protec- 
tion because  you  know  that  you  would  be  speaking  directly  to  a 
matter  of  religious  concern  to  us  if  contraception  was  included. 

Mr.  Greenwood.  Maybe  Mr.  Mitchell  could  respond  to  my  first 
question  and  to  my  second  question.  We  now  have  abortion  and 
contraception,  at  least  from  Ms.  Alvare's  testimony,  as  items  where 
individuals  ought  to  be  able  to  conscientiously  object  and  not  pro- 
vide any  funds  for  a  national  pool  or  regional  pool. 

Is  there  any  philosophical  reason  why  others  could  not  extend 
that  to  the  treatment  of  AIDS,  to  the  treatment  of  drug  and  alcohol 
abuse,  or  to  the  treatment  of  sexually  transmitted  diseases,  all  of 
which  are  self-induced  problems  in  the  minds  of  many? 

Where  are  we  supposed  to  draw  the  line  when  allowing  individ- 
uals to  opt  out  from  any  contribution  toward  the  cure  of  certain 
ills? 

Ms.  Alvare.  Were  you  following  up  with  me  on  that  question? 

Mr.  Greenwood.  Either  or  both. 

Ms.  Alvare.  With  regard  to  the  statement  of  curing  ills,  the  line 
you  draw  is  the  line  that  I  would  agree  with.  Abortion  does  not 
cure  an  ill.  Abortion  terminates  a  life.  To  try  and  say  that  you  start 
here  and  the  slippery  slope  would  lead  you  to  objection  to  a  huge 
variety  of  things  would  not  be  precise  intellectually  or  otherwise. 

Again  the  Supreme  Court,  doctors,  everyone  pretty  much  ac- 
knowledges that  abortion  is  sui  juris.  It  is  intended  to  terminate 
a  life  which  is  human  and  developing.  To  have  an  objection  to  that 
in  particular,  I  don't  think  can  be  compared  to  any  other  kind  of 
objection. 

I  know  this  morning  there  were  questions  raised  about  how  do 
we  feel  about  treating  persons  who  used  alcohol  or  drugs.  Again, 
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we  are  still  talking  about  a  treatment  for  curing  an  ill.  When  we 
talk  about  abortion,  we  are  talking  about  an  operation  that  actu- 
ally destroys  a  life. 

Mr.  Greenwood.  I  thought  the  slope  got  a  little  more  slippery 
when  you  talked  about  contraception  because  that  is  not  in  the 
same  category. 

Ms.  Alvare.  With  regard  to  contraception,  you  are  speaking 
there  of  something  that  deals  specifically  with  a  religious  precept 
held  for  thousands  of  years  by  a  particular  church.  You  are  not 
talking  about  destruction  of  human  life,  that  is  granted.  On  the 
other  hand,  you  are  talking 

Mr.  Greenwood.  Should  Christian  Scientists  be  excluded  in  the 
same  way  from  paying  for  things  that  violate  their  religious  be- 
liefs? 

Ms.  Alvare.  This  morning  you  referred  the  possibility  of  opt  out 
with  regard  to  abortion.  That  still  leaves  our  Federal  Government 
in  the  position  of  enforcing  abortion  as  if  it  is  morally  indifferent 
between  that  and  prenatal  care. 

With  regard  to  questions  that  are  not  about  the  destruction  of 
human  life  but  rather  involve  the  religious  liberty  tradition  of  our 
country  for  hundreds  of  years,  that  is  a  slightly  different  question. 
We  could  get  into  particular  things  that  are  of  interest  to  each  reli- 
gion. 

But  yes,  when  something  violates  particular  precepts  of  religion, 
I  think  conscience  clauses  are  appropriate  for  Congress  to  consider. 

Mr.  Greenwood.  Mr.  Michelman,  if  you  will  indulge  me,  I  would 
just  like  to  ask  if  anyone  from  the  other  side  of  the  debate  would 
like  to  offer  any  comments  in  this  regard. 

Ms.  Michelman.  The  issue  of  pregnancy  and  an  abortion  being 
different  from  a  disease,  the  fact  is  that  an  unintended,  unwanted 
pregnancy  creates  an  enormous  health  risk,  not  only  for  the  wom- 
en's health — and  we  have  to  remember  that  pregnancy  is  a  high- 
risk  condition  for  many,  many  women.  But  it  not  only  can,  it 
doesn't  always,  but  it  not  only  can  threaten  a  woman's  physical 
health,  but  it  can  threaten  the  rest  of  her  health,  her  family's 
health,  and  well-being. 

Bringing  a  child  into  this  world  is  one  of  the  most  important 
health  decisions  and  any  other  kind  of  label  you  can  put  on  it,  one, 
if  not  the  most  important  decision  we  can  make.  So  to  limit  the  dis- 
cussion about  childbearing  and  reproductive  decisionmaking  to 
whether  it  is  treating  a  disease  or  not,  is  a  very  narrow  formula- 
tion and  a  very  rigid  and  punitive  view  of  reproductive  decision- 
making. 

Again,  as  I  said  in  my  testimony,  it  is  important  for  this  Nation 
to  take  reproduction  more  seriously.  It  is  important  for  this  Nation 
to  turn  its  attention  to  making  abortion  less  necessary.  Ms.  Alvare 
just  said  that  they  oppose  contraception  which  is  one  of  the  most 
vital  ways  to  prevent  the  need  for  abortion.  We  need  to  make  abor- 
tion less  necessary. 

I  would  also  like  to  correct  on  the  record  something  Ms.  Alvare 
said  in  her  statement  that  I  said  abortion  was  a  bad  thing.  The  re- 
porter quoted  me  absolutely  incorrectly.  What  I  said  was  that  the 
fact  that  we  have  so  many  abortions  in  this  country  represents  a 
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failure  of  policy,  a  failure  of  value,  that  prevention  should  be 
stressed,  not  that  abortion  is  a  bad  thing. 

Abortion  is  a  moral  choice  that  women  make  when  faced  with  an 
unintended  pregnancy,  but  there  is  a  failure  in  our  Nation  when 
we  have  3  million  unintended  pregnancies,  1  million  teenage  preg- 
nancies, 600,000  low  birth  weight  babies  born  each  year,  and 
35,000  infants  dying  every  year.  There  is  a  failure  of  reproductive 
health.  What  I  am  saying  about  the  plan  is  that  it  needs  to  wholly 
address  and  comprehensively  address  these  issue  by  stressing  pre- 
vention through  contraception,  through  school-based  health  clinics, 
through  education  and  access  to  health  care  by  stressing  prenatal 
care  and  universal  access. 

There  are  women  who  have  abortions  in  this  Nation  solely  be- 
cause they  cannot  figure  out  how  to  get  health  care  for  themselves 
during  the  pregnancy  and  for  their  child  after  the  child  is  born. 
That  is  the  truth.  I  think  that  health  care  reform  can  markedly  af- 
fect the  number  of  unintended  pregnancies  and  abortions. 

But  when  the  final  question  comes  and  the  pregnancy  is  a  fact 
of  life,  only  the  woman  can  make  a  judgment  about  her  own  health 
and  her  family's  health.  I  would  say  "health"  in  the  broad  sense  of 
the  word.  I  think  we  need  to  get  beyond  this  divisiveness  over  abor- 
tion, make  abortion  less  necessary  as  our  effort,  but  ensure  that 
choice  is  available  to  women. 

Mr.  Waxman.  Thank  you  very  much,  Mr.  Greenwood. 

Mr.  Towns,  do  you  have  any  questions? 

Mr.  Towns.  I  have  no  questions  at  this  time,  Mr.  Chairman. 

Mr.  Waxman.  I  want  to  thank  all  of  you  for  your  participation. 
It  was  very  helpful. 

[The  following  letters  were  received:] 
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-  conference 


^  W  1    Secretariat  for  Pro-Life  Activities 

BISHOPS^       3211  Fourth  Street.  N.E    Washington.  DC  20017  1194  (202)  541-3070  FAX  (202)  541-3054  TELEX  7400424 

February  4,  1994 


The  Honorable  Henry  Waxman 

Chairman,  Subcommittee  on  Health  and  Environment 

House  Energy  and  Commerce  Committee 

2125  Rayburn  House  Office  Building 

Independence  and  South  Capitol  Street,  S.W. 

Washington,  D.C.   20515 

Dear  Congressman  Waxman: 

Thank  you  for  the  opportunity  to  testify  before  the 
Subcommittee  on  Health  and  Environment  on  January  26.  During  my 
testimony,  I  used  a  quotation  attributed  to  Kate  Michelman  of  the 
National  Abortion  and  Reproductive  Rights  Action  League  in  a 
Knight-Ridder  story:  "We  think  abortion  is  a  bad  thing."  Ms. 
Michelman  responded  in  the  question  and  answer  period  that  she  had 
been  misquoted. 

Since  that  time,  the  reporter  who  quoted  Ms.  Michelman  in  that 
story  has  verified  that  Ms.  Michelman  did  use  the  exact  language  I 
repeated  in  my  testimony.  Because  the  accuracy  of  my  written  and 
oral  testimony  regarding  this  quotation  was  disputed,  I  would 
appreciate  your  entering  into  the  record  the  attached  letter  from 
the  Knight-Ridder  reporter  who  wrote  the  story  from  which  the 
quotation  was  taken. 

Thank  you. 

Very  truly  yours, 


Helen  M.  Alvare 
Director  of  Planning 
and  Information 


HMA:mng 
Enclosure 
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HENRY  J   HYDE 

6TM  DlSTBICT.   Il  UN  in 
COMMITTEIS 

JUDICIARY 
FOREIGN  AFFAIRS 


21  10  Raybuhn  House  Office  Building 

Washington.  OC  20515-1306 

(202)  225-4561 


CHAIRMAN 

REPUBLICAN  POLICY  COMMITTEE 


Congress  of  tf)c  (ilmtcb  States 

$ousr  of  JReprrsr ntatibf s 
afiasfiington.  JBC  20515-1306 


February   10,    1994 
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The  Honorable  Henry  Waxman 

Chairman 

Subcommittee  on  Health  and  The  Environment 

Committee  on  Energy  and  Commerce 

2415  Rayburn  HOB 

Washington,  D.C.   20515-6118 

Dear  Henry: 

Thank  you  for  the  opportunity  to  testify  on  behalf  of  the  House 
Pro-Life  Caucus  before  the  Subcommittee  on  Health  and  the 
Environment  on  January  26,  1994.   I  certainly  appreciated  the 
help  in  finding  a  time  that  was  accommodating  to  the  schedules  of 
Representatives  Barbara  Vucanovich,  Chris  Smith  and  myself. 

During  testimony  later  that  day,  Helen  Alvare  of  the  National 
Conference  of  Catholic  Bishops  used  a  quotation  attributed  to 
Kate  Michelman  of  the  National  Abortion  and  Reproductive  Rights 
Action  League.   The  following  quote  appeared  in  a  Knight-Ridder 
story:  "We  think  abortion  is  a  bad  thing."   In  the  question  and 
answer  period  of  her  testimony,  Ms.  Michelman  stated  that  she  had 
been  misquoted. 

The  reported  who  quoted  Ms.  Michelman  has  since  verified  the 
accuracy  of  the  original  quote.   In  fact,  the  quote  in  question 
was  recorded  during  the  interview  with  Ms.  Michelman.   Ms.  Alvare 
has  submitted  a  letter  dated  February  4,  1994,  requesting  that 
the  enclosed  letter  from  Jodi  Enda  (the  reporter  who  interviewed 
Ms.  Michelman)  be  inserted  into  the  hearing  record.   I  agree  with 
Ms.  Alvare  that  the  accuracy  of  her  testimony  was  under  question, 
and  the  enclosed  letter  (and  Washington  Post  article)  confirms 
that  Ms.  Alvare' s  remarks  were  indeed  accurate. 

Thank  you  for  your  assistance  in  this  matter. 

jrdia/ly. 


THIS  STATIONERY  PRINTED  ON  PAPER  MADE  OF  RECYCLED  FIBERS 
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Ufa  jflnla&tlpfci  Jiuptim 


400  North  tad  »m 
PQ  Bbh  8883 
TH0iatt.FKt9101 


Douglas  Johnson 

Legislative  Director 

National  Sight  to  Life  Committee 

Suite  500 

419  7th  St. ,  N.w. 

Washington,  O.C.  20004 


Dear  Mr.  Johnson-. 


Jan.  31,  1994 


This  is  in  response  to  your  letter,  dated  Jan.  29,  1994, 
asking  me  whether  I  could  affirm  a  quote  attributed  to  Xate 
Michelman  in  a  story  that  ran  in  the  Philadelphia  Inquirer 
on  Dec.  11,  1993. 

The  answer  is  a  firm  yes.  I  can  confirm  that  Michelman  said 
the  following,  in  an  interview  that  I  tape  recorded  in  her 
office:  "We  think  abortion  is  a  bad  thing.  No  woman  wants 
to  have  an  abortion."  9he  went  on  to  say:  ''We've  just 
concentrated  on  abortion  -  -  and  the  nation  has  been  forced 
to  concentrate  on  abortion  -  -  because  the  other  side  has 
made  abortion  the  only  reproductive  issue  people  talk  about. 
We  want  to  change  that.''  I  quoted  that  as  well. 

After  the  story  was  published,  Michelman  wrote  a  letter  to 
the  Inquirar  asserting  that  she  never  said  ''abortion  is  a 
bad  thing.''  When  an  editor  reminded  Michelman' s  press 
secretary,  Karen  Schneider,  that  the  interview  was  taped  and 
that  Schneider  was  present  during  the  conversation,  and 
added  that  I  transcribed  Che  tape  to  ensure  the  accuracy  of 
all  quotes  before  writing  the  article,  Schneider  asked  that 
Michelman' s  letter  be  withdrawn. 

Instead,  Michelman  submitted  a  second  letter,  which  was 
published  on  the  Inquirer's  editorial  page  Dec.  25,  1993,  in 
which  she  said  she  wanted  to  ''clarify''  her  remarks,  but 
did  not  deny  the  accuracy  of  any  quotes.  In  part,  her  letter 
said:  ''It  is  not  abortion  itself  that  is  a  bad  thing. 
Rather,  our  nation's  high  rate  of  abortion  represents  a 
failure  --of  inadequate  sexuality  education,  of  poor 

contraceptive  care,  of  a  health- care  system  that  does  too 
little  to  help  women  avoid  unintended  pregnancy.''  She  went 
on  to  say  that  the  National  Abortion  Rights  Action  League, 
which  has  since  changed  its  name,  was  working  to  reduce  the 
number  of  unintended  pregnancies,  to  promote  better 
sexuality  education,  contraceptive  options  and  family 
planning.  '  'We  would  like  to  see  fewer  women  have  to  face 
the  difficult  decision  about  abortion  --  but  women's  choices 
must  be  valued  and  respected, ' '  Michelman  wrote  in  the 
published  letter. 

The  Inquirer  and  I  stand  by  the  story  as  published. 

Thank  you  for  bringing  the  matter  to  my  attention. 

Sincerely, 


^-2^  C*jl_ 


Jodi  Enda 
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Mr.  Waxman.  For  our  last  panel  I  want  to  call  Dr.  Katherine 
Alley  who  is  the  National  Breast  Cancer  spokesperson  for  the 
American  Cancer  Society.  Fran  Visco  is  the  president  of  the  Na- 
tional Breast  Cancer  Coalition,  and  Dr.  John  Curd  is  clinical  direc- 
tor for  immunology  of  Genentech. 

We  are  pleased  to  welcome  you  to  our  hearing  today.  Your  pre- 
pared statements  will  be  entered  in  the  record  in  full.  We  would 
ask,  however,  that  you  have  limit  the  oral  presentation  to  no  more 
than  5  minutes. 

STATEMENTS  OF  KATHERINE  ALLEY,  ON  BEHALF  OF  AMER- 
ICAN CANCER  SOCIETY;  FRAN  VISCO,  PRESIDENT,  NA- 
TIONAL BREAST  CANCER  COALITION;  AND  JOHN  CURD, 
CLINICAL  DIRECTOR  FOR  IMMUNOLOGY,  GENENTECH  INC. 

Ms.  Alley.  Good  afternoon,  Mr.  Chairman  and  members  of  the 
committee.  I  am  Katherine  Alley.  I  am  representing  the  American 
Cancer  Society  and  I  am  accompanied  by  Dr.  Robert  Smith,  our 
senior  director  of  detection  programs. 

I  am  grateful  for  the  privilege  to  be  here  this  afternoon.  The 
American  Cancer  Society  pledges  its  support  to  work  with  Presi- 
dent Clinton  and  Members  of  Congress  to  enact  health  care  re- 
forms which  meet  the  cancer  prevention  and  control  needs  of  all 
Americans.  My  written  statement  provides  details  and  specific  rec- 
ommendations relating  to  women's  health. 

We  support  the  principles  of  President  Clinton's  health  reform 
plan.  However,  the  Clinton  plan  is  at  variance  with  the  breast  can- 
cer screening  guidelines  of  the  American  Cancer  Society  and  many 
other  medical,  health  and  consumer  groups. 

The  public  debate  over  the  value  of  screening  mammography  has 
caused  concern  and  confusion  among  some  women  and  health  pro- 
fessionals and  worse,  has  the  potential  of  deterring  women  of  all 
ages  from  getting  a  mammogram.  Those  who  oppose  routine  mam- 
mography for  women  age  40  to  49  claim,  in  the  words  of  the  NCI 
statement,  that  randomized  clinical  trials  have  not  shown  a  statis- 
tically significant  reduction  in  mortality  for  women  under  the  age 
of  50.  This  statement  is  incomplete  and  therefore  inaccurate. 

It  would  be  more  accurate  to  say  that  the  current  studies  are  in- 
adequate to  answer  the  question  does  mammography  save  lives  in 
women  under  the  age  of  50.  The  reason  these  studies  are  inad- 
equate is  that  they  were  designed  to  look  at  the  benefits  of  mam- 
mography over  a  wider  age  range  of  women.  Because  of  this,  it  is 
impossible  to  apply  the  results  to  a  more  limited  age  range,  as  the 
40  to  50  year-old  group. 

In  the  language  of  statistics,  they  are  under  powered.  However, 
the  majority  of  these  studies  suggests  a  benefit.  It  means  that 
widespread  participation  in  mammography  screening  among 
women  in  this  age  group  could  ultimately  result  in  2,000  to  3,000 
fewer  breast  cancer  deaths  each  year  and  perhaps  even  more  as 
well  as  offering  women  options  in  treatment  and  improved  quality 
of  life. 

Those  who  oppose  screening  will  say  that  meta  analysis  solves 
the  problem  of  the  inadequacy  of  individual  studies.  However, 
these  studies  are  almost  impossible  to  combine  due  to  variations  in 
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design  technology,  screening  intervals,  and  a  whole  host  of  other 
factors. 

It  is  the  assertion  of  the  American  Cancer  Society  that  it  is  not 
good  science  to  claim  that  mammography  is  not  effective  in  this  age 
group  when  the  research  studies  to  date  have  been  inadequate  to 
answer  the  question. 

It  is  also  not  good  science  to  say  that  the  needs  of  women  in  this 
age  group  will  be  met  if  revisions  are  made  to  screen  those  who  fall 
into  certain  risk  categories.  Allow  me  to  point  out  how  dangerous 
this  approach  would  be  since  80  percent  of  women  with  breast  can- 
cers have  no  risk  factors. 

We  know  this  will  leave  the  majority  of  women  diagnosed  in  this 
age  group  unprotected.  It  is  also  not  good  public  health.  Breast 
cancer  represents  a  significant  health  problem  to  women  of  all  ages 
and  particularly  those  40  to  49  years  old.  It  is  their  number  one 
health  concern  with  good  reason,  it  is  their  number  one  cause  of 
death. 

The  American  Cancer  Society  cannot  set  women's  needs  aside  be- 
cause of  a  failure  to  study  this  question  in  such  a  manner  that  the 
existing  evidence  was  as  definitive  as  we  have  for  women  age  50 
and  older. 

We  believe  the  coverage  should  be  available  and  that  all  women 
should  talk  with  their  providers  to  be  fully  apprised  of  the  evi- 
dence. In  that  context,  they  can  reach  an  informed  decision. 

We  do  support  creative  methods  to  pay  for  mammography  includ- 
ing copayments  for  women  financially  able  to  contribute  to  their 
own  health  care. 

Finally,  we  believe  the  administration  should  aggressively  sup- 
port studies  which  examine  the  efficacy  of  mammography  in  the  40 
to  49  year  old  age  group  and  the  interval  of  screening  women  over 
50.  Until  we  have  the  definitive  answers,  however,  women's  access 
to  mammography  should  not  be  limited. 

The  economics  of  health  care  are  important  to  the  health  reform 
debate  and  policy  makers  are  struggling  with  the  desire  to  match 
the  availability  of  health  care  with  those  populations  who  need  it 
most.  We  have  believe  that  all  lives  that  can  be  saved  with  this 
lifesaving  tool  of  mammography  should  be  saved. 

In  closing,  Mr.  Chairman,  let  me  give  this  some  real  meaning.  I 
am  one  breast  surgeon  in  one  city  in  this  country.  I  have  had  45 
patients  in  the  last  2  years  who  were  cured  of  their  breast  cancer 
because  it  was  found  during  a  pre-invasive  stage  by  routine  mam- 
mography. 

Yesterday  I  operated  on  a  Congressman's  chief  of  staff  whose 
cancer  was  found  on  a  screening  mammogram.  If  the  President's 
guidelines  had  been  in  place,  she  would  not  have  been  eligible  for 
screening  and  her  diagnosis  would  have  been  delayed  to  a  point 
past  cure. 

I  urge  you  to  support  the  use  of  routine  mammography  in  this 
group  at  a  time  when  early  detection  is  a  patient's  best  hope  for 
being  cured. 

Mr.  Waxman.  Thank  you  very  much,  Dr.  Alley. 

[The  prepared  statement  of  Dr.  Alley  follows:] 
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STATEMENT   OF   KATHEPINE   ALLEY 


Mr.  Chairman  and  members  of  the  Committee,  I  am  grateful  for  the  privilege  to  be 
here  this  morning.   The  American  Cancer  Society  commends  you  for  conducting  this  hearing 
on  women's  health  and  health  reform. 

The  American  Cancer  Society  is  the  nationwide,  community-based  voluntary  health 
organization  dedicated  to  eliminating  cancer  by  preventing  cancer,  saving  lives  from  cancer, 
and  reducing  suffering  from  cancer  through  research,  education  and  service.   The  Society 
applauds  the  President  and  First  Lady  for  making  health  reform  a  top  priority  and  for 
bringing  this  issue  to  the  American  people.   We  recognize  the  leadership  over  the  years  of 
Members  of  this  Committee  and  other  Members  of  Congress,  and  renew  our  commitment  to 
work  with  you  to  enact  comprehensive  health  reform  that  will  best  meet  the  needs  of  cancer 
patients  and  those  who  are  at  risk  of  cancer,  and  to  address  the  health  care  crisis  in  this 
country. 

I  do  not  use  that  phrase  lightly.   The  quality  of  our  research  program  and  available 
health  care  services,  including  state  of  the  art  technology  and  therapies  to  prevent  and  control 
disease,  is  arguably  the  best  in  the  world.   The  majority  of  Americans  who  have  health 
insurance  coverage  are  pleased  with  the  quality  of  care  they  receive.   While  these  statements 
may  be  true,  they  are  at  odds  with  the  fact  that  millions  of  uninsured,  underinsured,  and 
chronically  ill  Americans  and  their  families  do  not  receive  even  the  most  basic  health  care 
services.    It  ignores  the  fact  that  millions  of  Americans  receive  their  care  in  hospital 
emergency  rooms,  at  great  cost  to  all  in  society,  and  more  importantly  at  a  time  when  their 
health  problems  may  have  progressed  beyond  the  point  of  effective  medical  intervention. 
This  system  in  crisis  ignores  the  millions  of  Americans  who  are  added  to  the  ranks  of  the 
uninsured  every  year  as  rising  costs  of  health  care  force  businesses  to  abandon  coverage  for 
employees  and  their  dependents.   A  band-aid  approach  to  health  reform  will  not  address  the 
never-ending  cycle  of  rising  costs  and  declining  access,  or  the  cost-shifting  that  occurs 
among  governments,  employers  and  employees,  insurance  companies,  and  tax  payers. 

Moreover,  the  current  health  care  system  dismisses  the  tens  of  millions  of  Americans 
suffering  with  disease,  disability  or  other  health  disorders  -  including  more  than  8  million 
Americans  living  with  cancer,  and  1  million  Americans  who  will  be  diagnosed  with  cancer 
this  year  alone.   These  individuals  and  their  families  are  victims,  not  of  cancer,  but  of  a 
system  that  leaves  them  vulnerable  at  a  time  when  they  are  fighting  for  their  lives.    Our 
current  system  locks  cancer  patients  or  their  spouses  or  parents  into  jobs  or  other  life 
situations  for  fear  of  losing  whatever  health  care  coverage  they  may  receive  for  themselves 
and  their  family  members.   More  often  than  not,  cancer  patients  are  forced  into  poverty  in 
order  to  pay  for  continuing  medical  treatment  and  rehabilitation,  as  well  as  routine  care 
because  they  lose  their  insurance  coverage  or  it  becomes  unaffordable  once  they  have  a 
diagnosis  of  cancer  or  other  health  problem. 

The  American  Cancer  Society  has  adopted  a  Statement  of  Principles  for  Health  Care 
System  Reform  which  outlines  these  and  other  critical  cancer  prevention  and  control  needs 
for  all  Americans.   Today,  we  will  speak  specifically  to  the  aspects  of  health  reform  that  deal 

1 


229 


with  women's  health.   Lung  cancer  is  the  number  one  cancer  killer  in  women  -  59,000  will 
die  in  1994  alone  -  and  tragically,  smoking-related  deaths  are  entirely  preventable.   We 
applaud  one  of  the  most  significant  preventive  health  components  of  the  President's  health 
plan  -  a  $.75  increase  in  the  federal  cigarette  tax,  and  comparable  increases  for  other  tobacco 
products.   The  American  Cancer  Society,  the  American  Heart  Association,  and  the  American 
Lung  Association  -  united  as  the  Coalition  on  Smoking  OR  Health  -  have  called  for  a 
minimum  tax  increase  of  $2.00  per  pack  of  cigarettes,  a  proposal  that  is  supported  by  66% 
of  the  American  public.   A  major  tobacco  tax  increase  would  simultaneously  help  pay  for 
health  care  reform,  offset  the  enormous  burden  tobacco  imposes  on  our  economy  and,  most 
importantly,  discourage  millions  of  young  people  from  beginning  to  smoke  in  the  first  place, 
including  record  numbers  of  young  women  who  are  lured  into  the  habit  every  day. 
Importantly,  an  increase  of  $2.00  per  pack  will  save  an  estimated  1  million  more  lives  over 
time  than  the  President's  proposed  tax  of  $.75,  and  will  bring  in  billions  of  dollars  in 
additional  revenues  to  support  health  care  access. 

One  of  the  most  important  issues  for  those  living  with  cancer  is  the  adoption  of 
provisions  that  will  guarantee  universal  coverage  for  all  women  and  men  to  timely,  high- 
quality  health  care,  including  preventive  health  and  cancer  care.    The  American  Cancer 
Society  believes  in  individual  responsibility.    Everyone  should  contribute  to  the  costs  of  their 
health  care,  and  should  be  empowered  with  information  about  healthy  lifestyle  choices  and 
ensured  access  to  routine  screening  exams  to  save  lives  and  reduce  suffering.   However, 
universal  access  can  be  compromised  by  the  high  cost  of  care  and/or  insurance  premiums, 
and  health  reform  should  spread  costs  among  all  sectors  so  that  everyone  pays  some  share  of 
health  care  and  so  that  coverage  for  individuals  is  affordable  and  provides  true  "universal 
access". 

In  terms  of  benefits,  the  American  Cancer  Society  has  identified  a  wide  range  of 
services  that  should  be  provided  for  women  who  have  cancer  or  who  are  at  risk  for  cancer, 
including  routine  physical  examinations  which  include  appropriate  preventive  health 
counseling  such  as  nutrition  counseling  and  health  education  which  examines  the  dangers  of 
tobacco  use,  promotes  breast  and  cervical  cancer  screening  at  intervals  recommended  by  the 
American  Cancer  Society,  and  appropriate  self-examinations  for  skin,  breast  and  other 
cancers. 

Upon  diagnosis  with  cancer  or  other  illness,  all  women  should  be  provided  with 
information  about,  and  timely  access  to,  high  quality,  state  of  the  art  diagnostic,  treatment, 
and  rehabilitative  services.   The  American  Cancer  Society  believes  that  any  health  reform 
plan  should  emphasize  choice  -  that  of  the  patient  and  the  health  care  team,  and  ensure  that 
the  primary  care  physician  act  as  facilitator,  rather  than  gatekeeper,  to  obtaining  care.   We 
are  also  concerned  mat  the  definition  of  a  primary  health  care  provider  be  interpreted  broadly 
to  reflect  the  needs  of  cancer  patients  and  others  with  specific  health  conditions.   The 
American  Cancer  Society  has  called  for  increased  participation  by  women  in  clinical  studies 
and  research  trials  of  new  drugs  or  therapies,  preventive  and  screening/diagnostic  care. 
Coverage  should  be  provided  for  all  women  who  participate  in  approved  clinical  trials,  with 
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full  coverage  for  care  given  in  conjunction  with  that  trial.    Clinical  trials  should  be  expanded 
for  minority  and  underserved  women.   In  addition,  we  support  coverage  for  off-label 
(unlabeled  indication)  of  approved  cancer  therapies  or  other  modalities  for  all  Americans, 
according  to  the  standard  available  for  Medicare  beneficiaries. 

Finally,  it  is  critical  that  we  significantly  step  up  medical  research  to  determine  the 
cause  and  cure  for  all  cancers,  with  special  emphasis  on  priority  cancers  such  as  breast  and 
ovarian,  where  we  have  little  information  about  prevention  or  cure.    Equally  important  is 
ensuring  that  our  health  care  system  facilitates  the  translation  of  research  into  clinical 
practice.   We  strongly  recommend  that  Congress  maintain  and  expand  the  public  health 
service  infrastructure  that  is  a  critical  component,  in  conjunction  with  federal  community 
health  centers,  state  and  local  health  departments,  and  community  organizations  like  the 
American  Cancer  Society,  in  targeting  and  reaching  underserved  populations. 

Mr.  Chairman,  in  your  invitation  to  the  American  Cancer  Society,  you  asked  us  to 
discuss  the  issue  of  mammography  screening  guidelines,  and  to  provide  our  guidance  on  how 
this  will  impact  coverage  under  health  reform.   While  we  strongly  support,  in  principle,  the 
Clinton  plan  as  it  addresses  many  of  the  cancer  control  principles  identified  above,  the 
President's  plan  is  at  variance  with  the  breast  cancer  screening  guidelines  of  the  American 
Cancer  Society  and  21  other  national  medical  organizations,  health  and  consumer  groups. 
The  plan  provides  a  routine  screening  mammogram  for  women  aged  50  and  over  every  two 
years,  with  no  cost-sharing.    It  does  not,  however,  provide  for  routine  mammography  for 
asymptomatic  women  between  the  ages  of  40  and  49  years  as  is  recommended  by  the 
American  Cancer  Society.    A  recent  document  provided  by  the  Department  of  Health  and 
Human  Services  clarifies  the  coverage  under  the  Clinton  plan,  to  say  that  woman  of  any  age 
who  are  defined  to  be  at  risk  of  breast  cancer,  may  receive  mammograms  at  a  schedule 
"appropriate  to  their  risk  status",  with  no  cost-sharing.   The  document  further  specifies  that 
women  of  any  age  can  receive  mammograms  at  any  time  when  they  are  "medically  necessary 
or  appropriate"  as  specified  by  the  woman's  health  plan,  with  appropriate  cost-sharing  by  the 
woman.   The  White  House  has  explained  that  these  benefits,  and  their  exclusions,  are  based 
on  the  best  and  most  recent  scientific  evidence.    Let  me  express  our  concerns  about  this 
element  of  the  plan,  and  it's  alleged  scientific  basis. 

First,  the  science.    We  have  solid  epidemiologic  and  clinical  evidence  that  routine 
screening  for  breast  cancer  with  mammography  and  clinical  breast  examination  is  effective  in 
reducing  breast  cancer  mortality.   This  conclusion  is  based  on  the  evaluation  of  studies  in 
which  deaths  from  breast  cancer  were  significantly  lower  in  the  groups  invited  to  be  screened 
with  mammography  compared  with  control  groups  that  did  not  receive  an  invitation  to 
screening.    In  effect,  we  have  a  proven  intervention  that  can  save  women's  lives  at  time 
when  we  are  unable  to  prevent  this  disease. 

However,  because  each  of  these  studies  was  carefully  designed  to  test  the  efficacy  of 
mammography  in  mortality  reduction  from  breast  cancer  in  a  25-30  year  age-range  of 
women,  there  are  limitations  to  what  they  can  tell  us  about  the  efficacy  in  5-10  year  age 
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ranges  of  women,  such  as  those  between  the  ages  of  40  and  49.   In  the  language  of  statistics, 
they  are  underpowered,  which  means  that  there  are  too  few  women  in  the  study  for  us  to  rule 
out  that  the  findings,  which  in  the  majority  of  these  studies  suggest  a  benefit,  did  not  occur 
by  chance  alone.   Even  the  study  recently  conducted  in  Canada,  which  was  specifically 
designed  to  address  the  40-49  issue,  has  been  judged  to  be  statistically  underpowered  in 
addition  to  numerous  other  shortcomings  that  have  compromised  its  potential  to  offer 
guidance  on  this  question.  This  situation  is  analogous  to  the  summary  of  a  political  poll, 
when  listeners  are  told  that  the  estimate  of  voter's  preferences  are  accurate  within  3 
percentage  points.  The  accuracy  of  the  estimates  of  the  benefit  of  mammography  in  women 
aged  40-49  in  these  studies  is  often  in  the  range  of  20-30  percentage  points,  meaning  that  it 
is  entirely  possible  that  the  benefits  are  far  greater  than  is  suggested  in  the  majority  of 
existing  studies.   Potentially,  between  two  and  three  thousand  women's  lives,  or  even  more, 
could  be  saved  each  year  through  the  availability  of  mammography  for  this  age  group. 
Indeed,  we  believe  that  the  widespread  participation  among  women  in  this  age  group  during 
the  past  decade  has  already  contributed  to  lives  saved  that  otherwise  would  be  lost,  and  that 
future  breast  cancer  mortality  statistics  will  bear  this  out.   Importantly,  detection  of  breast 
cancer  at  an  early  stage  through  mammography  screening  plays  a  large  role  in  assuring 
better  quality  of  life  through  improved  treatment  choices,  in  addition  to  potential  for  long- 
term  survival. 

In  these  public  debates  over  the  past  year  on  the  value  of  screening  younger  women, 
you  have  heard  those  who  oppose  this  practice  claim  that  there  is  no  evidence  of  a  benefit,  or 
in  the  language  of  the  recent  statement  from  the  National  Cancer  Institute  that  replaces  their 
previous  screening  guidelines,  "To  date,  randomized  clinical  trials  have  not  shown  a 
statistically  significant  reduction  in  mortality  for  women  under  the  age  of  50. "   The  attempt 
at  brevity  leaves  us  with  a  half  truth.   It  would  be  more  accurate  to  say  "It  is  not  possible  to 
have  the  same  degree  of  scientific  confidence  about  the  benefit  of  mammography  for  women 
aged  40-49  as  exists  for  women  aged  50-69  due  to  inherent  limitations  int  he  studies  that 
have  been  conducted  to  date. " 

Those  who  oppose  the  benefit  will  then  respond  that  meta-analysis  solves  the  problem 
of  the  inadequacy  of  individual  studies.   This  may  be  useful  in  some  instances,  but  these 
studies  are  not  easily  combined  due  to  variations  in  design,  technology,  screening  interval, 
the  inclusion  or  exclusion  of  clinical  breast  examination  and  quality.   Cost-effectiveness 
issues  are  then  raised,  such  as  the  comparatively  lower  incidence  rate  of  breast  cancer  in 
women  under  age  50  compared  to  woman  aged  50  and  older,  and  the  higher  ratio  of  benign 
to  malignant  biopsies  in  women  under  age  50  who  are  screened  for  breast  cancer.   However, 
more  reasonable  comparisons  during  this  debate  are  for  women  aged  40-49  and  aged  50-59. 
These  differences  are  not  nearly  as  great. 

With  respect  to  this  appeal  to  the  sober  dispassion  of  the  best  and  most  recent  science, 
it  is  our  assertion  that  it  is  not  good  science  to  claim  with  confidence  that  mammography  is 
not  effective  in  this  age  group  when  the  research  studies  to  date  have  been  inadequate  to 
answer  the  questions.   It  is  not  good  science  to  say  that  the  needs  of  women  in  this  age  group 
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will  be  met  if  provisions  are  made  to  screen  those  who  fall  into  certain  risk  categories  -  we 
know  this  will  leave  the  majority  of  women  who  will  be  diagnosed  with  breast  cancer  during 
this  period  of  their  lives  unprotected.   It  is  also  not  good  public  health.   Breast  cancer 
represents  a  significant  health  problem  to  women  in  this  age  group  -  it  is  their  number  one 
health  concern,  and  with  good  reason.    Among  women  aged  40-49,  the  incidence  rate  is 
nearly  10  times  that  of  invasive  cervical  cancer,  and  it  is  the  leading  cause  of  death  from  a 
single  diagnosis.   The  American  Cancer  Society  is  unwilling  to  dismiss  the  potential  benefit 
from  this  examination  on  the  basis  of  inadequate  experimental  science,  especially  when  we 
believe  the  inferential  evidence  from  these  studies  and  others  point  to  a  benefit  for  many 
women. 

The  American  Cancer  Society  can  not  set  these  women's  needs  aside  because  of  our 
failure  to  study  this  question  in  such  a  manner  that  the  existing  evidence  was  as  definitive, 
one  way  or  the  other,  as  we  have  for  women  aged  50  and  older.    We  believe  that  women 
should  have  access  to  breast  cancer  screening  at  intervals  recommended  by  the  American 
Cancer  Society  and  the  majority  of  medical  and  consumer  groups  that  have  taken  a  stand  on 
this  issue.   We  believe  that  women  should  talk  with  their  providers,  should  be  fully  appraised 
of  the  evidence,  and  in  that  context  can  reach  an  informed  decision.    It  is  our  position  that  if 
women  chose  to  be  screened  with  mammography,  their  provider  should  not  play  a 
gatekeeping  role,  but  rather  the  role  of  the  facilitator.    It  is  critical  that  women  are  assured 
of  timely  and  thorough  follow-up  in  the  event  of  an  abnormal  examination  and  the  link  to 
their  provider  should  be  primarily  for  that  purpose.   The  American  Cancer  Society  supports 
creative  methods  to  pay  for  these  examinations,  including  co-payments  for  women  who  are 
financially  able  to  contribute  to  their  own  health  care.    We  must  not,  however,  deny  early 
breast  cancer  detection  to  any  woman  who  does  not  have  the  means  to  pay  for  the  exam. 

Finally,  we  believe  that  the  administration  should  aggressively  support  studies  of  the 
question  of  the  efficacy  of  early  detection  in  this  age  group.   The  existing  trial  data  are 
inadequate  to  provide  a  definitive  answer,  and  there  has  been  dramatic  change  in  this 
technology  during  the  30  year  period  since  the  initiation  of  the  first  study  of  breast  cancer 
screening.    These  improvements,  with  appropriate  practice  guidelines  and  training  for  health 
professionals,  can  help  reduce  the  number  of  avoidable  biopsies  that  are  performed. 

A  majority  of  women  aged  40  and  older  have  ever  had  a  mammogram,  and  recent 
data  show  a  steady  growth  in  the  proportion  of  women  who  report  having  a  recent 
mammogram.   We  have  implemented  special  initiatives  targeting  older  women  who  are  at 
most  risk  of  breast  cancer.    Great  progress  has  been  made  in  bringing  this  technology  to  poor 
and  underserved  women,  in  large  part  through  the  efforts  of  the  Centers  for  Disease  Control 
(CDC)  and  its  breast  and  cervical  cancer  screening  program  that  exists  now  in  45  states. 
Finally,  great  progress  has  been  made  in  the  technology  and  quality  of  mammography  with 
passage  of  the  Mammography  Quality  Standards  Act  of  1992,  which  will  further  impact  the 
potential  life-saving  benefit  of  this  procedure. 

The  American  Cancer  Society  urges  you  to  build  on  this  progress.    Over  the  years, 
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we  have  made  great  strides  in  educating  women  about  mammography,  breaking  down 
financial,  physical  and  psychological  barriers  to  women  seeking  mammography  to  our  once 
universal  guidelines.  We  fear  that  an  unintended  and  unfortunate  side  effect  of  the  current 
debate  has  been  to  cause  widespread  confusion  and  concern  among  women  and  physicians. 
There  is  very  real  concern  that  existing  barriers  and  negative  attitudes  towards 
mammography  will  be  reinforced  by  this  conflicting  and  negative  attention,  and  that  this 
might  drive  women  of  all  ages  away  from  a  confidence  in  mammography  as  today's  most 
important  means  of  fighting  this  deadly  disease. 

The  economics  of  health  care  have  become  another  important  and  undeniable  aspect 
of  all  issues  such  as  the  one  we  are  discussing  today.   Policy  makers  are  struggling  with  the 
desire  to  match  the  availability  of  health  care  with  those  populations  who  need  it  most.  We 
believe  that  ALL  lives  that  CAN  be  saved  with  this  lifesaving  tool  of  mammography 
SHOULD  be  saved. 

In  addition  to  the  progress  that  has  been  made  with  existing  technology,  there  are 
exciting  new  developments  emerging  in  genetic  markers  and  different  modalities  of  imaging. 
We  need  to  pursue  the  existing  questions  and  new  questions  aggressively,  and  the  American 
Cancer  Society  believes  that  women  should  not  be  denied  access  to  this  technology  during 
these  investigations.   We  strongly  endorse  that  routine  mammography  be  made  available  to 
women  between  the  ages  of  40-49  and  that  the  Administration  support  an  aggressive  research 
program  related  to  improving  the  application  of  existing  technology  and  emerging  technology 
to  identify  women  with  breast  cancer  and  those  at  risk  of  breast  cancer.    We  also  strongly 
endorse  that  this  program  not  be  at  the  expense  of  research  targeted  to  prevention  and  cure  of 
breast  cancer,  or  other  critical  research  programs. 

In  conclusion,  the  American  Cancer  Society  strongly  disagrees  with  any  change  in 
reimbursement  for  mammography  screening  at  this  time,  based  on  existing  studies,  and  calls 
on  Congress  to  make  mammography  available  to  all  women  at  the  frequency  intervals 
recommended  by  the  American  Cancer  Society.   Mammography  offers  strong  potential  to 
save  lives  from  cancer  and  if  detected  early,  provides  a  woman  with  increased  options  for 
treatment  and  improved  quality  of  life.   Under  health  reform,  the  American  Cancer  Society 
believes  that  routine  mammography  should  be  available  on  a  routine  basis  to  women  over  the 
age  of  50  on  an  annual  basis  with  no  cost-sharing,  and  for  women  age  40-49,  every  1-2  years 
based  on  risk  and  other  factors  discussed  between  the  woman  and  her  physician.   Breast 
cancer  is  a  major  problem  for  all  women,  including  women  aged  40-49,  and  they  should  not 
be  left  without  access  to  this  procedure.   Finally,  the  flexibility  indicated  by  the 
Administration  for  screening  women  of  all  ages,  must  noi  be  left  to  the  determination  of 
individual  health  or  corporate  alliances,  but  should  be  standardized  in  guaranteed  minimum 
benefits.   Clinical  breast  examination  and  instruction  in  breast  self-examination  are  integral 
components  of  breast  health  care  and  should  be  available  to  all  women  at  age  intervals 
recommended  by  the  American  Cancer  Society. 

Thank  you. 
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Mr.  Waxman.  Ms.  Visco. 

STATEMENT  OF  FRAN  VISCO 

Ms.  Visco.  Thank  you,  Chairman  Waxman  and  Mr.  Towns,  and 
other  members  of  this  subcommittee  for  holding  this  hearing  and 
for  inviting  us  to  testify. 

I  am  Fran  Visco.  I  am  a  breast  cancer  survivor  and  I  am  presi- 
dent of  the  National  Breast  Cancer  Coalition.  The  coalition  is  a  na- 
tional grassroots  advocacy  movement  dedicated  to  the  eradication 
of  breast  cancer.  Our  members  number  more  than  240  organiza- 
tions and  thousands  of  individuals  from  across  this  country.  Our 
coalition's  goals  are  to  increase  the  funding  for  breast  cancer  re- 
search and  to  focus  on  finding  a  cause  and  a  cure  to  improve  access 
for  all  women  to  the  treatment  and  care  that  they  need  and  to  in- 
crease the  influence  of  women  with  breast  cancer  on  the  decisions 
that  impact  their  lives. 

I  want  to  thank  the  members  of  this  committee  for  their  support 
in  helping  us  have  the  first  significant  increase  for  breast  cancer 
research  last  year. 

We  know  the  statistics.  There  are  2.6  million  women  living  with 
this  disease  today  in  this  country.  Since  1960  more  than  950,000 
U.S.  women  have  died  of  breast  cancer.  That  number  is  more  than 
two  times  the  number  of  combat  deaths  of  Americans  from  World 
War  I  through  the  Persian  Gulf  War.  We  estimate  46,000  women 
will  die  this  year. 

A  disproportionate  number  of  these  deaths  will  be  of  African- 
American  women  who  are  diagnosed  less  frequently  with  the  dis- 
ease but  who  die  at  a  greater  rate.  We  believe  that  is  because  they 
do  not  have  access  to  high  quality  care. 

Today  I  am  here  to  address  some  of  the  broader  implications  of 
health  care  reform.  We  can  debate  the  appropriate  intervals  and 
ages  for  screening  mammography.  But  we  must  keep  the  big  pic- 
ture in  mind.  All  2.6  million  women  living  with  breast  cancer  need 
comprehensive  health  care  reform  and  we  need  it  now.  We  need 
universal  eligibility,  universal  coverage,  and  universal  access. 

For  the  183,000  women  who  hear  their  physicians  say  to  them 
this  year,  "You  have  breast  cancer",  they  must  know  they  have  ac- 
cess to  quality  care.  They  must  know  that  the  fact  that  their  dis- 
ease will  not  keep  them  from  the  jobs  that  they  want,  will  not  keep 
them  locked  into  jobs,  and  will  not  keep  them  from  getting  insur- 
ance. 

Real  health  care  reform  will  wipe  out  preexisting  exclusions.  It 
will  have  a  comprehensive  basic  benefit  package.  All  the  debate 
about  how  often  and  at  what  age  women  should  receive  free  pre- 
ventive coverage  is  an  academic  exercise  if  there  is  not  a  defined, 
basic  benefit  mandated  that  includes  mammography. 

Real  health  care  reform  must  cover  participation  in  clinical  trials 
and  investigational  studies  and  the  care  attendant  to  participation. 
Right  now  many  insurance  policies  do  not  cover  those  costs  and 
they  limit  participation  into  potentially  lifesaving  trials  to  women 
who  can  afford  to  pay  and  they  keep  us  from  the  evidence  we  need 
upon  which  to  base  our  coverage  decisions. 

If  we  are  going  to  cover  what  works,  we  have  to  pay  to  find  out 
what  works. 
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President  Clinton's  Health  Security  Act  pending  before  this  com- 
mittee meets  the  standards  of  the  National  Breast  Cancer  Coalition 
as  I  have  articulated  and  so  does  the  Single  Payer  legislation  intro- 
duced by  Representative  McDermott.  Not  all  of  the  bills  pending 
before  this  committee  do. 

If  the  legislation  does  not  meet  these  minimum  standards,  it  will 
not  receive  the  coalition's  support. 

Once  we  agree  on  the  key  components  of  health  care  reform  for 
women,  we  can  then  address  specific  questions,  specific  concerns 
about  mammography.  First  I  want  to  applaud  the  administration 
for  including  screening  mammograms  in  the  health  care  reform 
package  because  many  insurance  policies  do  not  cover  it. 

If  the  bill  was  enacted  as  it  exists  today,  more  women  would 
have  access  to  screening  mammography  than  ever  before.  We  have 
heard  strong  concerns  from  many  about  who  to  screen  and  how 
often.  Let's  be  consistent.  For  women  over  50,  the  Board  of  Sci- 
entific Counsellors  recommended  to  the  National  Cancer  Institute 
that  these  women  be  screened  every  year,  not  every  other  year. 

My  understanding  of  the  revised  guidelines  from  the  National 
Cancer  Institute  is  that  women  over  50  should  be  screened  every 
year,  not  every  other  year.  Every  other  organization  believes  and 
follows  that  mandate. 

What  we  heard  this  morning  was  we  do  not  have  evidence  be- 
tween 1  year  or  2  years.  We  don't  know.  But  the  statistical  analysis 
performed  within  NCI  shows  that  if  we  screen  women  every  2 
years  rather  than  every  1  year,  we  lose  more  women  to  breast  can- 
cer. That  is  for  women  over  50. 

For  women  under  50,  no  one  believes  that  it  is  as  effective  for 
younger  women  as  for  older  women.  But  does  it  find  breast  cancer? 
Yes,  it  found  mine  when  I  was  39  years  old  by  a  screening  mammo- 
gram. I  had  surgery,  chemotherapy  and  radiation.  What  they  are 
saying  to  you  is  that  we  cannot  prove  that  saved  my  life.  We  just 
don't  know.  We  don't  have  the  evidence.  The  experts  dispute  that. 

Well,  let's  find  out.  Let's  put  the  money  into  finding  out  what 
does  work  best  for  younger  women. 

You  heard  Dr.  Broder  this  morning  talk  about  MRI's  and  digital 
mammography.  But  those  tests  have  to  be  put  through  trials  in 
order  to  determine  if  they  will  work.  We  are  only  going  to  cover 
what  works.  We  need  to  commit  the  funds  to  finding  out.  The  coali- 
tion wants  every  woman  in  that  age  group  put  into  a  national  sys- 
tem of  randomized  clinical  trials,  testing  different  modalities  of 
screening  to  determine  what  does  work  best  for  this  age  group. 

As  new  techniques  are  developed,  they  can  be  folded  into  the 
trial  design.  Under  the  Clinton  proposal  and  any  meaningful 
health  care  reform  proposal,  participation  in  the  trials  will  be  cov- 
ered. This  is  what  we  need  to  do. 

Let's  just  stop  the  debate  and  spend  the  money  and  get  the  an- 
swers. 

Mr.  WAXMAN.  Thank  you  very  much,  Ms.  Visco.  Your  written 
statement  will  be  in  the  record. 

[The  prepared  statement  of  Ms.  Visco  follows:] 
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STATEMENT      OF      FRAN      VISCO 

Good  morning,  I  want  to  thank  you  Representative  Waxman  and  the 
Subcommittee  on  Health  and  Environment  for  holding  this  important  hearing  on  the 
impact  on  women's  health  of  the  Health  Security  Act  and  for  inviting  me  to  testify. 

I  am  Fran  Visco,  president  of  the  National  Breast  Cancer  Coalition  (NBCC).   I 
am  pleased  to  have  the  opportunity  to  share  with  you  our  thoughts  on  the  implications 
for  breast  cancer  patients  and  survivors  of  the  Clinton  health  plan  and  in  particular,  the 
mammography  standards. 

First  I  would  like  to  take  a  few  moments  to  describe  to  you  the  organization  I 
represent.  The  National  Breast  Cancer  Coalition  is  a  grassroots  organization 
conceived  in  January  1991.   Since  that  time,  the  Coalition  has  grown  to  more  than  250 
organizations  which  represent  thousands  of  patients,  their  physicians,  families  and 
friends  whose  primary  focus  is  the  eradication  of  the  breast  cancer. 

Our  coalition's  goals  are  (1)  to  increase  the  funding  for  breast  cancer  research 
with  an  emphasis  on  finding  the  cause  of  and  a  cure  for  this  insidious  disease;  (2)  to 
make  certain  that  all  women  have  access  to  quality  care  and  treatment  and  (3)  to 
increase  the  influence  of  women  with  breast  cancer  in  the  decision  making  that  affects 
their  lives. 
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Since  1960,  more  than  950,000  U.S.  women  have  died  of  breast  cancer:  this 
staggering  number  is  more  than  2  times  the  number  of  Americans  who  died  in  combat 
during  WWI,  WWII,  the  Korean,  Vietnam  &  Persian  Gulf  Wars  combined.  46,000  will 
die  this  year.  A  disproportionate  number  of  these  deaths  will  occur  among  women  of 
low  income,  many  of  whom  belong  to  a  minority  group  and  are  underinsured  and 
uninsured.  Too  few  women  have  access  to  high  quality  care.   In  breast  cancer 
research,  there  has  been  little  progress  in  methods  of  detection  and  treatment  over 
the  past  twenty  years. 

Today  I  want  to  address  some  of  the  broader  implications  around  the  health 
care  reform  for  women  with  breast  cancer  and  to  implore  this  Committee  to  report  out 
comprehensive  legislation  that  will  meet  their  needs. 

As  the  debate  about  the  appropriate  population  and  intervals  for  screening 
mammography  rages,  the  NBCC  believes  that  it  is  important  to  keep  the  "big  picture" 
in  mind. 

All  2.6  million  women  living  with  breast  cancer  need  comprehensive  health  care 
reform  now  and  for  the  rest  of  their  lives.  They  need  insurance  that  cannot  be  taken 
away... ever...  for  any  reason. 
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For  the  183,000  women  next  year  who  will  hear  their  physicians  say  these 
dreaded  words  -  "you  have  breast  cancer"  -  they  need  to  know  that  they  will  have 
access  to  quality  care.  Quality  health  care  for  all  -  regardless  of  employment,  health 
or  marital  status  ~  must  be  available.   Real  health  care  reform  must  guarantee  that 
every  woman  has  access  regardless  of  her  economic  status.  Currently,  women  who 
are  uninsured  can  wait  long  periods  of  time  for  treatment  of  breast  cancer;  their 
chance  of  survival  diminishes  as  their  wait  increases.  The  data  from  the  African- 
American  community  makes  this  point  in  very  stark  terms.  Although  fewer  African- 
American  women  are  diagnosed  with  breast  cancer,  a  larger  percent  die  from  this 
disease.  We  believe  that  the  failure  of  the  health  care  system  to  afford  early  detection 
and  state-of-the-art  treatment  to  under-served  women  is  the  major  reason  that  African- 
American  women  die  in  disproportionate  numbers  from  this  dread  disease. 

Real  health  care  reform  wipes  out  pre-existing  condition  exclusions.  This  is 
imperative  for  the  2.6  million  women  who  are  living  with  breast  cancer.  Women  with 
breast  cancer  and  their  families  should  no  longer  be  locked  in  jobs  only  to  maintain 
health  insurance  --  nor  should  they  lose  their  health  benefits  if  they  lose  their  jobs. 
Employers  should  not  be  afraid  to  hire  them  because  of  the  high  cost  of  insurance. 
The  travesty  that  breast  cancer  patients  are  denied  health  insurance  coverage  - 
because  of  the  very  fact  of  their  disease  --  must  end. 
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Real  health  care  reform  has  a  comprehensive  basic  benefit  package.  All  the 
debate  about  how  often  and  at  what  age  a  woman  should  receive  free  preventive 
coverage  is  an  academic  exercise  if  there  is  not  a  defined  basic  benefit  mandated  that 
includes  mammography.  Currently,  many  women  over  age  fifty  do  not  receive  any 
reimbursement  for  screening  mammograms. 

Real  health  care  reform  must  cover  medically  appropriate  care  when  it  is 
provided  as  part  of  an  approved  clinical  trial.   Right  now,  many  insurance  policies  do 
not  cover  these  costs  -  thereby  limiting  the  participation  in  potentially  life-saving 
clinical  trials  to  women  who  can  afford  to  pay. 

President  Clinton's  Health  Security  Act,  pending  before  this  Committee,  meets 
the  standards  of  the  National  Breast  Cancer  Coalition  as  articulated  above  -  and  so 
does  the  single  payer  legislation  introduced  by  Rep.  McDermott.   Not  all  of  the  bills 
pending  before  this  Committee  do.   If  the  legislation  does  not  meet  these  minimum 
standards  it  will  not  have  the  support  of  the  NBCC.   If  it  does  not  meet  these  minimum 
standards  it  will  not  matter  how  frequently  and  at  what  age  women  can  get  screening 
for  breast  cancer. 

Once  we  agree  on  the  key  components  of  real  health  care  reform  for  women 
concerned  about  breast  cancer,  then  we  can  address  specific  questions. 
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Now  -  our  specific  concerns  about  mammography.   First,  I  want  to  applaud  the 
Administration  for  including  screening  mammograms  in  the  benefits  package.  As  you 
know,  many  insurance  companies  now  do  not  reimburse  for  screening  at  any  age  or 
at  any  frequency.  The  inclusion,  even  if  limited,  is  a  very  positive  step  in  the  right 
direction. 

As  you  know,  strong  concern  has  been  raised  from  women's  health  advocates 
and  from  women  Members  of  Congress  about  the  health  plan's  proposed  limitations 
on  coverage  of  mammography  -  the  Administration  proposes  to  limit  coverage 
because  there  are  very  real  questions  about  the  efficacy  of  screening  mammograms 
for  women  of  different  ages  and  for  screening  at  different  intervals. 

It  must  be  kept  in  mind  that  the  scientific  data  did  not  exist  to  justify  the  national 
consensus  guidelines  when  they  were  created.   It  is  the  assessment  of  the  NBCC  that 
we  simply  do  not  have  enough  scientific  data  to  make  a  decision  today  to  limit 
availability  of  these  tests.     As  part  of  my  testimony,  I  will  not  take  the  time  to  present 
the  scientific  evidence,  or  lack  thereof. 

These  facts  have  been  presented  by  others.   I  will  use  my  time  to  present  the  NBCC 
position: 
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"Realizing  that  mammography  does  not  prevent  breast  cancer  and  that  much  of  the 
available  data  are  INCONCLUSIVE,  we  support: 

Breast  cancer  screening  guidelines  based  on  data  from 
randomized  clinical  trials. 

In  order  to  gather  data  on  the  efficacy  and  appropriate  timing  of  screening  over  the 
spectrum  of  age  groups,  we  demand: 

That  all  screening  be  done  through  a  system  of  randomized 
national  trials. 

Because  it  has  been  shown  that  screening  mammography  is  efficacious  for  women 
between  the  ages  of  50  to  70,  we  believe 

That  national  trials  shall  include  but  not  be  limited  to  randomizing 
women  in  this  age  group  into  screening  programs  that  screen  at 
least  with  mammography  at  different  intervals. 

As  the  current  screening  data  is  INCONCLUSIVE  for  women  under  50,  we  believe: 

That  national  trails  must  examine  the  efficacy  and  timing  of 
different  screening  techniques. 

There  is  NO  data  on  screening  for  women  over  70,  and  therefore,  we  believe: 

That  a  variety  of  screening  methods  and  their  timing  should  be 
studied. 

Until  such  time  that  a  trial  is  available  to  every  woman,  we  demand: 

That  every  woman  should  be  eligible  for  screening  under  the 
current  (September  20,  1993)  national  consensus  guidelines." 
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But  there  may  be  a  silver  lining  created  by  all  this  ruckus  about  mammography, 
its  efficacy  and  frequency,  as  well  as  of  its  coverage.   Public  policymakers  are 
becoming  painfully  aware  of  the  inadequacy  of  mammography  as  a  screening 
technique.  For  the  past  ten  years,  mammograms  have  been  incorrectly  referred  to  as 
prevention,  even  by  people  who  should  know  better.  This  has  led  to  a  false  sense  of 
security.   Mammography  does  not  prevent  breast  cancer  -  it  is  a  diagnostic  tool  that 
may  prevent  mortality  in  some  cases  when  followed  by  appropriate  treatment.   If  the 
d£  ta  cited  by  the  Clinton  Administration  and  the  National  Cancer  Institute  are  correct  -- 
that  mammograms  for  women  under  age  50  are  not  efficacious  -  then  what  is 
available  for  these  women?  Breast  cancer  is  the  leading  cause  of  death  for  women 
ages  35-  52.  What  do  we  tell  these  women  to  do?  Hope?  Pray? 

Our  public  education  campaigns  in  recent  years  have  lulled  women  into  a  false 
sense  of  security:  if  they  get  their  mammogram,  and  find  an  "early"  cancer  there  is  a 
90%  "cure"  rate.  The  data  actually  show  that  there  is,  in  some  instances,  a  five  year 
survival  rate,  but  the  women  are  not  necessarily  cured.   Mammograms  cannot  detect 
all  breast  cancers. 

Breast  cancer  exists  for  7  or  more  years  before  it  is  detected  by  a  good  quality 
mammogram.   The  NBCC  has  urged  for  the  past  three 
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years  that  we  need  better  screening  techniques.  We  need  a  blood  test!  We  need  to 
identify  early  markers! 

All  of  this  is  yet  another  graphic  illustration  of  how  the  health  of  women  suffers 
because  not  enough  research  attention  has  been  dedicated  to  women's  health  needs. 

Our  other  difficulty  with  proposals  regarding  mammography  has  to  do  with 
reimbursement.  Currently  the  Clinton  plan  will  expand  full  reimbursement  for 
mammograms  for  high-risk  women,  if  the  mammogram  is  recommended  by  their 
physician. 

Only  family  history  and  age  have  emerged  as  truly  significant  risk  factors  --  all 
others  are  only  marginal.   Nearly  all  women  carry  some  risk  for  this  disease.   How  will 
their  breast  cancer  be  detected?  Will  it  be  too  late? 

It  is  likely  that  only  very  motivated  "high-risk"  women  will  be  assertive  enough 
with  their  doctors  to  insist  on  receiving  a  mammogram.   Mammograms  will  be 
available  for  other  women,  if  recommended  by  their  doctor,  but  the  women  will  have  to 
pay  part  of  the  cost.  What  will  be  the  result  for  poor  women? 
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This  debate  on  these  guidelines  has  made  it  painfully  clear  we  lack  a  good 
means  of  early  detection  of  breast  cancer.  As  we  all  work  together  on  this  particular 
aspect  of  the  Clinton  plan  -  screening  once  every  year  or  every  two  years,  what  age, 
etc.  -  we  cannot  afford  to  lose  sight  of  the  bigger  question:  how  can  we  marshall  our 
resources  to  look  for  new  methods  of  detection?  discover  the  causes?  find  a  cure? 

In  conclusion,  the  National  Breast  Cancer  Coalition  is  committed  to  work  with 
you,  Mr.  Chairman,  and  the  other  Members  of  the  Committee  to  ensure  that  real 
health  care  reform  is  passed  this  year.  This  is  a  priority  of  the  National  Breast  Cancer 
Coalition.  We  intend  to  work  very  hard  at  this  goal  as  we  have  done  in  the  past. 

In  1991,  we  generated  600,000  letters  to  Congress  and  the  President  to 
increase  the  funding  for  breast  cancer  research.  Since  then,  money  for  research  has 
quadrupled. 

In  1993,  we  delivered  over  2.6  million  signatures  to  the  President  in  the  East 
Room  of  the  White  House  requesting  the  creation  and  implementation  of  a  national 
strategy  to  eradicate  breast  cancer.   In  response,  under  the  leadership  of  Secretary 
Shalala,  over  120  activists,  scientists  and  public  policymakers  have  crafted  a  short- 
and  long-term  strategy. 

This  year,  our  grassroots  will  mobilize  so  that  the  2.6  million  women  who  have 
breast  cancer,  and  the  millions  of  other  women  who  will  be  diagnosed  in  their  lifetime, 
will  have  access  to  quality  health  care  that  can  never  be  taken  away.  We  have  read 
news  reports  that  American  are  longer  concerned  about  health  care  reform.    I  want 
you  to  know  that  for  the  women  Irving  with  breast  cancer  there  is  still  a  health  care 
crisis  and  there  will  be  until  Congress  enacts  comprehensive  health  care  reform.  This 
year  provides  an  incredible  opportunity  to  truly  reform  the  system.  We  cannot  let  the 
chance  slip  away;  we  must  make  it  happen. 
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Mr.  Waxman.  Dr.  Curd. 

STATEMENT  OF  JOHN  CURD 

Mr.  CURD.  Good  afternoon,  Mr.  Chairman.  I  am  John  Curd,  clini- 
cal director  at  Genentech.  I  am  going  to  discuss  breast  cancer  and 
our  progress  in  the  development  of  new  products  for  the  treatment 
of  this  disease. 

As  we  have  heard  today,  women's  health  in  general,  and  breast 
cancer,  in  specific,  have  been  disproportionately  underfunded  and 
underserved. 

We  at  Genentech  and  others  in  the  biotechnology  industry  are  on 
the  verge  of  producing  novel  products  which  will  alter  the  course 
of  breast  cancer. 

Ironically,  Mr.  Chairman,  at  this  very  time  our  progress  towards 
better  treatments,  or  possibly  even  cures,  for  breast  cancer  and 
other  women's  diseases  is  threatened  by  the  possibility  of  price  con- 
trols. 

As  a  physician  and  a  scientist,  I  am  surprised,  and  personally 
embarrassed,  by  our  record  in  women's  health.  Our  study  of  wom- 
en's diseases  as  well  as  our  knowledge  of  the  responses  of  women 
to  commonly  prescribed  medications  is  inadequate  and  certainly 
troublesome. 

Breast  cancer,  the  most  common  cancer  in  women,  is  increasing 
in  incidence  for  unclear  reasons.  Today  more  than  10  percent  of 
women  will  experience  breast  cancer  and  many  will  die  from  it.  De- 
spite 20  years  of  hard  work  of  countless  physicians,  scientists,  and 
care  givers  in  the  areas  of  early  diagnosis,  surgery,  irradiation,  and 
chemotherapy,  the  mortality  from  this  disease  is  essentially  un- 
changed. Clearly  our  progress  in  this  area  is  unsatisfactory. 

In  the  past  few  years  we  at  Genentech  in  collaboration  with  Dr. 
Dennis  Slamon  at  the  UCLA  Medical  Center — Mr.  Chairman,  I  be- 
lieve you  are  acquainted  with  this  excellent  institution — have  made 
dramatic  progress  in  the  development  of  a  new  way  to  treat  breast 
cancer. 

Prior  research  identified  a  gene  strongly  associated  with — the  de- 
velopment of  brain  tumors  in  rats.  This  gene  was  called  the  "new 
oncogene."  Dr.  Slamon  showed  that  the  human  equivalent,  called 
the  "Her-2"  gene  was  overexpressed  in  about  Vs  of  women  with 
breast  cancer  and  was  associated  with  rapid  progression  and  early 
mortality.  The  gene  is  also  associated  with  ovarian  cancer  and 
stomach  cancer.  Patients  who  have  cancer  with  this  gene  die  in 
about  V2  of  the  time  as  patients  without  it. 

Dr.  Slamon  and  his  colleagues  reasoned  that  the  Her-2  gene  was 
important  in  the  growth  of  breast  and  ovarian  tumors  and  that 
specific  antibodies  to  the  Her-2  receptor  would  inhibit  or  slow 
growth.  He  and  his  colleagues  performed  experiments  in  tissue  cul- 
ture and  in  animals  with  mouse  monoclonal  antibodies  to  establish 
this  hypothesis. 

In  order  to  study  the  effects  of  an  antibody  to  the  Her-2  receptor 
in  women,  it  was  necessary  for  Genentech  scientists  to  engineer  a 
"fully  humanized"  anti-Her-2  were  transferred  to  a  human  frame- 
work antibody  that  grows  in  the  cultured  mammalian  cells  com- 
monly used  to  make  recombinant  human  proteins.  The  humanized 
antibody  has  been  administered  and  tested  in  about  80  women 
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with  resistant  breast  or  ovarian  cancer.  The  remarkable  result  is 
that  the  bioengineered  antibody  is  completely  compatible  with 
chronic  administration  to  humans  and  has  a  very  favorable  safety 
profile  when  compared  to  other  cancer  therapies.  The  preliminary 
efficacy  evaluations  are  very  encouraging  and  further  clinical  devel- 
opment is  likely. 

At  this  point,  I  would  like  to  make  a  personal  comment  as  a  sci- 
entist. As  short  a  time  as  3  years  ago,  I  believed  that  the  develop- 
ment of  a  fully  compatible  humanized  antibody  was  impossible. 
The  lesson  here  is  that  biotechnology  is  making  today's  dreams  to- 
morrow's realities.  Genentech  is  not  alone  in  what  it  is  doing  in 
biotechnology  for  breast  cancer.  Other  equally  exciting  strategies 
are  under  development  at  Mederex,  Chiron,  and  Amgen,  to  name 
a  few. 

The  story  of  Her-2  and  the  evolving  history  of  biotechnology  re- 
minds me  of  the  history  of  the  discovery  of  antibiotics.  The  chem- 
ists who  first  synthesized  PABA  or  sulfa  did  not  know  that  they 
had  discovered  antibiotics.  Little  could  they  imagine  what  would 
follow.  Today,  I  am  confident  that  someone  in  biotechnology  is  de- 
veloping the  products  that  will  dramatically  alter  the  way  physi- 
cians treat  breast  cancer,  other  cancers,  and  other  common  incur- 
able diseases  like  osteoporosis,  Alzheimer's  disease,  and  perhaps 
even  AIDS. 

Mr.  Chairman,  we  are  at  the  breaking  of  a  great  new  dawn  in 
the  treatment  of  human  diseases.  Our  resource  is  the  human  ge- 
nome and  the  vast  information  it  contains  in  regard  to  human  biol- 
ogy. The  biotechnology  industry  is  poised  and  ready  to  convert  our 
expanding  understanding  of  biological  processes  into  real  products 
with  real  value  in  treating  women's  diseases. 

Paradoxically  our  rapid  progress  toward  novel  treatments  and 
cures  is  threatened  by  the  possibility  of  direct  or  indirect  price  con- 
trols. Our  industry  was  born  by  and  is  nourished  by  investment. 
The  funds  to  support  clinical  development  in  my  industry  comes 
from  investors.  Investors  are  concerned  about  risks  and  returns. 

Mr.  Chairman,  the  unintended  consequence  of  lowering  returns 
through  price  controls  will  be  to  drive  investors  to  lower  risk  lead- 
ing to  more  "Me  Toos"  and  less  "Her-2s."  Our  rapid  progress  to- 
wards those  novel  treatments  and  cures  will  be  slowed.  Women 
with  breast  cancer  and  patients  with  incurable  diseases  will  con- 
tinue to  suffer.  We  cannot  allow  this  to  happen. 

Mr.  Waxman.  Thank  you. 

[Testimony  resumes  on  p.  257.] 

[The  prepared  statement  of  Dr.  Curd  follows:] 
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STATEMENT   OF   JOHN   CURD 

Health  care  reform  has  profound  implications  for  the 
treatment  of  many  serious  unmet  medical  needs,  including 
virtually  all  of  the  diseases  and  conditions  affecting  women  in 
the  United  States.   Because  of  the  chronic  disproportionate 
underfunding  of  women's  health  research  and  the  lack  of 
appropriate  attention  and  resources  being  applied  to  women's 
health  issues,  there  is  a  greater  need  to  look  forward  to 
potential  cures  and  treatments  in  this  area  of  medicine. 

Biomedical  research  and  its  application  through 
biotechnology  into  new  drugs,  devices,  diagnostics  and  biologies 
offers  vast  new  opportunities  in  the  treatment  of  women's  health 
issues.   In  its  consideration  of  health  care  reform,  Congress 
should  be  cognizant  of  three  points: 

*  High  technology  medicine  —  including  biotechnology- 
derived  products  —  is  inseparable  from  health  care.   It  is  not 
an  add-on  to  health  care;  it  is  an  integral  part  of  health  care. 

*  The  single  most  important  step  to  improve  women's  health 
care  —  outside  of  behavioral  changes  —  would  be  to  bring  to 
fruition  the  work  currently  underway  in  America's  biotechnology 
firms. 

*  Finally,  health  care  reform  should  foster  the  innovative 
spirit  of  the  medical  technology  industries.   The  biotechnology 
industry's  track  record  has  been  at  the  creation  of  at  least  one 
novel,  breakthrough  product  every  year  since  the  last  decade. 
This  can  best  be  done  by  creating  a  marketplace  that  rewards  new 
products  for  serious  unmet  medical  needs  and  works  towards 
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2 
reducing  total  health  care  costs.   Setting  up  real  or  disguised 
price  controls  will  not  stimulate  innovation. 

BREAST  CANCER:  A  CASE  STUDY 

During  the  testimony  to  be  presented  today,  the  Committee 
will  hear  expert  testimony  about  a  variety  of  women's  health 
issues.   This  testimony  includes  a  review  of  the  medical 
situation  with  respect  to  the  treatment  of  breast  cancer. 
Through  this  testimony  we  hope  to  demonstrate  the  following: 

*  Little  progress  has  been  made  in  the  treatment  of  breast 
cancer  in  the  past  20  years. 

*  Much  of  the  new  science  that  offers  great  promise  for 
treating  breast  cancer  has  grown  out  of  our  expanded 
understandings  of  the  human  body  as  the  result  of  research  by  the 
government  (both  at  the  National  Institutes  of  Health  and  its 
grantee  universities)  and  the  private  sector. 

*  The  best  hope  for  applying  that  knowledge  and  finding  new 
cures  and  treatments  comes  —  not  just  from  government  research 
but  —  from  the  entrepreneurial,  and  innovative  sector  of  the 
private  sector,  especially  the  biotechnology  industry. 

*  Finally,  if  direct  or  indirect  price  controls  are  imposed 
on  the  risky  breast  cancer  research  that  we  and  other  companies 
engage  in,  there  is  likely  to  be  less  of  that  research  and  thus 
fewer  cures  and  treatments. 
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BACKGROUND  ON  BREAST  CANCER  AND  BIOTECHNOLOGY 

What  our  industry  is  doing  is  novel  and  important  because  it 
opens  up  many  new  approaches  to  therapy  that  are  not  available 
through  traditional  drug  development.  Just  as  the  discovery  of 
sulfa  compounds  opened  up  a  new  door  toward  the  development  of 
antibacterial  products  to  treat  infectious  disease,  biotechnology 
is  providing  the  needed  paradigm  shift  to  provide  new  approaches 
for  todav/s  maior  medical  disorders,  especially  in  women's 
health.   The  potential  is  as  vast  as  the  human  genome. 

This  is  good  news  for  health  care  in  general  and  for  those 
concerned  with  diseases  affecting  women  specifically,  and  I  will 
give  specific  examples  relating  to  breast  cancer. 

Breast  cancer  is  the  leading  cause  of  cancer  among  women. 
Although  lung  cancer  now  kills  more  women,  the  prospect  of  breast 
cancer  can  be  more  frightening  because,  unlike  lung  cancer,  there 
is  no  one  voluntary  act  an  individual  woman  can  take  to  cut  her 
risk  sharply. 

Breast  cancer  has  registered  a  21  percent  increase  in 
incidence  between  1973  and  1989  while  its  mortality  rate  has  held 
constant.   If  ever  there  was  a  disease  in  need  of  a  paradigm 
shift  for  therapeutic  approaches,  breast  cancer  is  it.   We  have 
virtually  exhausted  the  potential  of  traditional  chemo-  and 
radiotherapeutic  approaches. 

Biotechnology  firms  are  well-positioned  to  develop  new 
breast  cancer  treatments  thanks  to  advances  in  the  basic 
scientific  understanding  of  what  triggers  tumor  development  and 


250 


4 
metastasis  or  movement,  how  cancer  cells  grow  and  spread,  and  how 
cancer  cells  differ  from  normal  cells.   Although  there  is  much  we 
do  not  know,  what  is  known  has  allowed  us  to  create  a  new  class 
of  treatments  for  breast  cancer  and  probably  many  other  cancers 
as  well. 

Breast  cancer  cells  pour  out  several  growth-stimulating 
proteins.   Early  on,  researchers  discovered  the  existence  of 
"oncogenes"  or  cancer  genes.   In  rats,  one  of  these  has  been 
shown  to  promote  the  formation  of  a  tumor.   Specifically, 
neuroblastoma;  hence  it  was  named  "neu".   Several  years  ago, 
researchers  at  the  University  of  California  at  Los  Angeles  (UCLA) 
led  by  Dr.  Dennis  Slamon  found  that  breast  cancer  cells  from  some 
women  with  rapidly  progressive  cancer  had  extra  copies  or  an 
overexpression  of  this  neu-gene,  also  called  HER2.   These  cells 
then  overproduce  the  HER2  protein,  a  receptor  for  growth  factors. 
Hence,  these  cells  grow  more  rapidly  than  cancer  cells  from 
breast  cancer  patients  that  don't  overexpress  the  HER2  protein. 

Researchers  hypothesized  that  if  these  receptor  sites  could 
be  blocked  by  an  antibody,  the  growth  factors  would  be  unable  to 
attach  to  or  stimulate  the  cell.   As  a  result,  the  cell's  growth 
would  be  inhibited  and  maybe  even  slow  down.   This  hypothesis  was 
verified  in  animal  models  and  tissue  cultures. 

The  UCLA  researchers,  in  collaboration  with  Genentech,  used 
mouse  antibodies  against  HER2  sites  in  an  early  clinical  trial. 
The  results  appeared  promising.   However,  because  all  mouse 
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antibodies  trigger  a  strong  human  immune  system  response  within 
two  weeks  of  administration,  they  can  be  used  only  once. 

Alas,  current  technologies  cannot  make  human  antibodies. 
Fortunately,  we  do  have  the  technology  to  create  a  "humanized 
antibody";  an  antibody  in  which  all  but  the  antigen-recognition 
portions  of  the  molecule  are  replaced  by  human  antigen  sequences. 
Hiding,  or  actually  diluting,  the  presence  of  mouse  sequences 
slips  them  past  the  body's  immune  defenses.   Genentech  produced  a 
humanized  HER2  antibody,  a  product  compatible  with  long-term 
administration  that  has  already  been  shown  to  induce  few  side 
effects. 

Exactly  a  year  ago  the  Slamon  group  undertook  a  multiple- 
dose  "Phase  I"  clinical  trial  with  this  humanized  antibody.   To 
date,  this  has  included  approximately  100  women  with  breast 
cancer  which  had  been  progressive  despite  all  other  forms  of 
treatment.   The  most  important  result  so  far  is  that  this 
engineered  antibody  has  been  accepted  by  every  one  of  these 
women,  even  after  chronic  administration  over  months,  with  no 
side  effects  or  immune  reactions  whatsoever. 

We  are  now  completing  the  first  Phase  II  trial,  which 
expands  the  treatment  group  to  further  assess  safety  and  to  also 
assess  activity.   Preliminary  data  from  this  trial  is  promising. 
If  the  results  show  success  in  reducing  tumor  size  in  a 
significant  number  of  women,  we  plan  to  begin  a  large  Phase  III 
double-blinded  trial  by  1995. 
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Other  biotechnology  firms  are  using  similar  techniques  to 
produce  tumor-inhibiting  molecules  which  use  a  different  action 
to  attain  a  similar  end.   For  example,  Medarex's  "bispecific" 
product  against  breast  and  ovarian  cancers,  called  MDX-210, 
consists  of  fragments  of  two  monoclonal  mouse  antibodies  linked 
together.   These  tag  cancer  cells  that  bear  large  numbers  of  the 
HER2  protein  as  foreign,  triggering  the  patient's  immune  system 
to  destroy  them.   Medarex  is  considering  developing  a  humanized 
antibody.   In  another  Phase  I  trial,  sponsored  by  Chiron 
Corporation,  a  different  "bispecific"  antibody  has  shown 
immunologic  activity  against  cancers  at  many  sites. 

Another  class  of  genetically-engineered  drugs  acts  to 
inhibit  the  growth  of  blood  vessels  by  cancer  cells,  thereby 
preventing  cell  growth  and  spread  throughout  the  body.   Currently 
there  are  several  on-going  Phase  I  trials,  including  one  by  Marc 
Lippman  of  Georgetown  University  School  of  Medicine,  using  such 
drugs  against  various  cancers. 

These  are  exciting  examples  for  women  facing  breast  cancer 
in  the  next  few  years.   But  I  am  convinced  these  examples  are  but 
a  few  small  steps  in  what  can  be  many  tremendous  strides  by  this 
industry  and  biomedical  technology  toward  treating  —  potentially 
even  curing  —  breast  cancer,  other  cancers,  other  diseases 
affecting  women,  and  the  many  diseases  effecting  human  health  in 
general.   If  you  truly  want  to  improve  women's  health,  you  must 
nurture  this  potential. 
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BIOTECHNOLOGY'S  STORY 

The  biotechnology  industry  has  developed  breakthrough 
treatments  for  disorders  such  as:   diabetes,  cystic  fibrosis, 
heart  attacks,  leukemia,  growth  retardation  due  to  various 
medical  causes,  anemia  resulting  from  kidney  dialysis,  multiple 
sclerosis,  and  a  vaccine  for  Hepatitis  B. 

It  offers  the  best  potential  for  treatments,  preventions  and 
cures  to  costly  and  devastating  disorders  like:   AIDS,  cancer, 
genetic  disorders,  Alzheimer's  and  Parkinson's  disease,  and 
allergies,  asthma  and  rheumatoid  arthritis. 

In  fact,  the  biotechnology  industry  offers  the  best  hope  for 
controlling  health  care  costs  in  the  future,  because  medicines 
are  the  single  most  important  source  of  cures  and  effective 
disease  treatments  and  because  biotechnology  has  the  potential  to 
find  such  treatments  guickly  compared  with  traditional  methods. 

Biotechnology  is  addressing  devastating  diseases  for  which 
there  is  currently  no  effective  preventatives,  treatments  or 
cures,  and  this  medical  gap  is  costly. 

HEALTH  CARE  REFORM:  RISKS  AND  OPTIONS 

The  biotechnology  industry  understands  that  the  nation  faces 
a  severe  health  care  crisis.   We  want  to  be  part  of  the  solution, 
and  we  are  heartened  that  the  Administration,  and  other  reform 
framers,  have  reached  out  to  the  biotechnology  industry  for  input 
in  the  process  of  working  on  these  important  reform  issues. 
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Many  in  the  biotechnology  and  pharmaceutical  industries 
share  many  of  the  same  goals  that  have  been  articulated  for 
national  health  care  reform,  including  universal  access,  and  a 
pharmaceutical  drug  benefit. 

We  also  agree  on  some  of  the  means  for  achieving  reform's 
goals;  increased  availability  of  information  and  benefits  and 
efficacy  of  available  treatments  (such  as  better  outcomes 
research  and  medical  practice  guidelines) .   Together  these  will 
lead  to  more  appropriate  use  of  technology  and  increased  use  of 
breakthrough  treatments  that  offer  the  greatest  benefits  to 
patients. 

But  we  believe  that  the  Federal  government  should  analyze 
data  about  all  modes  of  treatment,  including  procedures,  devices, 
drugs,  biologicals  and  diagnostics.   And,  that  the  Federal 
government  not  distinguish  between  old  and  new  technologies,  as 
is  only  logical.   For  example,  it  wouldn't  make  sense  to  exclude 
prostate  cancer  screening  from  possible  priority  review  by  the 
Federal  government  because  the  diagnostic  tool  is  "old."  Thus, 
we  do  not  support  the  Administration's  "breakthrough  drug 
committee. " 

It  should  be  noted  that  the  Cooper/Grandv  and 
Breaux/Durenberqer  bills  on  health  care  reform  contain  very 
positive  treatment  of  technology  as  an  integral  part  of  modern 
medicine.   They  set  up  a  positive  structure  to  evaluate  all 
procedures,  devices  and  drugs  and  they  avoid  discrimination 
against  new  technology.   This  is  important,  because 
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discriminating  against  new  technology  would  stifle  innovation, 
and  innovation  is  our  best  hope  to  continue  to  increase  the  value 
of  medical  care. 

On  the  use  of  technology,  we  believe  local  providers  —  in 
consultation  with  local  plans  and  "health  alliances'*  —  should 
make  decisions  about  whether  to  use  a  particular  technology  based 
on  information  developed  and  disseminated  by  the  Federal 
government,  functioning  as  described  above.   Under  managed 
competition,  each  plan  would  have  a  strong  incentive  to  let  the 
market  determine  the  utility  and  use  rate  of  every  type  of 
treatment  being  applied  in  the  marketplace.   The  cost  containment 
results  we  all  seek  would  be  driven  by  market  forces  that  would 
motivate  each  plan  to  offer  high  quality  care  at  a  low  price,  and 
plans  would  not  include  the  use  of  expensive  technology  unless 
there  is  a  benefit  to  the  quality  of  care  —  unless  there  is 
value  —  offered  by  the  plan. 

Two  elements  of  the  Clinton  plan  pose  danger  for  the 
biotechnology  industry.   Price  controls,  even  if  they  are  not 
openly  called  such,  and  excessive  rebates  for  Medicare  patients. 
These  provisions  of  the  Administration's  plan  pose  a  serious 
threat  to  this  capital-driven  industry. 

The  biotechnology  industry  has  much  to  consider  in 
determining  prices.   Besides  research,  development  and 
manufacturing  costs,  we  must  consider  the  cost  of  the  many 
molecules  that  don't  make  it  to  market  or  don't  yet  provide 
profits,  the  costs  to  plow  back  into  R&D  to  continue  developing 
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breakthrough  drugs,  and  the  need  to  attract  investors  in  a  high 
risk  environment,  as  well  as  the  value  the  drug  brings  to 
patients. 

We  have  established  a  strong  record  of  selling  drugs  in  the 
United  States  at  the  same  price  or  at  a  lower  price  than  they  are 
sold  in  other  industrialized  nations.   Raising  prices  on  existing 
drugs  has  not  been  a  practice  of  this  industry.   The 
biotechnology  industry  has  a  track  record  that  will  assure  that 
future  price  increases  will  be  limited  to  —  or  below  —  the  rate 
of  inflation.   In  exchange,  we  ask  for  the  opportunity  to 
continue  to  set  introductory  prices  in  accordance  with  the  need 
to  provide  equity  investment  in  our  industry,  and  in  accordance 
with  the  value  the  drugs  we  produce  offer. 

There  is  a  trend  toward  lower  price  increases  in  any  case 
because  managed  care  organizations  are  requiring  manufacturers  to 
document  the  cost-effectiveness  of  their  products  and  offer  low 
prices  to  gain  entree  to  their  formularies.   Again,  returning  to 
the  idea  of  value  in  the  context  of  discussing  the  costs  of 
health  care,  it  is  absolutely  crucial  to  consider  what  our  health 
costs  will  be  when  baby  boomers  reach  their  most  disease-prone 
years  if  we  still  haven't  found  treatments  for  such  expensive 
diseases  as  Alzheimer's,  Parkinson's,  cancer  and  AIDS.   Price 
controls  on  introductory  pharmaceuticals  would  undermine  the  very 
industry  that  offers  the  most  promise  for  finding  these  important 
solutions.   The  value  breakthrough  pharmaceuticals  could  bring  in 
eliminating  or  alleviating  these  and  other  diseases  is  as  yet 
incalculable,  but  will  surely  be  tremendous. 

Let's  make  sure  we  set  the  conditions  so  that  we  can  use 
technology  to  realize  this  sort  of  medical  value  as  quickly  as 
scientific  progress  will  allow. 

Thank  you.   I'll  take  questions. 
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Mr.  Waxman.  You  two  have  expressed  disagreement  with  the 
National  Cancer  Institute  change  in  recommendations.  Do  either  of 
you  believe  NCI  made  this  recommendation  on  any  basis  other 
than  the  science  Dr.  Broder  laid  out  in  his  testimony? 

Mr.  Curd.  Congressman  Waxman,  I  don't  believe  they  did.  I  be- 
lieve they  based  it  purely  on  the  criteria  that  they  want  to  apply 
for  scientific  judgment  in  this  case.  They  are  correct  in  saying  that 
this  initiative  began  long  before  the  debate  about  providing  mam- 
mography under  the  Health  Security  Plan. 

Mr.  Waxman.  Dr.  Alley,  there  are  cases  of  women  who  get  breast 
cancer  in  their  30's.  Why  doesn't  the  Cancer  Society  recommend 
routine  mammography  for  women  under  40? 

Ms.  Alley.  Because  the  incidence  really  strikingly  increases 
after  the  age  of  40.  So  there  are  few  reported  cases  under  the  age 
of  40.  But  as  I  said,  the  incidence  strikingly  increases  after  the  age 
of  40  and  continues  to  increase  after  that. 

Mr.  Waxman.  So  the  question  we  have  to  confront  here  is  when 
do  we  provide  something  routinely  and  for  free  and  when  is  the  in- 
vestment's return  so  low  that  the  money  would  be  better  used  in 
other  services. 

The  American  Cancer  Society  believes  that  while  the  data  are  in- 
complete, we  should  continue  to  provide  screening  that  some  stud- 
ies say  are  not  worthwhile. 

Other  reputable  scientists  disagree.  How  do  you  recommend  that 
people  who  have  to  pay  for  these  benefits  draw  the  line? 

Ms.  Alley.  I  would  think  they  draw  the  line  where  it  has  been 
drawn  in  the  past.  In  other  words,  these  recommendations  have 
been  in  place  for  a  number  of  years  and  examined  not  only  by  the 
American  Cancer  Society  but  as  I  mentioned  a  number  of  other  or- 
ganization also,  the  American  College  of  Obstetrics  and  Gyne- 
cology, the  American  Medical  Association. 

We  have  all  looked  at  these  studies  and  seen  that  while  perhaps 
it  is  not  statistically  proven  in  this  particular  age  group,  the  stud- 
ies have  suggested  that  it  improves  survival  and  to  recognize  that 
a  larger  study  perhaps  needs  to  be  done  in  this  age  group,  but  not 
to  eliminate  mammography  just  because  there  have  not  been 
enough  studies  done  so  far  to  show  that  it  is  statistically  different 
in  that  age  group. 

Mr.  Waxman.  Mrs.  Visco,  you  recommend  that  a  trial  be  con- 
ducted on  the  effectiveness  of  mammography  in  women  of  different 
age  groups.  How  long  do  you  think  such  a  trial  would  take? 

Ms.  Visco.  Our  recommendation  is  to  study  not  just  mammog- 
raphy, but  different  screening  modalities.  For  example,  the  NCI 
recommends  clinical  breast  exam,  but  there  are  no  trials  showing 
the  efficacy  of  clinical  breast  exam.  We  have  no  idea  how  effective 
that  is,  although  it  is  covered  under  the  Clinton  health  care  reform 
proposal. 

We  want  a  trial  of  different  screening  modalities  of  women.  I  am 
told  it  will  last  a  very  long  time.  But  if  we  are  going  to  base  our 
decisions  for  reimbursement  on  what  works,  I  don't  see  what  our 
choice  is.  I  think  we  have  to  provide  the  trials  to  get  the  answer 
to  what  works.  We  have  to  make  certain  that  the  participation  in 
those  trials  are  paid  for. 
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Mr.  Waxman.  You  said  that  the  NIH  has  performed  statistical 
analyses  on  the  difference  between  screening  mammography  annu- 
ally versus  every  2  years,  and  that  the  analysis  shows  improved 
outcomes  of  screenings  annually. 

I  will  ask  Dr.  Broder  to  respond  for  the  record,  and  I  would  ask 
you  to  submit  your  backup  material  also,  if  you  would. 

Dr.  Curd,  we  certainly  wish  you  the  best  of  luck  in  pursuing  your 
answer  to  this  breast  cancer.  We  would  certainly  want  to  see  that 
breakthrough.  I  appreciate  what  you  had  to  say. 

Mr.  Towns. 

Mr.  Towns.  Thank  you,  Mr.  Chairman.  I  am  concerned  that  if  we 
eliminate  mammography  from  the  health  care  package,  we  will 
leave  tens  of  thousands  of  women  just  floating  in  a  vacuum  until 
after  50  years  of  age. 

The  science  today  is  unclear  whether  mammography  reduces 
mortality  rates  in  women  under  50.  We  must  begin  researching  im- 
mediately what  screening  methods  work  for  these  women. 

I  support  the  idea  of  enrolling  every  woman  between  the  age  of 
40  and  49  with  a  national  insurance  card  containing  all  of  her  data 
into  a  national  system  of  randomized  clinical  trials  to  test  all  dif- 
ferent kinds  of  screening  methods  from  mammography  to 
ultrasound.  And  this  screening  will  be  covered  under  the  plan. 

If  we  do  that,  then  we  will  not  be  compromising  the  health  serv- 
ices of  women.  I  think  we  have  to  be  concerned  about  that.  Within 
10  years  we  will  know  what  screening  methods  actually  work. 

Can  I  get  your  views  on  that? 

Ms.  Visco.  That  is  exactly  the  position  that  the  coalition  hoped 
you  would  take,  and  other  Members  of  Congress.  That  is  certainly 
what  we  want  to  see  done. 

I  truly  can't  imagine  what  else  we  can  do.  If  we  are  going  to  start 
basing  our  coverage  determinations  on  evidence  bases,  then  we 
have  to  get  the  evidence.  Because  if  a  week  from  now  or  a  year 
from  now  someone  comes  along  and  says  we  have  a  blood  test  that 
detects  breast  cancer,  well,  to  carry  through  the  NCI's  philosophy, 
they  will  not  recommend  it,  and  health  care  reform  will  not  cover 
it  because  we  really  have  no  evidence  that  it  saves  lives. 

We  have  to  get  the  evidence  and  you  are  absolutely  right,  that 
is  the  way  we  need  to  do  it,  by  enrolling  every  woman  in  that  age 
group  in  a  national  system  of  randomized  trials,  we  are  protecting 
women  and  we  are  protecting  our  resources. 

Mr.  Towns.  What  do  you  think  the  opposition  would  be?  This  is 
something  for  the  budget  cutters.  They  should  be  on  our  side. 

Ms.  VlSCO.  The  difficulty  is  that  it  is  going  to  cost  a  lot  of  money 
and  take  a  long  time.  I  believe  the  American  Cancer  Society  had 
the  same  response. 

Ms.  Alley.  I  think  the  difficulty  is  in  designing  the  study.  The 
other  difficulty  I  see  is  if  you  are  talking  about  randomized  trials, 
you  are  talking  about  controls  and  those  are  women  who  are  not 
going  to  get  screened. 

I  don't  know  how  the  study  design  would  occur  so  you  are  not 
somehow  having  a  group  of  controls  that  are  not  going  to  get 
screened. 
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Probably,  we  were  discussing  this  earlier,  it  would  take  as  many 
as  250,000  cases  before  you  are  going  to  have  enough  positive  re- 
sults to  come  up  with  a  statistically  significant  difference  again. 

There  are  a  couple  of  things  I  would  like  to  point  out  about  look- 
ing at  these  older  studies  and  for  instance  the  Canadian  study  that 
was  quoted  by  Dr.  Broder.  First  of  all,  I  think  most  scientists  and 
physicians  agree  that  the  Canadian  study  was  not  a  valid  study  for 
a  number  of  reasons. 

One  thing  I  would  like  to  point  out  is  that  mammograms  are  get- 
ting better  and  better.  I  look  at  a  mammogram  now  and  compare 
it  to  a  mammogram  that  was  not  even  3  or  4  years  ago.  The  tech- 
nology has  improved  vastly. 

The  other  things  that  are  available  are  other  tests  that  can  be 
adjuncts  to  mammography  so  that  every  woman  who  perhaps  has 
an  abnormal  mammogram  does  not  end  up  with  a  biopsy. 

There  are,  as  you  mentioned,  ultrasounds  that  can  be  done  to  as- 
pirate a  cyst  or  a  newer  technique  called  stereo-mammography 
where  a  biopsy  can  be  done  with  a  needle  without  involving  sur- 
gery. So  there  are  a  lot  of  new  techniques  available  that  I  think 
are  important  to  consider. 

I  just  think  it  would  be  a  real  mistake  to  say  well,  we  don't  have 
the  data  so  we  are  going  to  eliminate  mammograms,  not  that  it 
should  not  be  done  in  conjunction  with  clinical  exam,  self-examina- 
tion, and  other  methods  of  detection. 

Ms.  VlSCO.  Mr.  Towns,  I  have  been  told  by  a  number  of  scientists 
that  it  is  possible  to  design  such  a  trial.  I  would  be  happy  to 
present  you  with  the  information  that  I  have  from  them. 

Mr.  Towns.  Thank  you.  We  would  be  delighted  to  receive  it. 
Every  now  and  then  I  think  about  the  fact  that  this  could  be  pre- 
sented in  a  cost-saving  kind  of  way  when  we  look  at  terms  of  what 
we  would  do  in  the  long  run  in  terms  of  early  detection  and  all  the 
kind  of  things,  in  other  words,  that  kind  of  cost  saving.  Is  it  pos- 
sible for  me  to  make  that  argument? 

Ms.  Alley.  Absolutely.  You  know,  you  save  a  lot  of  money  when 
you  find  breast  cancer  when  it  is  at  a  pre-invasive  stage  and  it  does 
not  require  chemotherapy.  That  saves  a  lot  of  money,  not  only  in 
terms  of  chemotherapy,  but  in  terms  of  days  lost  at  work,  days  lost 
at  being  a  mother.  So  certainly  you  can  save  money. 

The  other  thing  I  might  mention  is  when  you  talk  about  covering 
mammograms  if  it  is  ordered  by  the  doctor  for  a  reason,  that  is 
called  a  diagnostic  mammogram.  In  Washington,  DC.  they  charge 
about  $125  for  that.  If  a  patient  goes  in  for  a  screening  mammo- 
gram, that  is  $65. 

Mr.  Towns.  Mr.  Chairman,  I  know  my  time  is  up.  But  I  really 
think  that  is  an  argument  we  need  to  make.  Sometimes  when  we 
look  at  these  kind  of  matters  and  we  look  at  saving  a  dollar  today, 
not  looking  to  what  we  would  save  down  the  road. 

In  other  words,  they  call  this  in  Brooklyn,  where  I  come  from, 
they  call  this  hustling  backwards. 
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Mr.  Waxman.  Thank  you,  Mr.  Towns. 

I  want  to  thank  the  panel  as  well.  You  have  given  us  terrific  tes- 
timony. We  will  share  it  with  our  colleagues  on  the  committee.  The 
hearing  is  adjourned. 

[Whereupon,  at  3:05  p.m.,  the  subcommittee  was  adjourned,  to 
reconvene  at  the  call  of  the  Chair.] 

[The  following  statements  were  submitted  for  the  record:] 
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Robert  Wm.  Blum,  M.D..  M.P.H..  Ph.D. 

My  name  is  Robert  Blum;  and  I  am  a  Professor  of  Pediatrics  at  the  University 
of  Minnesota  where  I  direct  the  Division  of  General  Pediatrics  and 
Adolescent  Health.    I  am  a  parent  of  three  children,  two  of  whom  are 
adolescents,  and  the  other  a  teenager-in-training.    I  have  recently  served  as 
President  of  the  Society  for  Adolescent  Medicine  and  while  I  speak  for 
myself  today.  I  know  that  the  ideas  I  present  reflect  the  opinions  of  many  of 
my  colleagues.   I  speak  to  you  as  a  clinician,  as  an  educator,  a  parent  and  one 
vitally  interested  in  the  implications  of  health  care  reform  for  the  health  and 
well  being  of  young  people.   The  suggestions  I  will  offer  are  based  upon  a 
recent  working  group  meeting  held  in  Washington  where  the  focus  was  on 
adolescence  and  health  care  reform. 

Adolescence  is  a  unique  developmental  stage  distinct  from  both  childhood 
and  adulthood.    Not  only  is  it  a  transitional  period,  it  is  a  life  stage  with 
special  vulnerabilities  and  health  concerns.    While  we  tend  to  focus  on  major 
public  health  problems  such  as  juvenile  violence,  sexually  transmitted 
diseases  including  AIDS,  substance  abuse  and  precocious  parenthood,  youth 
are  faced  with  a  much  wider  set  of  health  risks.    Six  percent  have  chronic  or 
disabling  conditions  that  limit  their  activities  of  daily  living.    One  in  six  will 
experience  significant  depression  with  nearly  15%  of  teenagers  attempting 
to  kill  themselves  at  least  once  during  their  adolescent  years.   This  is  also 
the  age  group  with  the  most  rapidly  escalating  levels  of  poverty  of  any  in 
America. 

Equally  important  to  the  problems  facing  youth  is  the  reality  that 
adolescence  is  a  time  of  opportunity.   It  is  the  stage  of  life  when  many  health 
habits  are  being  formed — habits  concerning  tobacco  use,  alcohol  use, 
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nutrition  and  exercise  are  but  a  few  examples  which  can  relate  to  severe  and 
costiy  adult  health  problems  if  health  promoting  habits  are  not  instilled 
early.    Likewise,  stress  management,  conflict  resolution  and  assertiveness 
skills  while  not  ostensibly  health  concerns  rapidly  become  so  when  we  look 
at  the  litany  of  morbidity  and  mortality  that  stems  from  our  failure  to 
address  those  issues:    depression,  chronic  pain,  suicide,  homicide, 
intentional  injuries,  child  abuse,  pregnancy  and  sexually  transmitted  disease 
are  but  a  few.   These  are  profoundly  costly  and  to  a  great  extent  avoidable 
social  morbidities  in  adolescence  and  adulthood. 

The  Clinton  Health  Security  Act  appropriately  places  its  emphasis  on 
preventive  and  health  promoting  strategies.    The  universal  coverage 
provision  and  the  basic  benefit  package  with  its  focus  on  primary  care 
services  for  youth  as  well  as  for  all  Americans  emphasize  health  care 
provision  where  it  most  appropriately  belongs  —  in  the  primary  care  setting. 
However,  given  both  the  unique  needs  as  well  as  opportunities  of  this  age 
group  the  following  recommendations  are  offered. 

#  1       Financial  Barriers 

Financial  barriers  to  services  —  especially  preventive  and  primary  care 
services  —  are  counterproductive.    Given  the  vulnerability  teenagers  already 
feel  in  seeking  services,  financial  barriers  will  only  perpetuate  the  inherent 
inclination  to  delay  seeking  care.    For  those  in  poverty  —  20%  of  the 
adolescent  population  —  this  is  even  more  problematic.   Thus,  I  would 
recommend:    a)  the  co-payment  requirement  should  be  eliminated  for  those 
below  200%  of  poverty;  b)  co-payments  by  adolescents  be  eliminated  for 
those  services  protected  by  federal  or  state  statute  as  confidential:  and  c) 

Adolescence  and  Health  Care  Reform  Testimony 
Blum/Page  2 


263 


co-payments  should  be  adjusted  for  total  use  and  not  solely  episodic  visits  so 
as  to  account  for  the  long-term  care  needs  of  those  with  chronic  and 
disabling  conditions. 

#2      Improved  Services  for  Those  Young  People  with  Chronic  and  Disabling 
Conditions 

One  of  the  most  severe  limitations  of  the  Health  Security  Act  as  it  currently 
stands  is  the  provisions  made  for  those  children  who  are  the  most 
vulnerable  in  our  society.    In  the  name  of  promoting  primary  care  we  cannot 
leave  such  children  so  exposed.    Neither,  can  we  restrict  habilitative 
services  to  those  with  acquired  disabilities  and  illnesses.   We  need  to 
explicitly  include  those  with  congenital  health  problems  as  well.    We  need  to 
assure  that  a  wide  range  of  services  are  available  to  young  people  who  have 
long-term  care  needs.   Whether  this  is  done  through  special  provisions  in 
the  Health  Security  Act  or  through  supplemental  programs  such  as  EPSDT  is 
an  issue  of  methodology.   At  a  minimum  the  supplemental  package  should 
include: 

•  Long-term  occupational  therapy,  speech-language  pathology  services, 
respiratory  therapy,  and  physical  therapy; 

•  Care  coordination  or  case  management  services: 

•  Specialized  nursing  services,  including  in-home  nursing  care: 

•  Mental  health  services  related  to  the  treatment  of  chronic  health 
problems; 

•  Custom-designed  durable  medical  equipment,  prosthetic,  orthotic  and 
adaptive  devices,  including  assistive  technology; 

•  Personal  care  services  needed  in  conducting  the  activities  of  daily 
living; 
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•  Respite  care  for  family  care  takers;  and 

•  Patient  and  family  education  and  training  related  to  a  child's  treatment 
needs. 

#3      Confidential  Services 

While  there  is  concern  that  adolescents  wish  to  keep  health  issues  secret, 
the  reality  is  that  most  young  people  do  tell  their  parents  and  seek  their 
advice  even  for  issues  such  as  family  planning  services.   On  the  other  hand, 
for  some  adolescents  there  are  certain  health  concerns  and  problems  for 
which  they  will  forego  treatment  rather  than  risk  exposure;  thus,  access  to 
confidential  services  is  a  sine  qua  non  of  adolescent  health  care.    In  truth, 
adolescents  already  believe  that  the  world  is  watching  them  —  that  is  why 
they  spend  so  much  time  combing  their  hair.    Another  reality  is  that  it  is 
just  those  health  concerns  that  place  young  people  at  greatest  risk  — 
including  mental  health,  physical  abuse,  sexual  and  reproductive  health,  and 
substance  abuse  —  for  which  confidentiality  is  central  to  seeking  services. 
Failure  to  provide  a  mechanism  for  access  to  confidential  services  risks  the 
health  of  both  the  individual  and  the  community.    Such  failure  manifests 
itself  in  increased  costs  and  increased  injury  resulting  from  foregoing 
needed  services. 

#4      A  Strong  Public  Health  Infrastructure 

A  strong  public  health  infrastructure  is  central  to  the  successful 
implementation  of  the  Health  Security  Act  especially  relating  to  continuous 
quality  assurance  as  well  as  assurance  of  equity  of  services  for  vulnerable 
populations.    For  youth.  Title  V  has  historically  been  the  central  federal 
agency  for  oversight,  training  and  research.    While  other  agencies  have 
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addressed  categorical  issues  ranging  from  disabilities,  teen  pregnancy,  STD 
surveillance  and  substance  abuse,  the  Maternal  and  Child  Health  Bureau  has 
explored  systems  of  change  through  its  demonstration  projects,  supported 
training  in  adolescent  health  through  training  grants  and  has  facilitated  the 
establishment  of  state-level  capacity  in  adolescent  health  through  developing 
a  network  of  state  adolescent  health  coordinators.    I  would  encourage 
strengthening  the  functions  represented  by  that  public  health  authority. 

In  summary,  the  Health  Security  Act  is  a  great  step  forward  for  young  people 
as  it  is  for  all  Americans.   For  youth,  their  special  needs  and  opportunities 
require  more  complete  consideration  of  the  issues  related  to: 
confidentiality,  co-payments,  needs  of  youth  with  chronic  and  disabling 
conditions  and  a  strong  Maternal  and  Child  Health  Bureau.  Thank  you  for 
giving  me  the  opportunity  to  address  you  this  morning. 
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AMERICAN   ASSOCIATION   OF   UNIVERSITY   WOMEN 


The  American  Association  of  University  Women  (AAUW)  strongly 
supports  the  creation  of  a  national  health  care  system  that 
ensures  comprehensive  and  quality  health  care  coverage  for  all 
Americans  at  an  affordable  cost.   As  an  organization  committed  to 
improving  the  social,  physical,  and  economic  well-being  of  all 
individuals,  AAUW  believes  that  quality  health  care  is  a  right, 
not  a  privilege. 

Integral  to  achieving  the  goal  of  universal  access  to  health  care 
is  availability  of  a  wide  range  of  service  providers  reaching  as 
much  of  America's  diverse  population  as  possible.   The  creation  of 
a  health  care  continuum,  from  early  childhood  to  old  age,  will 
require  putting  services  where  individuals  and  families  can  take 
advantage  of  them.   AAUW  believes  that  the  schools  must  be  key 
players  in  the  provision  of  health  services  for  children,  and  that 
school-based  or  school-linked  clinics  should  be  eligible  for 
reimbursement  by  health  care  plans. 

Services  provided  in  a  school-linked  setting  would  improve  both 
the  health  and  educational  performance  of  America's  neediest 
children.   It  is  obvious  that  students  who  suffer  from  depression 
or  malnutrition,  who  become  pregnant  or  have  drug  or  alcohol 
problems  cannot  take  full  advantage  of  the  educational  programs 
available  to  them.   And  while  coordination  of  services  and  health 
education  would  benefit  all  students,  it  has  particular  relevance 
to  the  lives  and  educational  experiences  of  girls. 
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In  1992,  the  AAUW  Educational  Foundation  released  The  AAUW  Report: 
How  Schools  Shortchange  Girls,  highlighting  a  variety  of  issues 
that  have  an  impact  on  the  opportunities  of  girls  to  succeed  in 
school  and  beyond.   Among  them  were  health  needs  currently  given 
little  attention  and  resources  in  most  school  systems.   As  this 
subcommittee  reviews  the  President's  and  other  alternative  health 
care  reform  plans,  AAUW  urges  that  the  needs  of  girls  and  young 
women,  who  represent  53  percent  of  the  student  population,  be 
carefully  considered  and  addressed. 


Contraceptive  Use  and  Sexually  Transmitted  Diseases  (STDs) 

The  HIV  infection  rate  for  teenage  girls  is  comparable  to,  and  in 
some  cases  higher  than,  that  for  boys.   While  among  adults,  male 
AIDS  cases  are  nine  times  more  prevalent  than  female  cases,  the 
pattern  of  HIV  infection  among  adolescents  is  very  different.   A 
1989  study  in  the  District  of  Columbia  reports  the  HIV  infection 
rate  at  4.7  per  1000  for  girls,  almost  three  times  the  1.7  rate 
for  boys. 

Comprehensive  health  education  must  be  taught  in  all  our  nation's 
schools  and  must  cover  contraceptive  use.   STD  counseling  and 
contraceptives  should  be  encouraged  in  school-based  clinics  to 
reverse  this  alarming  trend. 
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Pregnancy 


Research  shows  that  nearly  one-quarter  of  the  school  dropout  rate 
is  attributable  to  teen  pregnancy.   Nearly  half  of  the  girls  who 
drop  out  do  so  because  they  are  pregnant  or  have  one  or  more 
children,  making  pregnancy  a  pressing  educational  issue,  for  young 
women  and  for  the  welfare  of  future  generations.   A  mother's 
educational  level  is  universally  known  to  be  one  of  the  best 
indicators  of  her  child's  academic  success.   Children  raised  by 
mothers  who  never  complete  high  school  experience  higher  rates  of 
academic  failure  and  behavioral  problems.   Over  half  of  all 
mothers  now  on  welfare  bore  their  first  child  as  a  teenager. 
Pregnancy  prevention  must  be  an  integral  part  of  health  education 
programs  and  health  services. 

Health  services  for  students  who  are  already  pregnant  are  also 
critical.   Fully  one-quarter  of  pregnant  mothers  receive  no 
medical  care  of.,  any  sort  during  the  crucial  first  trimester  of 
pregnancy.   About  20  percent  of  children  with  disabilities  would 
not  have  that  disability  had  their  mother  had  one  physical  exam 
during  this  period  (Phi  Delta  Kappan  9/91).   The  United  States  has 
a  higher  infant  mortality  rate  than  Japan,  Canada,  and  most 
European  countries,  according  to  a  recent  report;  the  rate  is 
particularly  high  for  African  American  infants. 

Every  dollar  spent  on  prenatal  care  saves  $3.38  in  the  cost  of 
caring  for  low  birth  weight  babies.   This  is  just  one  example  of 
how  putting  health  services  in  the  schools  can  reach  a  needy 
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segment  of  the  population  and  make  better  use  of  scarce  funding. 

Eating  Disorders 

Food  binging  and  chronic  dieting  are,  sadly,  a  regular  feature  of 
the  high  school,  junior  high,  and  even  upper  elementary  school 
landscape.   A  1989  National  Adolescent  Health  Survey  of  10,000 
public  school  students  found  that  61  percent  of  girls  reported 
having  dieted  in  the  past  year,  compared  with  28  percent  of  boys. 
Half  of  those  who  dieted  had  fasted  as  a  means  of  weight  loss. 
Girls  are  also  more  likely  than  boys  to  report  vomiting  to  control 
their  weight  and  to  abuse  over-the-counter  appetite  suppressants. 
Severe  cases  of  bulimia  and  anorexia  nervosa  can  cause  death. 

Diet  counseling,  nutrition  and  exercise  information,  and  health 
education  programs  that  consciously  promote  positive  self-image 
can  help  combat  forces  in  society  that  wreak  havoc  on  girls' 
self-esteem. 

Depression  and  Suicide 

Shortchanging  Girls,  Shortchanging  America,  a  study  published  by 
AAUW  in  1991,  found  that  girls'  self-esteem  drops  dramatically  as 
they  move  through  adolescence.   Other  research  shows  that  females 
have  higher  rates  of  depression  than  males,  during  both 
adolescence  and  adulthood.   Severely  depressed  girls  have  been 
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shown  to  have  higher  rates  of  substance  abuse  than  similarly 
depressed  boys.   Significant  gender  differences  were  also  found  in 
school  performance  measures  among  the  most  depressed  students: 
grade  point  averages  were  lower  for  girls,  and  40  percent  more 
girls  failed  a  grade  than  boys.   Adolescent  girls  are  four  to  five 
times  more  likely  than  boys  to  attempt  suicide  (although  boys,  who 
choose  more  lethal  methods,  are  more  likely  to  be  successful  in 
their  attempts). 


RECOMMENDAT IONS 

Suggested  Health  Services:   AAUW  respects  the  importance  of 
flexibility  for  grant  recipients  in  deciding  what  services  to 
offer  and  with  whom  to  coordinate  provision  of  services.   However, 
we  are  also  painfully  aware  that  unless  specified,  the  needs  of 
females  are  often  not  met  by  school  systems,  in  or  out  of  the 
classroom.   We  urge  greater  specificity  in  listing  the  kinds  of 
services  to  be  provided  by  these  initiatives.   Services  must 
include:   pregnancy-related  services,  contraception,  maternal  and 
child  health,  lab  and  testing  services,  and  counseling  and 
information  on  eating  disorders,  nutrition,  substance  abuse, 
sexually  transmitted  diseases  (including  AIDS),  and  depression  and 
suicide. 

Comprehensive  Health  Education:   AAUW  advocates  the  promotion  of 
comprehensive  K-12  age-appropriate  health  education  programs. 
Curricula  should  recognize  and  address  the  different  needs  of 
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female  and  male  students  and  actively  seek  to  improve  the 
self-image  and  self-esteem  of  students. 

Referrals:   School-based  clinics  should  be  given  flexibility  in 
the  kinds  of  services  they  provide  and  be  able  to  refer  students 
to  other  easily-accessible  health  service  providers  where 
necessary. 

Enabling  Services:   AAUW  commends  the  Clinton  Administration's 
inclusion  of  "enabling  services,"  which  increase  the  capacity  of 
individuals  to  utilize  the  services  in  the  comprehensive  benefits 
package.   Transportation  is  a  key  access  issue  for  many  young 
women  and  girls.   We  also  urge  that  dependent  care  assistance, 
which  was  not  listed  in  the  Clinton  bill,  be  specified  in  any 
health  care  reform  plan. 

Suggested  Partners:   AAUW  urges  inclusion  of  a  list,  in  the 
section  describing  contents  of  the  grant  application,  of  suggested 
agencies  and  service  providers  that  should  be  considered  for 
partnership  or  advisory  status.   Certain  segments  of  America's 
population  seem  continually  at  risk  of  being  forgotten  or 
excluded,  unless  attention  is  called  to  them  early  and  often.   A 
list  of  suggested  partners  should  include  juvenile  justice 
workers,  social  workers,  legal  services  offices,  WIC  and  Welfare 
administrators,  and  service  providers  for  migrant  children,  recent 
immigrants,  and  parents  and  children  with  limited  English 
proficiency. 
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CONCLUSION 


Throughout  the  health  care  reform  process,  AAUW  will  be  working  to 
ensure  that  women's  health  needs  are  recognized  and  met.   AAUW 
believes  that  the  coordination  of  health,  social,  and  educational 
services  in  a  school-based  or  school-linked  setting,  if  sensitive 
to  the  needs  of  all  students,  is  a  critical  "jumping-off  point" 
for  a  lifelong  system  of  comprehensive  health  services.   We  urge 
this  subcommittee  to  help  build  successful  coordinated  service 
programs  by  ensuring  that  the  needs  of  all  students  are  recognized 
by  those  community  leaders  who  will  be  planning  and  implementing 
this  crucial  aspect  of  health  care  reform. 
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STATEMENT 

of 

THE  AMERICAN  FERTILITY  SOCIETY 

The  American  Fertility  Society  (AFS),  an  organization  of  more  than  1 1,400  physicians 
and  scientists  specializing  in  reproductive  medicine,  is  pleased  to  have  this  opportunity  to 
comment  on  HR  3600,  the  Health  Security  Act.  The  AFS  believes  that  meaningful  health 
revision  requires  an  emphasis  on  coverage  for  health  maintenance  and  disease  prevention 
as  well  as  for  the  diagnosis  and  treatment  of  illness,  including  infertility. 

An  essential  part  of  significant  heath  care  reform  is  coverage  for  reproductive  health 
services.  These  services  include  prevention  of  unintended  pregnancy,  sexually  transmitted 
disease,  infertility,  gynecologic  cancer,  osteoporosis  and  cardiovascular  disease.  The  services 
also  include  safe  and  effective  treatment  for  infertility  and  other  reproductive  disorders. 

The  AFS  applauds  the  President's  decision  to  include  coverage  of  reproductive  health 
services  in  the  Health  Security  Act.  Family  planning  services  are  low-cost  and  cost-effective, 
and  coverage  should  include  counseling,  contraception  and  sexually  transmitted  disease 
screening  and  treatment.  We  believe  health  reform  must  cover  other  essential  preventive 
services  like  mammography  and  pap  smears,  the  benefits  of  which  have  been  well 
documented.  The  health  plan  for  this  country  should  provide  coverage  for  pregnancy 
diagnosis,  prenatal  care,  nutrition  counseling,  prescription  drugs,  labor  and  delivery  and 
postpartum  evaluation  and  services.  We  emphatically  assert  that  these  services  should  also 
include  the  diagnosis  and  treatment  of  infertility. 

Infertility  is  a  disease  which  affects  the  human  reproductive  system  and  can  lead  to 
an  inability  to  have  children.  It  affects  one  in  every  12  couples.  It  is  defined  as  a  disease 
in  which  there  is  abnormal  function  of  the  reproductive  system  of  either  the  male,  female 
or  both  partners  which  requires  indicated,  not  elective,  treatment.    The  disease  can  be 
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traced  to  medical  problems  in  the  female  roughly  a  third  of  the  time,  medical  problems  in 
the  male  a  third  of  the  time,  and  a  combination  in  both  partners  for  the  remaining  third. 
We  believe  that  any  benefits  package  should  include  medically  necessary  and  medically 
appropriate  therapy  for  these  infertile  couples. 

Left  untreated,  some  infertility  conditions  can  lead  to  serious  health  risks  which  will 
be  more  costly  to  treat  down  the  road.  For  example,  pelvic  inflammatory  disease  can  lead 
to  scarring  of  the  fallopian  tubes,  which  can  lead  to  the  life-threatening  condition  of  ectopic 
pregnancy. 

Most  infertility  -  85  to  90  percent  -  is  treated  with  conventional  medical  and 
surgical  therapy,  from  drug  treatment  to  surgical  repair  of  reproductive  tract  structures  in 
both  men  and  women.  The  majority  of  infertile  couples  require  relatively  low-cost 
conventional  methods  of  treatment.  Other  treatment  options  include  assisted  reproductive 
technologies,  standard  clinical  procedures  which  require  the  use  of  a  laboratory  to  process 
human  sperm  and  eggs.  In  vitro  fertilization  (IVF)  is  the  most  well-known  of  these 
techniques,  although  fewer  than  five  percent  of  infertile  couples  who  seek  therapy  are 
actually  treated  with  IVF  and  other  assisted  reproductive  technologies.  The  national  health 
plan  should  provide  coverage  for  both  the  conventional  and  assisted  reproductive 
technologies. 

In  a  letter  from  Dr.  Judith  Feder  of  the  Department  of  Health  and  Human  Services 
(attached),  she  states  that  "appropriate  infertility  diagnosis  and  treatment  will  be  covered 
under  the  Health  Security  Act  although  they  are  not  explicitly  identified  in  the  legislative 
language. ..The  plan  covers  all  services  that  a  clinician  has  determined  to  be  medically 
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necessary  or  appropriate  unless  specifically  excluded.  The  only  infertility  service  excluded 
from  the  plan  in  vitro  fertilization."  Although  this  letter  is  reassuring  that  conventional 
infertility  services  are  covered  in  the  Clinton  health  care  plan,  they  are  not  specifically 
mentioned  and  we  would  like  to  see  the  word  "infertility"  included  in  the  bill. 

The  APS  is  grateful  that  the  diagnosis  and  treatment  of  infertility  are  now  covered 
under  the  proposed  Health  Security  Act.  However,  we  are  very  concerned  about  the 
specific  exclusion  of  in  vitro  fertilization  services.  We  strongly  believe  that  this  exclusion 
should  no!  be  in  the  statutory  language  for  the  following  reasons: 

♦  Exclusion  will  displace  the  medical  decision-making  process  for  medically 
necessary  and  appropriate  procedures  from  physicians,  patients,  and  the  informed 
consent  process. 

♦  Exclusion  wiil  cancel  present  IVF  coverage  provided  to  individuals  in  the  states 
of  Arkansas,  Hawaii,  Illinois,  Massachusetts,  Maryland  and  Rhode  Island,  and  other 
individuals  who  have  coverage  for  this  benefit.  Practitioners  estimate  that  30  to  40 
percent  of  IVF  cycles  are  partially  or  completely  covered  at  this  time. 

♦  Exclusion  will  deny  access  and  availability  to  those  in  need,  and  will  shift  infertility 
management  back  to  less  effective  and  frequently  more  invasive  and  more  costly 
procedures. 

♦  Coverage  would  add  minimal  costs  to  the  benefits  package.  For  example, 
mandated  fertility  coverage  in  Massachusetts  accounts  for  four-tenths  of  one  percent 
of  the  cost  of  the  family  package.  In  vitro  fertilization  services  account  for  one-tenth 
of  one  percent  of  the  package.  There  would  be  additional  cost  savings  as  a  result  of 
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the  reduction  in  the  number  of  less-effective  infertility  services  presently  performed 

because  they  are  covered  by  insurance. 

In  sum,  providing  benefits  for  reproductive  health  services  is  a  vital  part  of  any 
meaningful  health  system  reform.  Disease  prevention  --  via  mammography  and  other 
screening  -  clearly  saves  both  lives  and  dollars.  Family  planning  services  are  fundamental 
to  preventive  health  care  for  women,  since  the  ability  to  control  the  timing  and  spacing  of 
pregnancy  directly  relates  to  the  health  and  well-being  of  women.  Moreover,  the  desire  to 
parent  is  among  the  most  fundamental  desires  of  the  human  race,  and  is  essential  to  the 
sustenance  of  society  and  the  human  spirit.  Coverage  for  pregnancy-related  services  - 
including  infertility  diagnosis,  treatment  and  in  vitro  fertilization  will  be  an  integral  part  of 
any  health  reforms  enacted. 

AFS  is  eager  to  help  the  Subcommittee  on  Health  and  the  Environment  determine 
what  will  be  appropriate  revision  of  the  health  care  system.  We  applaud  your  involvement 
in  this  matter  of  great  importance,  and  we  thank  you  for  the  opportunity  to 
comment. 


Robert  D.  Visscher,  M.D. 
Executive  Director 
American  Fertility  Society 
1209  Montgomery  Highway 
Birmingham,  AL  35316 

(205)978-5000 
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AMERICAN  HEART  ASSOCIATION 

Statement 

The  American  Heart  Association  submits  the  following  testimony  in  response  to  H.R. 
3600,  the  Health  Security  Act  of  1993,  in  light  of  the  treatment  needs  of  women  with 
cardiovascular  diseases.   The  AHA  is  this  nation's  largest  voluntary  health  organization 
dedicated  to  the  reduction  of  disability  and  death  from  cardiovascular  diseases,  including 
heart  attack  and  stroke.   Annually,  AHA's  56  affiliates  nationwide  coordinate  the 
activities  of  about  3.7  million  volunteers  in  carrying  out  this  mission.   Coronary  heart 
diseases  and  stroke  remain  the  single  largest  cause  of  death  in  the  United  States,  and  the 
number  1  and  3  killers  of  women,  respectively. 

Despite  progress,  cardiovascular  diseases  remain  the  No.  1  killers  of  women  in  the  United 
States.  Almost  46  percent  of  all  female  deaths  in  the  United  States  are  from 
cardiovascular  diseases.   More  than  one  in  five  Americans  have  some  form  of 
cardiovascular  disease.  In  America  all  cardiovascular  diseases  combined  claim  more  than 
479,000  women's  lives  each  year  --  more  than  double  that  of  all  forms  of  cancer  combined 
(about  242,000.)  Coronary  heart  disease  alone  kills  more  than  five  times  as  many  women 
as  breast  cancer. 

Until  recently,  cardiovascular  diseases  in  women  have  not  been  recognized  as  a  serious 
health  problem,  particularly  by  women  themselves.    Of  the  over  478,000  deaths  from 
heart  attack  each  year,  48.4  percent  occur  in  women.  Women,  however,  develop  heart 
disease  later  in  life  than  men.   Since  1984  cardiovascular  disease  deaths  of  women  have 
exceeded  those  of  men. 

At  any  age,  heart  attack  in  women  is  a  more  deadly  disease,  but  older  women  are  twice  as 
likely  as  men  to  die  during  the  first  few  weeks  following  a  heart  attack.  Thirty-nine 


278 

2 
percent  of  women  who  have  heart  attacks  die  within  a  year,  compared  with  31  percent  of 
men.   In  the  four  years  after  an  initial  heart  attack,  a  second  heart  attack  occurs  in  20 
percent  of  women,  compared  to  16  percent  of  men. 

In  light  of  the  deadly  and  disabling  impact  of  cardiovascular  disease  on  women,  the  AHA 
has  focused  its  efforts  on  working  with  Congress  and  the  Administration  to  insure  that 
health  care  reform  includes  the  necessary  elements  for  research,  prevention  and  effective 
treatment  of  cardiovascular  diseases.   The  American  Heart  Association  appreciates  the 
Clinton  Administration's  commitment  to  health  care  reform  as  embodied  in  the  Health 
Security  Act.   No  previous  administration  has  demonstrated  more  commitment  to  the 
health  care  reform  needs  of  this  country. 

The  position  of  the  American  Heart  Association  on  health  care  reform  has  been  guided 
by  our  five  principles  on  Access  to  Health  Care,  which  the  Association  feels  are  critical  to 
any  health  care  reform  package.  The  AHA  principles  are: 

1 .  All  residents  of  the  U.S.  should  have  access  to  quality  medical  care. 

2.  Universal  coverage  for  basic  medical  care  should  be  available. 

3.  Coverage  for  preventive  care  must  be  part  of  any  access  proposal. 

4.  Funds  must  be  allocated  for  biomedical  research,  research  training  and  clinical 
training. 
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5.  The  AHA  should  participate  in  the  development  of  guidelines  for  appropriate 

patient  care  and  should  support  research  into  methods  to  measure  quality, 
outcomes  and  cost-effectiveness. 

The  American  Heart  Association  reserves  endorsement  of  any  one  particular  health  care 
reform  proposal.   However,  the  Association  recognizes  that  many  of  its  concerns  are 
addressed  in  the  Health  Security  Act  of  1993. 

In  particular,  the  American  Heart  Association  commends  the  Clinton  Administration  for 
emphasizing  access  to  care  in  the  Health  Security  Act,  especially  that,  regardless  of 
preexisting  conditions,  all  U.S.  residents  must  have  access  to  quality  medical  care, 
including  appropriate  medications  and  prevention  programs.   In  addition,  the  AHA 
applauds  the  Clinton  Administration's  commitment  to  universal  coverage  of  basic  medical 
care,  including  cardiovascular  care. 

The  AHA  is  pleased  to  find  the  strong  emphasis  in  the  Health  Security  Act  on  effective 
utilization  of  resources,  and  we  appreciate  the  support  for  the  development  of  practice 
guidelines  by  professional  groups  with  appropriate  expertise.  We  are  also  pleased  to  see 
that  Title  V  of  the  Act,  Quality  and  Consumer  Protection,  would  focus  government 
resources  on  developing  knowledge  of  treatment  outcomes  generated  by  health  services 
research  to  determine  not  only  clinical  effectiveness,  but  also  cost  effectiveness. 

The  AHA  is  also  pleased  to  see  that  the  Health  Security  Act  contains  specific  provisions 
to  support  health  services  research. 
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Preventive  Benefits 

The  data  on  the  incidence  of  death  and  disability  resulting  from  cardiovascular  disease 
indicates  the  value  and  cost-effectiveness  of  preventive  efforts.   Cardiovascular  diseases 
are  the  leading  cause  of  death  in  women  in  the  United  States  and  cardiovascular  disease 
deaths  are  63  percent  higher  for  females  than  all  female  cancer,  accident,  and  diabetes 
deaths  combined.   Each  year  more  than  235,000  women  die  of  a  heart  attack,  and  breast 
cancer  claims  the  lives  of  about  43,300  females. 

From  1979  to  1991,  in  white  women,  there  was  a  26  percent  decline  in  age-adjusted  death 
rates  from  diseases  of  the  heart  and  a  36  percent  decline  in  death  rates  from  stroke,  and 
among  black  women,  a  17  percent  and  33  percent  decline,  respectively.   Despite  these 
substantial  declines  in  death  rates,  heart  attack  and  stroke  still  rank  first  and  third, 
respectively,  as  the  causes  of  death  in  all  women,  with  substantially  higher  rates  among 
black  women.   With  each  decade  of  life,  the  rate  of  deaths  from  heart  disease  increases 
from  3-  to  4-fold  and  by  the  age  of  75  years  the  death  rate  in  white  women  is  over  1 ,800 
and  black  women  over  2,200  perl00,000. 

Since  1984,  cardiovascular  disease  caused  a  greater  proportion  of  deaths  in  women  than 
men,  that  is,  51.8  percent  in  women  and  48.2  percent  in  men.   Death  rates  from 
cardiovascular  disease,  however,  are  only  the  tip  of  the  iceberg;  one  in  seven  women 
between  45-64  years  of  age  has  some  form  of  heart  disease  or  stroke.   After  age  65  the 
ratio  increases  to  1  in  3  women.   The  number  of  women  with  cardiovascular  disease 
continues  to  grow  each  year.   Physicians  should  be  aware  that  the  perceived  risk  and  fear 
of  cancer  seems  much  greater  in  women  than  their  perceived  risk  of  heart  disease  or 
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stroke.   Before  women  can  take  action  regarding  their  cardiovascular  risk,  they  must 
understand  their  risk  of  death  or  disability  resulting  from  these  diseases. 

Another  indication  of  the  impact  a  disease  has  on  society  is  the  costs  incurred.   The  costs 
in  1994  of  cardiovascular  disease  is  estimated  to  be  $128  billion.   This  includes  medical 
costs  and  the  lost  productivity  resulting  from  disability.   It  is  estimated  that  women 
consume  over  half,  about  58  percent  ($74.2  billion),  of  the  yearly  health  care  costs  related 
to  cardiovascular  diseases,  although  they  have  about  one-half  the  death  rate  of 
cardiovascular  disease  as  men. 

Other  cardiovascular  diseases  are  also  prevalent  in  women.  More  than  86,000  women 
each  year  die  of  stroke.  This  comprises  61  percent  of  fatalities  from  stroke.   Much  less 
prevalent  are  cases  of  rheumatic  heart  disease,  an  inflammatory  disease  that  permanently 
damages  the  heart  and  its  valves.   Even  in  this  disease,  however,  there  is  a  higher  death 
rate  in  women  than  in  men  (1.7-1.8  death  per  100,000  for  women,  compared  to  1.1-1.2  per 
100,000  for  men).   Only  congenital  heart  disease  is  less  deadly  in  women  than  in  men. 

All  told,  heart  and  blood  vessel  diseases  combined  claim  over  479,000  women's  lives  each 
year,  more  than  all  forms  of  cancer  combined. 

As  a  result  of  research,  we  are  able  to  identify  risk  factors  for  cardiovascular  disease, 
which  can  then  lead  to  cost-effective  prevention.  Major  atherosclerotic  disease  risk 
factors  operate  in  women  as  well  as  in  men.   High  blood  pressure  is  a  predictor  of 
coronary  artery  disease  in  both  women  and  men. 
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Smoking  is  a  significant  risk  factor  for  heart  attack  in  women.  There  are  23  million 
women  smokers  in  the  United  States.   They  are  2  to  4  times  more  likely  to  suffer  a  heart 
attack  than  their  non-smoking  counterparts.   In  previous  years  we  had  seen  a  decline  in 
the  number  of  women  smoking,  but  from  1990  to  1991,  there  was  a  2.2  percent  increase  in 
smoking  among  women.   The  population  group,  moreover,  in  which  smoking  is  on  the 
increase  is  young  women  in  their  teens  and  twenties.   The  reasons  for  this  are  many  and 
not  all  related  to  medical  issues.    Nevertheless,  this  is  an  area  that  requires  further  study 
and  intervention. 

The  AHA  is  pleased  to  see  that,  under  the  Health  Security  Act,  preventive  care  is  a 
significant  part  of  the  basic  benefit  package  and  that  resources  would  be  targeted  to 
prevention  of  heart  disease.   The  Clinton  plan  emphasizes  preventive  care,  especially 
cholesterol  screening. 

We  are  concerned,  however,  about  the  definition  of  risk  assessment  in  the  plan.   Although 
smoking  cessation  classes  are  specified  under  health  education,  and  nutrition  counseling 
would  be  offered  under  clinician  visit  target  health  advice,  we  are  unclear  whether 
clinician  visits  include  smoking  cessation  counseling,  stress  reduction  and  high  blood 
pressure  advice.  It  is  also  unclear  how  these  services  are  going  to  be  determined. 

The  AHA  has  developed  a  basic  preventive  benefit  package,  which  is  attached,  and 
supports  inclusion  of  its  recommended  benefits  in  the  health  plan. 
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Biomedical  Research 

Research  and  prevention  programs  must  be  key  components  of  health  care  reform 
because  they  save  women's  lives  and  money.   Support  for  basic  biomedical  research 
funding  is  critical  for  innovative  approaches  to  the  diagnosis,  treatment  and  prevention 
against  cardiovascular  diseases  in  women,  including  heart  attack  and  stroke. 

The  AHA  believes  that  funding  for  biomedical  research,  research  training,  and  training  of 
cardiovascular  specialists  must  be  included  in  health  care  reform.  This  includes  the 
following: 

o  support  for  basic  and  clinical  research  at  a  level  that  allows  reasonable  growth 

o  support  for  research  training  at  a  level  that  eliminates  current  downward  trends 

in  research  manpower;  and 

o  resources  adequate  to  supply  needed  equipment  and  other  types  of  scientific 

research  infrastructure. 


Since  1948  the  AHA  and  the  National  Heart  Lung  and  Blood  Institute  have  been  active 
partners  in  the  battle  against  cardiovascular  diseases,  including  heart  attack  and  stroke. 
Throughout  this  43  year  partnership  the  research,  training,  education,  and  community 
service  programs  of  both  the  AHA  and  the  NIH  have  had  a  significant  impact.   From 
1981  to  1991  the  age-adjusted  death  rate  from  heart  attack  fell  32.4  percent  and  that  from 
stroke  fell  30.5  percent.  This  trend  is  largely  attributable  to  advances  in  medical 
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treatment,  healthier  lifestyles,  and  control  of  risk  factors  such  as  elevated  blood 

cholesterol  high  blood  pressure,  and  smoking. 

There  is  still  a  long  way  to  go.   In  the  United  States  someone  dies  from  cardiovascular 
diseases  every  34  seconds.   More  than  one  in  five  Americans  suffer  some  form  of  these 
diseases. 

In  1990  total  cardiovascular  disease  accounted  for  4.740  million  years  of  potential  life  lost 
before  age  75,  followed  by  cancer  and  accidents.   There  will  be  even  more  cardiovascular 
disability  because  many  people  who  have  had  effective  treatment  for  coronary  artery 
disease  and  prevention  of  arteriosclerosis  at  age  40  to  60  will  develop  cardiovascular 
diseases  later  in  life. 

The  estimated  cost  of  cardiovascular  diseases  in  1994  will  be  $128.0  billion  in  medical 
expenses  and  lost  productivity.   Costs  for  patients  with  cardiovascular  diseases  grow 
because  we  are  treating  disease  with  expensive  technology,  not  preventing  it. 

Our  ability  to  control  cardiovascular  diseases  depends  on  the  level  of  quality  of  overall 
support  of  basic  and  clinical  research  and  prevention  efforts.   Throughout  its  history,  the 
AHA  has  emphasized  prevention,  investing  heavily  in  research.  Basic  research  is  the 
starting  point  of  all  medical  advances.   Biomedical  research  remains  the  number  one 
priority  of  the  AHA.   Since  1949,  the  AHA  has  invested  almost  $1.2  billion  in  research 
and  has  developed  education  and  community  programs  to  promote  health  and  to  prevent 
and  reduce  the  risk  of  heart  attack  and  stroke.  In  1992-1993  the  AHA,  including  its  56 
affiliates  nationwide,  contributed  almost  $93  million  to  research.  The  size  of  this  financial 
commitment  makes  the  AHA  second  only  to  the  federally  sponsored  National  Heart, 
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Lung  and  Blood  Institute  as  a  principle  supporter  of  cardiovascular  research.   AHA- 
funded  research  has  yielded  many  important  discoveries,  including  CPR,  life-extending 
drugs,  bypass  surgery,  pacemakers  and  other  surgical  techniques  to  repair  defects. 

The  AHA  believes  that  basic  biomedical  research  drives  all  other  health  research.  We 
were  very  happy  to  hear  Dr.  Shalala,  Dr.  Lee,  Mr.  Ira  Magaziner  and  other 
Administration  health  policy  staff  affirm  the  Administration's  commitment  to  increased 
biomedical  research  funding. 

We  continue  to  be  concerned,  however,  that  the  plan  lacks  any  vehicle  that  would  assure 
necessary  increases  in  funding  for  basic  biomedical  research,  apart  from  the 
appropriations  process,  where  increases  would  be  subject  to  spending  caps  under  the 
budget  agreement. 

Although  the  Clinton  plan  emphasizes  preventive  and  health  services  research,  there  is 
concern  that  failure  to  support  basic  biomedical  research  will  slow  innovation  and 
ultimately  limit  cost  effective  treatments. 

We  believe  that  the  allocation  of  funds  for  biomedical  research  is  pivotal  to  any  health 
care  reform  plan.  In  light  of  the  data  on  the  prevalence  of  cardiovascular  disease  in 
women,  a  substantial  increase  in  support  for  biomedical  research  is  critical  for  further 
advances  in  the  diagnosis,  treatment  and  prevention  of  cardiovascular  disease  in  women. 
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AMERICAN  PAIN  SOCIETY 
AMERICAN  ACADEMY  OF  PAIN  MEDICINE 

AMERICAN  ASSOCIATION  FOR  THE  STUDY  OF  HEADACHE 

The  American  Pain  Society,  the  American  Academy  of  Pain  Medicine  and  the  American 
Association  for  the  Study  of  Headache  strongly  support  universal  health  coverage  for  all  Americans. 
At  the  same  time,  these  organizations  urge  policymakers  to  recognize  that  coverage  and  benefits  must 
also  guarantee  access  to  appropriate  care.  Any  Federal  legislation  which  relies  on  managed 
competition  or  managed  care,  must  address  the  special  needs  of  special  patients  -  patients  whose 
illnesses  fall  outside  the  realm  of  usual  and  customary  care. 

Certain  illnesses,  and  complex  or  advanced  cases  of  many  others,  are  not  effectively  treated 
in  tightly  controlled  systems  emphasizing  primary  care  services.  These  conditions  are  frequently 
misdiagnosed  -  or  undiagnosed.  Patients  are  frequently  mistreated  -  or  untreated.  "Gatekeepers" 
impede  rather  than  facilitate  appropriate  early  intervention.  These  cases  stand  out.  They  are  not 
routine.  When  they  are  widespread,  chronic,  and  high  cost,  they  require  special  consideration  in  any 
new  Federal  legislation. 

Certain  of  these  illnesses,  including  intractable  pain  are  also  literally  intolerable  to  the  patient. 
They  impact  so  dramatically  on  the  quality  of  an  individual's  life  and  the  ability  to  function  as  to 
prompt  desperate  searches  for  relief  in  and  out  of  a  patient's  primary  health  network,  and  in  and  out 
of  proven  treatment  modalities. 

Reform  must  deal  fairly  and  effectively  with  these  special  needs  of  special  patients.  The 
undersigned  strongly  urge  inclusion  of  the  following  protections  for  patients  afflicted  with  intractable 
pain,  including  cancer  pain  and  acute  pain,  and  similar  conditions: 

I.  EVERY  CONSUMER  SHOULD  HAVE  A  FEE-FOR-SERVICE  AND  POINT  OF  SERVICE 
OPTION  AT  THE  TIME  OF  HEALTH  PLAN  ENROLLMENT.  THIS  OPTION  SHOULD 
BE  REAL  -  NOT  SUBJECT  TO  WAIVER  BY  STATES,  ALLIANCES  OR  PLANS,  OR 
SUBJECT  TO  INORDINATELY  HIGH  COST  SHARING  REQUIREMENTS. 

II.  QUALIFIED  HEALTH  PLANS  MUST  GUARANTEE  PATIENT  ACCESS  TO,  AND 
ACTUALLY  DELIVER  APPROPRIATE  SPECIALTY  CARE  FOR  INTRACTABLE  PAIN 
AND  SIMILAR  ILLNESSES. 

III.  GATEKEEPERS  EMPLOYED  IN  QUALIFIED  HEALTH  PLANS  MUST: 

■  Be  properly  trained  for  the  clinical  judgements  they  are  asked  to  make,  e.g.  where  prior 
authorization  is  required  for  specialty  referral  or  treatment; 

■  Not  have  financial  incentives  to  undertreat  or  under-refer; 

■  Perform   a  contemporaneous    evaluation    of  the   patient   before   overriding   another 
physician's  clinical  judgement;  and 

■  Be  accountable  for  the  clinical  judgements  made  in  their  capacity  as  gatekeepers. 
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IV.  NETWORK  PLANS  MUST  BE  REQUIRED  TO  DEMONSTRATE  CAPACITY  TO 
EFFECTIVELY  TREAT  INTRACTABLE  PAIN  AND  SIMILAR  ILLNESSES  WITHIN 
THEIR  OWN  NETWORK,  OR  THROUGH  REFERRAL  ARRANGEMENTS  OUTSIDE  THE 
NETWORK,  AND  PROVIDE  OUTCOME  DATA  TO  PROVE  EFFECTIVENESS. 


V.  REFERRAL  ARRANGEMENTS  MUST  BE  TARGETED  TO  PROPERLY  TRAINED 
PRACTITIONERS,  ACADEMIC  CENTERS,  AND  "CENTERS  OF  EXCELLENCE"  WHICH 
SPECIALIZE  IN  THE  TREATMENT  OF  INTRACTABLE  PAIN  AND  SIMILAR 
ILLNESSES. 


VI.  FEE  SCHEDULES  MUST  RECOGNIZE  THE  SCOPE  AND  INTENSITY  OF  SERVICES 
DELIVERED  BY  SPECIALTY  PRACTITIONERS  AND  MULTI-DISCIPLINARY  TEAMS 
TO  PATIENTS  WHO  HAVE  FAILED  TO  RESPOND  TO  CUSTOMARY  AND  USUAL 
CARE.  UNTIL  APPROPRIATE  SCHEDULES  ARE  DEVELOPED,  BALANCE  BILLING 
BY  SPECIALTY  PRACTITIONERS,  ACADEMIC  CENTERS  AND  CENTERS  OF 
EXCELLENCE  SHOULD  BE  PERMITTED. 


HUBERT  ROSOMOFF,  M.D. 
President,  American  Pain  Society 


PETER  WILSON,  M.B.B.S.,  Ph.D. 

President,  American  Academy  of  Pain  Medicine 


SEYMOUR  SOLOMON,  M.D. 

President,  American  Association  for  the  Study  of  Headache 


Adopted:  October  1993 


288 


AMERICAN  PAIN  SOCIETY 

AMERICAN  ACADEMY  OF  PAIN  MEDICINE 

AMERICAN  ASSOCIATION  FOR  THE  STUDY  OF  HEADACHE 


THE  FACTS  ON  INTRACTABLE  PAIN 

Pain  is  a  major  public  health  problem  in  the  United  States 

50  million  Americans  are  partially  or  totally  disabled  by  pain 

45%  of  all  Americans  seek  care  for  persistent  pain  at  some  point  in  their  lives 

Headache  and  low  back  pain  are  the  most  prevalent  forms  of  intractable  pain 

Pain  accompanies  a  wide  range  of  other  clinical  conditions,  including: 

o   cancer 
o   diabetes 
o   arthritis 

22%  of  work-related  injuries  involve  back  pain 

1 50  million  workdays  are  lost  annually  to  head  pain  alone 

Children  lose  1  million  school  days  annually  due  to  pain 

Intractable  pain  is  frequently  untreated  or  mistreated 

Mismanagement  of  pain  has  tragic  and  costly  consequences: 

o  addiction 

o  disability 

o  depression 

o  over-utilization  of  diagnostic  services  and  procedures 

o  hospitalizations  and  surgery 

Pain  can  be  effectively  treated: 

o  with  early  intervention 

o  by  appropriately  trained  specialists 

o  frequently  in  ambulatory  settings 

o  at  reasonable  cost 
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Testimony  of  George  Dunbar 
President  and  Chief  Executive  Officer 
Metra  Biosys terns.  Inc. 

Thank  you  for  the  opportunity  to  submit  testimony  to  the 
Subcommittee.   My  name  is  George  Dunbar,  and  I  am  President  and 
CEO  of  Metra  Biosystems,  Inc.,  a  company  specializing  in  new 
biomedical  products  for  the  detection  and  management  of  bone  and 
joint  diseases.   Metra  is  currently  awaiting  FDA  clearance  of  an 
exciting  new  product,  a  urine  test  to  detect  bone  loss.   This  new 
test  will  assist  physicians  in  the  early  detection  and  management 
of  bone  loss  which  leads  to  osteoporosis,  and  is  designed  to  be 
cost-effective  utilizing  existing  laboratory  instrumentation. 

The  purpose  of  my  testimony  is  to  support  the  inclusion  of 
yearly  osteoporosis  screening  for  peri-menopausal  and  post- 
menopausal women  as  a  covered  preventive  service  under  healthcare 
reform.   The  relatively  small  investment  entailed  with  yearly 
screening  of  the  appropriate  patient  groups,  will  yield 
substantial  and  long-term  savings  in  the  management  of 
osteoporosis  among  the  elderly.   To  encourage  appropriate 
utilization  of  these  important  services  by  all  socioeconomic 
levels,  a  very  modest  or  no  copayment  should  be  charged,  as  with 
other  important  preventive  measures  already  identified  in  the 
President's  healthcare  bill. 

I  have  two  important  points  I  would  like  to  make  regarding 
osteoporosis.   First,  osteoporosis  is  a  preventable,  but  not  a 
treatable  or  reversible  condition.   Inexpensive  drugs  exist  to 
stabilize  bone  loss  once  it  is  detected,  but  there  are  no  drugs 
to  generate  new  bone.   Very  simply,  once  one  loses  bone  there  is 
no  opportunity  to  get  it  back.   Second,  urine  tests  exist  today 
to  identify  those  who  may  be  at  risk  of  osteoporosis  before  they 
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have  lost  large  amounts  or  bone.   These  inexpensive  urine  tests 
would  also  monitor  the  effectiveness  of  therapy  undertaken  to 
prevent  further  bone  loss. 

Osteoporosis  is  defined  as  a  decrease  in  the  absolute  amount 
of  bone  mass  which  leads  to  fracture  after  minimal  trauma. 
Metabolically ,  it  is  the  end  result  from  an  imbalance  between 
bone  formation  and  resorption  (or  bone  loss),  with  an  overall  net 
increase  in  bone  resorption  over  time.   Such  a  pattern  of  bone 
loss  is  consistent  with  loss  of  bone  strength  sufficient  to  place 
the  patient  at  risk  of  fracture.   Osteoporotic  fractures 
generally  occur  at  the  vertebrae,  hips  and  wrists,  and  often 
result  in  spinal  deformity,  pain  and  loss  of  height. 

Bone  loss,  which  leads  to  osteoporosis,  is  an  essentially 
symptomless  condition,  a  silent  disease.   The  outwardly  visible 
signs  such  as  fractures,  spinal  deformity,  and  loss  of  height  do 
not  manifest  themselves  until  bone  loss  is  extensive.   Thus,  at 
risk  patients  are  not  identified  until  it  is  essentially  too  late 
to  manage  the  condition.   Today,  less  than  3  percent  of 
postmenopausal  women  are  being  treated  for  the  prevention  of 
osteoporosis . 

Osteoporosis  affects  25  million  Americans,  predominantly 
women.   In  the  United  States,  1.5  million  fractures  are 
attributed  to  osteoporosis  each  year.   Twelve  to  20  percent  of 
osteoporosis  fractures  are  fatal.   As  I  mentioned  above,  current 
science  allows  for  the  prevention,  but  not  the  reversal  of 
osteoporosis.   Approved  drugs  used  today  to  halt  or  prevent  bone 
loss  include  estrogen  and  calcitonin.   Of  these,  estrogen,  or 
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hormone  replacemenl  Lherapy,  is  Lhe  most  common  treatment  in  the 
United  States.   As  with  other  ant iresorpt ive  drugs,  estrogen's 
effectiveness  varies  directly  with  the  level  of  bone  turnover, 
being  most  effective  when  turnover  rates  are  high  and  least 
effective  when  they  are  low.   This  underscores  the  importance  of 
early  detection. 

The  well-documented  progression  of  bone  mass  changes 
associated  with  growth  and  aging  indicate  the  ideal  time  to 
detect  people  at  risk  of  developing  osteoporosis.   We  all  achieve 
our  peak  bone  mass  between  ages  35-45.   For  women,  the  onset  of 
menopause  is  associated  with  the  most  rapid  rate  of  bone  loss. 
Thus,  if  women  were  monitored  for  changes  in  the  rate  of  bone 
turnover  in  the  peri-menopausal  years,  roughly  between  ages  45- 
55,  bone  loss  could  be  detected  early  and  further  loss  prevented 
with  appropriate  therapy. 

Because  no  simple,  inexpensive  osteoporosis  screening 
techniques  are  widely  used,  today  most  cases  of  osteoporosis  are 
diagnosed  after  the  fact  and  when  the  patient  is  in  their  late 
sixties  or  older.   At  this  stage  years  of  bone  loss  have  already 
occurred.   Preventive  efforts  at  this  stage  yield  little  or  no 
results,  since  most  of  the  bone  loss  the  patient  will  experience 
has  already  taken  place. 

Two  technologies  assist  the  physician  in  detecting  bone  loss 
by  providing  very  different  types  of  information  -  bone 
densitometry  and  biochemical  tests  for  bone  loss.   Bone 
densitometry,  an  X-ray  technology,  accurately  measures  the  bone 
density,  or  bone  mineral  content.   These  X-rays  can  usefully 
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establish  a  baseline  level  of  bone  mass  against  which  future 
measurements  may  be  compared. 

Technology  also  exists  today  which  can  detect  bone  loss  and 
also  monitor  the  effectiveness  of  preventive  therapy.   The 
metabolic  processes  of  bone  turnover  result  in  distinct  by- 
products, or  biochemical  markers  found  in  blood  and  urine  and  are 
measured  with  existing  and  currently  available  laboratory 
equipment.   We  expect  that  this  test  will  be  priced  to  the 
patient  at  a  level  comparable  to  other  routine  blood  or  urine 
tests.   The  test  result  can  be  compared  to  a  normal  range  in  the 
same  way  that  a  patient's  temperature  might  be  compared  to  the 
normal  98.6  degrees.   Any  reading  above  the  normal  range  means 
that  bone  loss  is  elevated.   This  information  allows  the 
physician  and  patient  to  assess  the  potential  need  for  preventive 
measures,  any  additional  testing  to  determine  the  basis  for  the 
bone  loss,  or  simply  watchful  waiting. 

These  tests  are  available  throughout  Asia  and  Europe,  but 
are  restricted  to  research  purposes  today  in  the  United  States. 
In  August  of  1993  the  FDA  issued  guidelines  to  drug  manufacturers 
developing  anti-osteoporosis  drugs  urging  them  to  use  biochemical 
markers  of  bone  turnover  in  their  clinical  activities  to  help 
assess  the  efficacy  of  drugs  being  developed.   We  are  hopeful 
that  FDA  clearance  of  our  technology  for  use  with  patients  will 
come  later  this  year,  before  action  on  healthcare  reform  is 
completed . 

For  the  patient,  our  technology  provides  a  direct  and 
immediate  detection  of  bone  loss  which  will  help  identify 
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candidates  at  risk  of  osteoporosis  before  further  bone  loss 
occurs.   For  the  physician,  the  technology  will  make  currently 
available  therapy  more  effective  by  allowing  early  diagnosis  and 
allow  for  effective  monitoring  of  preventive  treatment  and 
compliance  to  treatment  regimens.   This  last  point  is  important 
because  of  the  relatively  high  level  of  non-compliance  when 
patients  are  asked  to  take  drugs  where  there  are  no  visible  or 
physical  symptoms  of  the  disease  progression:  15%  never  fill  the 
prescription  and  39%  discontinue  therapy  within  the  first  year. 

Today's  technologies  for  osteoporosis  management  include 
ant i resorpt ive  drugs  to  prevent  or  halt  further  bone  loss, 
biochemical  tests  of  bone  turnover  to  detect  patients  at  risk  of 
osteoporosis  and  monitor  treatment,  and  X-ray  densitometry  to 
establish  baseline  levels  of  bone  mass  and  document  changes  in 
bone  mass  over  time.   These  techniques  combine  to  offer  an 
effective  means  to  detect  and  prevent  osteoporosis  for  the  entire 
at-risk  population. 

Additional  research  related  to  osteoporosis  is  not  needed 
for  us  to  begin  early  detection  and  treatment  regimens  for  those 
at  risk.   The  National  Osteoporosis  Foundation  estimates  that  the 
direct  and  indirect  costs  of  osteoporosis-related  fractures  in 
this  country  to  be  over  $10  billion  annually.   The  costs  of 
hospitalization,  surgery,  and  potential  rehabilitation  for  a  hip 
fracture  (exclusive  of  physician  fees)  are  estimated  at  $26,000 
per  case. 

With  early  detection,  patients  experiencing  bone  loss  can  be 
identified,  and  preventive  measures  taken  to  substantially  reduce 

the  incidence  or  fracture  and  the  associated  social  and  economic 
costs.   Osteoporosis  screening  is  the  essential  first  step  to 
identify  those  patients  at  risk.   I  urge  the  Subcommittee  to 
include  osteoporosis  screening  as  a  covered  preventive  service  in 
the  standard  benefit  package  under  healthcare  reform. 
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Mr.  Chairman,  my  name  is  Sandra  Raymond  and  I  am  the  founding  Executive  Director  of 
the  National  Osteoporosis  Foundation.  As  you  know,  osteoporosis  is  a  silent,  bone-thinning 
disease  which  affects  25  million  Americans.  Eighty  percent  of  those  affected  by  osteoporosis 
are  women,  which  is  why  osteoporosis  stands  as  one  of  the  three  leading  diseases  of  women. 
One  in  two  women  and  one  in  five  men  will  develop  fractures  due  to  osteoporosis,  typically 
fractures  of  the  hip  and  spine.  It  is  a  little  known  fact  that  a  woman's  risk  of  developing 
a  hip  fracture  is  equal  to  the  combined  risk  of  developing  breast,  uterine,  and  ovarian 
cancer. 

In  the  1990's,  osteoporosis  will  result  in  2.5  million  hip  and  5  million  vertebral  fractures 
causing  pain,  disability,  deformity,  loss  of  independence  and  death.  In  fact,  375,000 
individuals  will  die  due  to  complications  resulting  from  these  fractures.  With  hip  fracture, 
the  most  serious  consequence  of  osteoporosis,  at  least  half  of  those  able  to  walk  before 
sustaining  a  hip  fracture  do  not  walk  independently  afterward.  Their  ability  to  care  for 
themselves  is  compromised  and  their  quality  of  life  is  reduced.  Half  of  all  hip  fracture 
victims  experience  social  deterioration  and  one-third  may  be  totally  dependent  For  many 
women  and  older  men,  hip  fracture  is  often  the  event  that  precipitates  institutionalization. 

Vertebral  fractures  are  also  disabling  since  compression  of  spinal  bones  cause  not  only 
deformity,  but  also  the  realignment  of  the  body  causing  compression  of  the  abdominal 
organs  leading  to  difficulties  in  eating  and  swallowing  and  an  awkward  gait  which  may 
precipitate  a  fall  leading  to  other  fractures  and  pain. 

Without  interventions,  the  problem  of  osteoporosis  will  worsen  as  the  population  ages.  In 
1992,  the  acute  care  costs  of  one  hip  fracture  was  $40,000  and  this  figure  does  not  include 
the  long-term  care  costs  associated  with  this  catastrophe.  The  direct  and  indirect  costs  of 
osteoporosis  in  the  VS.  in  1992  were  $10  billion.  However,  if  we  don't  stop  it  now,  these 
costs  are  expected  to  rise  to  $60  billion  by  the  year  2000  and  $200  billion  by  the  year  2040. 

Recently,  the  University  of  Southern  California's  Gerontology  Center  ranked  osteoporosis, 
along  with  Alzheimer's  disease,  as  potential  federal  "budget  busters."  If  osteoporosis  is  not 
addressed  through  comprehensive  programs  of  medical  research  and  preventive  health 
strategies,  the  costs  of  osteoporosis  will  swamp  any  efforts  to  contain  rising  health  care 
costs. 

Osteoporosis  is  a  model  for  health  care  cost  containment  The  health  care  reform 
movement  can  begin  to  stem  the  tide  of  this  national  tragedy.  While  we  cannot  yet  replace 
bone  once  it  is  lost  osteoporosis  is  an  essentially  preventable  and  treatable  disease.  We 
presently  do  have  the  means  to  greatly  reduce  the  human  and  economic  toll  of  osteoporosis. 

The  basic  benefits  package  of  a  national  health  plan  which  strives  to  prevent  disease  before 
its  onset  must  address  osteoporosis. 


295 


We  now  have  safe,  effective,  reliable,  and  accurate  tests  to  measure  bone  mass.  These  non- 
invasive tests  can  detect  low  bone  mass  and  accurately  predict  the  risk  of  future  fractures. 
These  tests  are  even  more  predictive  of  a  catastrophic  event,  such  as  hip  fracture,  than  the 
blood  pressure  and  cholesterol  tests  used  to  ascertain  the  risk  of  cardiovascular  disease  and 
stroke.   A  protocol  for  reimbursement  is  as  follows: 

Bone  mass  measurement  tests  are  recommended  to  assist  physicians  in 
identifying  those  postmenopausal  women  and  others  at  risk  for  osteoporosis  in 
whom  discovery  of  susceptibility  is  needed  to  decide  upon  treatment,  and  to 
monitor  the  effectiveness  of  that  treatment  A  single  test  is  performed  to  define 
risk  and  a  follow-up  test  is  undertaken  after  an  appropriate  interval,  e.g.,  2  -  5 
years,  or  as  medically  necessary,  to  monitor  the  efficacy  of  treatment. 

A  basic  benefits  package  which  includes  early  detection,  treatment  and  management  of 
patients  with  osteoporosis  and  osteoporotic  fractures  must  include  reimbursement  of  bone 
mass  measurement  tests,  and  coverage  for  emerging  biochemical  tests  to  determine  high-risk 
populations,  physician  visits,  medications,  inpatient  and  outpatient  rehabilitation  services, 
and  long-term  care. 

And,  with  an  expanded  federal  medical  research  effort,  osteoporosis  will  be  brought  under 
control.  The  present  biomedical  research  program  on  osteoporosis  is  woefully  inadequate. 
The  lead  Institute  of  the  National  Institutes  of  Health  iMHi,  the  National  Institute  for 
Arthritis  and  Musculoskeletal  and  Skin  Diseases  (NIAMS),  which  has  the  responsibility  for 
osteoporosis  research,  has  never  achieved  parity  with  the  other  Institutes  of  Health. 
Outstanding  peer-reviewed  research  grants  on  osteoporosis  are  not  being  funded  due  to  the 
extremely  low  payline  of  this  Institute. 

The  NIAMS  payline  for  osteoporosis  grants  is  around  the  12  percent  level  whereas  the 
average  payline  for  NIH  is  25  to  26  percent  With  a  reasonable  biomedical  research  effort, 
experts  in  the  field  agree  that  osteoporosis  can  be  brought  under  control  in  the  next  decade. 
While  the  NIH  Revitalization  Act  of  1993  authorized  $40  million  in  new  funds  for 
osteoporosis  research,  no  new  funds  for  this  purpose  were  appropriated  by  Congress  in  FY 
1994.  Current  federal  spending  on  osteoporosis  research  is  little  more  than  $1  per  person 
affected  by  the  disease. 

In  closing,  a  comprehensive  national  strategy  to  address  osteoporosis,  which  includes  a 
coordinated  program  of  research,  health  policies,  insured  coverage  for  osteoporosis  services 
and  a  program  of  public  education  to  alert  the  American  people  to  the  consequences  of  this 
silent,  devastating  disease  must  be  established  in  FY  1994. 

Thank  you. 
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Testimony  Submitted  by  RESOLVE 

for  Hearings  on  Women's  Health  Care 

Subcommittee  on  Health  and  the  Environment 

Wednesday,  January  26,  1994 


Mr.  Chairman  and  Members  of  the  Subcommittee,  RESOLVE  is  pleased  to 
submit  this  testimony  on  behalf  of  its  25,000  members  and  the  5.3  million  Americans 
who  suffer  from  the  disease  of  infertility.  We  are  very  supportive  of  your  efforts  to 
reform  this  nation's  health  care  system  which  currently  discriminates  against  the 
infertile  by  frequently  denying  them  coverage  for  medically  appropriate  treatment. 
I  will  use  this  opportunity  to  provide  the  Subcommittee  with  some  important 
information  about  infertility  and  to  urge  the  Subcommittee  to  include  comprehensive 
infertility  diagnosis  and  treatment  in  any  benefit  package  enacted  as  part  of  national 
health  care  reform. 

RESOLVE  is  a  national,  nonprofit  organization  established  in  1974  to  provide 
support,  education  and  advocacy  for  infertile  couples.  Today  we  have  56  chapters 
across  the  country.  Our  national  HELP  LINE  receives  hundreds  of  calls  annually 
from  people  needing  information  about  various  treatments  or  clinics  and  those 
seeking  help  with  the  emotional  trauma  of  infertility.  Our  local  chapters  offer 
support  groups  run  by  trained  therapists,  educational  seminars  on  infertility 
developments  and  treatments,  information  on  adoption  and  child  free  living,  and 
advocacy  efforts  at  the  state  and  federal  levels. 

RESOLVE'S  membership  is  very  pleased  that  the  Clinton  Administration  has 
included  most  infertility  treatment  in  the  benefit  package  of  the  Health  Security  Act 
(HR  3600).  I  have  attached  a  letter  from  Dr.  Judith  Feder,  Principal  Deputy 
Assistant  Secretary  for  Planning  and  Evaluation  at  the  Department  of  Health  and 
Human  Services,  which  specifies  that  "...appropriate  infertility  diagnosis  and 
treatment  will  be  covered  under  the  Health  Security  Act  although  they  are  not 
explicitly  identified  in  the  legislative  language."   We  are  dismayed,  however,  that  Dr. 
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Feder  goes  on  to  state,  "The  only  infertility  service  excluded  from  plan  coverage  is  in 
vitro  fertilization."  RESOLVE  strongly  believes  that  totally  excluding  in  vitro 
fertilization  (IVF)  from  coverage  is  medically  and  fiscally  irresponsible  since  it  is  the 
most  medically  appropriate  and  cost  effective  treatment  for  some  forms  of  infertility. 
I  will  return  to  the  subject  of  in  vitro  fertilization  later  in  this  testimony. 

First  I  would  like  to  give  you  some  important  facts  about  infertility,  a  disease 
of  the  reproductive  system  that  is  greatly  misunderstood  by  the  general  public 
because,  unless  faced  with  this  condition,  most  people  have  given  it  little  thought. 
Media  stories  have  helped  to  create  misperceptions  by  attempting  to  sensationalize 
a  real  and  tragic  problem.  Numerous  stories  printed  or  aired  recently  have  been 
poorly  researched  and  contained  erroneous  information.  Following  is  factual 
information  that  I  hope  will  enhance  your  understanding  of  infertility  which  is  a 
serious  medical  condition  that  exacts  an  enormous  toll  on  those  who  suffer  from  it, 
their  families  and  friends,  and  society  as  a  whole. 

Dafiniiigll  and  Scope  of  Infertility 

•  Infertility  is  a  disease  or  malfunction  of  the  male  or  female  reproductive 
system.  A  specific  medical  problem  can  be  identified  in  eighty  percent  of  all  cases 
of  infertility.  The  other  twenty  percent  includes  cases  in  which  a  combination  of 
problems  are  present  or  the  cause  of  the  infertility  cannot  be  isolated.  The 
reproductive  system  is  one  of  the  major  systems  in  the  human  body.  Diagnosis  and 
treatment  of  reproductive  problems  should  be  covered  by  health  care  insurance  just 
as  problems  with  the  digestive  system,  respiratory  system  or  muscular  system  are 
covered.  Infertility  is  not  a  life  style  choice;  medical  treatment  for  this  disease  is  not 
elective.  >. 

•  Infertility  affects  5.3  million  Americans,  or  approximately  10  percent  of  the 
reproductive  age  population.  This  means  that  one  out  of  every  six  couples  in  this 
country  will  face  an  infertility  problem  of  one  kind  or  another. 
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•  Men  and  women  suffer  equally  from  infertility.  Male  factor  infertility 
accounts  for  fifty  percent  of  identifiable  problems  (low  sperm  count,  poor  sperm 
motility,  hormonal  imbalances,  deformities  in  the  reproductive  organs,  and  other 
abnormal  functioning).  Female  factor  also  accounts  for  fifty  percent  of  identifiable 
difficulties  (ovulation  problems,  fallopian  tube  damage  or  disease,  hormonal 
imbalances,  ovarian  tumors  or  cysts  and  other  abnormalities).  These  conditions  can 
be  diagnosed  and  medically  appropriate  treatments,  ranging  from  simple  drug 
therapy  to  corrective  surgery  or  in  vitro  fertilization,  can  be  used  with  successful 
outcomes,  that  is,  pregnancy,  possible  about  half  the  time.  According  to  a  federally 
funded  study  published  in  July  1993*,  more  than  98  percent  of  people  with  infertility 
can  be  treated  by  conventional  drug  and  medical/surgical  procedures;  only  1.2  percent 
use  IVF. 

•  Infertility  affects  a  very  broad  range  of  people.  It  knows  no  boundaries  of 
race  or  socioeconomic  status.  For  example,  the  children  of  mothers  who  took  DES 
(diethylstilbestrol)  have  an  increased  incidence  of  infertility.  Adult  males  who 
contract  mumps  may  become  sterile.  Some  asthma  sufferers  take  a  drug  that  can 
cause  infertility.  Environmental  pollutants  can  adversely  affect  reproduction.  No 
group  or  individual  is  immune  from  the  possibility  of  not  being  able  to  create  a 
biological  family  on  their  own. 

Rationale  for  Including  In  Vitro  Fertilization 

IVF  is  a  proven,  nonexperimental,  medically  appropriate  and  necessary 
treatment  for  some  forms  of  the  disease  of  infertility.  The  procedure  has  been  used 
for  fifteen  years,  has  produced  over  23,000  babies  in  the  United  States  alone  and  is 
considered  a  standard  part  of  the  continuum  of  infertility  treatments.  Covering 
infertility  treatment  but  excluding  IVF  —  the  only  specific  medical  protocol  on  the 

*  Use  of  Fertility  Services  in  the  United  States.  Lynne  S.  Wilcox,  MD,  MPH,  and 
William  D.  Mosher,  PhD.,  Obstetrics  and  Gynecology,  Vol.  82,  No.  1,  July  1993. 
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exclusion  list  —  is  like  covering  heart  disease  through  a  triple  bypass,  but  excluding 
coverage  if  a  quadruple  bypass  is  needed.  Excluding  IVF  is  unfair  and  will  result  in 
the  two  tier  system  of  health  care  that  President  Clinton  is  trying  to  avoid  by  making 
it  available  only  to  those  who  can  afford  to  pay  for  it  privately.  It  is  also  not  justified 
by  the  facts  and  experience  of  IVF  treatment  over  the  past  decade: 

•  Fewer  than  two  percent  of  people  suffering  from  infertility  use  IVF;  more 
than  98  percent  are  treated  with  more  conventional  therapies.  For  this  group  of 
patients,  however,  IVF  is  medically  appropriate  and  necessary.  In  some  cases  it  is  the 
only  treatment  available.  IVF  is  most  commonly  used  to  treat  women  with  blocked, 
damaged  or  absent  fallopian  tubes.  For  these  women  IVF  is  the  simplest,  most 
successful  and  most  cost-effective  treatment.  It  allows  the  physician  to  remove  the 
eggs  from  the  ovary,  inseminate  them  in  a  petri  dish  (the  term  "test  tube"  baby  is 
incorrect),  and  place  any  resultant  embryos  directly  into  the  woman's  uterus  thus 
bypassing  the  absent  or  destroyed  tubes.  Sometimes  women  with  this  problem  choose 
to  undergo  one  or  several  tubal  surgeries  which  is  more  expensive,  riskier  to  the 
patient  and  less  successful  in  terms  of  pregnancy  outcome.  It  is  often  the  only  choice, 
however,  because  most  insurance  will  pay  for  tubal  surgery  but  not  for  IVF.  IVF  is 
the  cost-effective  and  more  medically  appropriate  alternative. 

•  IVF  has  a  good  success  rate.  The  rate  of  success  for  IVF  is  15-20  percent 
per  cycle.  For  women  whose  primary  diagnosis  is  fallopian  tube  problems,  the 
success  rate  is  even  higher.  When  compared  to  the  20-30  percent  chance  that  a 
reproductively  healthy  couple  has  of  achieving  a  pregnancy  in  any  given  cycle,  the 
IVF  pregnancy  rate  is  quite  good. 

•  TVF  is  self -limiting.  IVF  is  self- limiting  because  of  the  rigorous  emotional 
and  physical  nature  of  the  treatment.  Each  woman,  with  her  husband  and  physician, 
must  decide  what  her  most  appropriate  course  of  treatment  is,  but  covering  IVF  will 
not  result  in  uncontrolled  expenditures. 

•  Excluding  IVF  will  result  in  a  loss  of  benefits  currently  available  in  states 
that  now  mandate  infertility  coverage.   Ten  states  now  have  mandates  that  require 
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insurance  companies  to  cover  or  offer  coverage  of  infertility  treatment.  In  addition, 
some  employers  voluntarily  offer  infertility  coverage  to  their  employees.  If  the 
national  benefit  plan  specifically  excludes  IVF,  some  residents  of  these  states  will  lose 
benefits  that  they  already  have.  President  Clinton  has  stated  many  times  that  no 
one  should  be  worse  off  under  his  plan  than  before  it.  That  would  surely  not  be  the 
case  if  IVF  remains  on  the  exclusion  list. 

•  Legislating  the  exclusion  of IVF \  a  specific  medical  protocol,  is  neither  good 
medicine  nor  good  public  policy.  A  piece  of  legislation  that  will  be  law  for  several 
decades,  if  enacted,  is  not  the  place  to  determine  which  specific  protocols  doctors  may 
use.  In  vitro  fertilization  i6  one  of  many  treatments  for  infertility  and  is  appropriate 
and  necessary  for  certain  cases.  No  medically  appropriate  treatment  for  the 
disease  of  infertility  should  be  excluded  from  the  benefit  package. 

In  recent  months  the  media  have  reported  extensively  on  a  number  of  new 
ideas  in  the  field  of  reproductive  endocrinology.  We  have  read  about  attempts  to 
"clone"  embryos  (not  really  what  the  experiment  was  about),  about  women  having 
babies  beyond  their  reproductive  years,  about  the  potential  of  using  fetal  eggs  as 
donors.  All  of  these  procedures  or  potential  procedures  would  require  the  use  of  IVF 
technology.  RESOLVE'S  position  on  these  developing  technologies  is  that  insurance 
need  not  cover  any  experimental  procedure.  But  these  extreme  instances  of  IVF 
usage  should  not  be  allowed  to  deprive  hundreds  of  couples  in  their  childbearing 
years  who  might  achieve  the  goal  of  biological  parenthood  through  IVF  from  having 
access  to  it. 

The  Cost  of  Infertility  Treatment 

The  cost  of  infertility  treatment  varies  greatly  from  patient  to  patient 
depending  on  the  diagnosis  and  the  treatment  required.  For  those  needing  only  a 
mild  hormone  drug  the  cost  will  be  minimal,  while  those  needing  tubal  surgery  will 
have  a  significantly  higher  bill.  Couples  who  remain  in  treatment  for  many  months 
or  who  pursue  treatments  like  IVF  can  expend  tens  of  thousands  of  dollars  on  the 
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quest  for  a  biological  family. 

The  critical  point  as  you  deliberate  about  health  care  reform,  however,  is  what 
is  the  cost  to  the  U.S.  health  care  budget.  Perhaps  the  best  laboratory  we  have  to 
study  what  potential  costs  will  be  is  to  look  at  the  experience  in  the  state  of 
Massachusetts.  Since  1986  Massachusetts  has  mandated  that  all  insurers  cover 
comprehensive  infertility  diagnosis  and  treatment  including  unlimited  cycles  of  IVF. 
In  a  letter  to  RESOLVE  dated  June  4,  1993  Nancy  C.  Turnbull,  then  First  Deputy 
Commissioner  for  the  Division  of  Insurance  of  the  Commonwealth  of  Massachusetts, 
stated  that  all  infertility  coverage  accounted  for  "four-tenths  of  one  percent  of  the 
total  monthly  family  premium."  Factoring  out  the  cost  of  IVF  based  on  fewer  than 
two  percent  of  patients  means  that  the  cost  attributable  to  IVF  would  be  in  the 
hundredths  of  a  single  percentage  point. 

In  short,  there  is  no  justification  based  on  experience  to  exclude  IVF  because 
of  cost.  In  fact,  it  is  fiscally  unsound  since  some  patients  are  undergoing  more 
expensive,  less  effective  procedures  because  they  cannot  afford  to  pay  privately  for 
IVF.  There  would  be  a  definite  savings  from  less  tubal  surgery  is  IVF  were  covered 
by  insurance. 

Summary 

Our  society  places  great  value  on  families  and  there  may  be  no  greater  instinct 
in  the  human  species  than  to  create  wanted  children.  When  a  diagnosis  of  infertility 
is  made  it  is  a  shock  to  a  couple  and  shakes  one  of  the  most  basic  assumptions  we  all 
grew  up  with:  that  one  day  we  would  become  parents.  An  enormous  emotional  toll 
is  exacted  by  infertility  as  the  rollercoaster  ride  of  hope  and  disappointment  goes  on 
for  months  and  even  years.  In  addition  to  the  often  arduous  rigors  of  the  physical 
treatment  and  the  emotional  upheaval,  infertile  Americans  should  not  also  have  to 
struggle  with  the  financial  burden  of  treatments  that  are  arbitrarily  omitted  from 
insurance  coverage  for  no  reason  based  in  fact  or  experience. 
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We  have  been  told  that  infertility  is  not  life  threatening.  But  nor  are  most  of 
the  reasons  people  seek  medical  care.  What  people  are  concerned  about  is  the  quality 
of  life  and  the  relief  of  pain.  The  quality  of  life  for  an  infertile  couple  can  be  just  as 
severely  impaired  as  that  of  someone  suffering  from  back  pain  or  requiring 
arthroscopic  surgery  or  any  one  of  thousands  of  non-life  threatening  conditions 
covered  under  the  national  benefit  package.  The  pain  of  infertility  is  real  and 
consuming.  There  is  nothing  elective  about  infertility.  It  is  insulting  to  infertile 
people  to  see  in  vitro  fertilization  listed  with  cosmetic  surgery  and  private  room 
accommodations  on  the  exclusion  list. 

RESOLVE  supports  health  care  reform.  We  believe  that  all  Americans  should 
have  access  to  the  medical  care  they  need.  The  Administration's  bill  is  a  step  forward 
where  infertility  coverage  is  concerned,  but  the  exclusion  of  IVF  mars  our 
enthusiasm.  Medical  technology  can  now  offer  people  who  suffer  from  infertility  a 
chance  to  have  a  family.  It  is  unreasonable  and  unnecessary  to  restrict  access  to  IVF 
treatment  for  those  who  can  benefit  from  it.  Any  national  benefit  package  should 
include  all  non-experimental  infertility  services  including  IVF.  It  will  not 
add  significantly  to  the  cost  of  the  package,  but  will  add  immeasurably  to  the  lives 
of  those  wishing  for  a  child. 

I  thank  the  Subcommittee  for  its  interest  and  hope  that  we  can  count  on  you 
to  include  comprehensive  infertility  treatment,  including  IVF,  in  whatever  health  care 
plan  is  passed  by  the  Subcommittee  and  enacted  into  law. 
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DEPARTMENT  OF  HEALTH  &  HUMAN  SERVICES 


Office  of  the  Secretary 


Washington.  DC.    20201 


NOV   16  (993 


,• 


y. 


Ms.  Diane  D.  Aronson 

Executive  Director 

RESOLVE 

1310  Broadway 

Somerville,  Massachusetts  02144-1731 

Dear  Ms.  Aronson: 

Thank  you  for  writing  regarding  RESOLVE ' s  concern  over  coverage 
of  infertility  services  in  the  comprehensive  benefits  package  of 
the  Health  Security  Act. 

I  understand  from  your  letter  that  you  are  concerned  that  the 
wording  of  one  category  of  covered  services  in  the  comprehensive 
benefits  package,  "Family  Planning  and  Services  for  Pregnant 
Women,"  may  result  in  the  exclusion  of  infertility  services. 

Please  be  assured  that  appropriate  infertility  diagnosis  and 
treatment  will  be  covered  under  the  Health  Security  Act  although 
they  are  not  explicitly  identified  in  the  legislative  language. 
The  comprehensive  benefit  package  under  the  Health  Security  Act 
has  broad  definitions  that  will  assure  coverage  for  services  not 
itemized  in  the  Act,  such  as  infertility  services.   The  plan 
covers  all  services  that  a  clinician  has  determined  to  be 
medically  necessary  or  appropriate  unless  specifically  excluded. 
The  only  infertility  service  excluded  from  plan  coverage  is  in 
vitro   fertilization. 

The  Health  Security  Act  lists  "Family  planning  services  and 
services  for  pregnant  women"  as  a  distinct  category  of  services 
in  the  comprehensive  benefit  package  to  emphasize  the  importance 
of  family  planning  and  perinatal  care  within  the  plan.   This 
benefit  distinction  does  not  signify  the  prohibition  of  other 
services  that  do  not  fail  within  the  category. 

Thank  you  for  expressing  your  concerns  and  for  your  interest  in 
the  Health  Security  Act.   We  appreciate  your  support  of  President 
Clinton's  health  reform  plan. 

Sincerely, 


^M&.  FcJu^ 


Judith  Feder 

Principal  Deputy  Assistant  Secretary 

for  Planning  and  Evaluation 
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Testimony 
The  Susan  G.  Komen  Breast  Cancer  Foundation 

January  26,  1994 

Mr.  Chairman  and  distinguished  members  of  the  Subcommittee  the  Susan  G.  Komen 
Breast  Cancer  Foundation  appreciates  this  opportunity  to  present  testimony  as  you  consider  the 
many  challenges  of  national  health  care  reform.  As  the  Subcommittee  reviews  the  women's 
health  issues  and  health  care  reform  legislation,  we  urge  you  to  ensure  that  routine 
mammography  screening  is  included  according  to  the  guidelines  currently  recommended  by  the 
National  Cancer  Institute.  The  Komen  Foundation  is  pleased  to  share  its  priorities  for  health  care 
reform  and  to  educate  the  Subcommittee  about  our  efforts  to  promote  breast  cancer  awareness 
and  find  a  cure  for  this  devastating  disease. 

Komen  and  Its  Mission 

The  mission  of  the  Susan  G.  Komen  Breast  Cancer  Foundation  is  to  eradicate  breast 
cancer  as  a  life  threatening  disease  by  advancing  research,  education,  screening  and  treatment. 
Nancy  Brinker  founded  the  Foundation  in  1 982  in  memory  of  her  sister,  Susan  G.  Komen,  who 
died  of  breast  cancer  at  age  36.  Since  then,  the  Komen  Foundation  has  grown  into  a  thriving, 
vertically-integrated,  volunteer-driven  organization  that  works  actively  at  the  national,  state  and 
local  levels  to  eradicate  breast  cancer  as  a  life-threatening  disease.  The  Komen  Foundation  is  a 
national  network  of  volunteers  working  through  local  chapters  and  RACE  FOR  THE  CURE 
events,  next  year  in  at  least  46  cities,  representing  29  states  and  the  District  of  Columbia.  With 
over  $19  million  raised  since  its  inception,  the  Komen  Foundation  is  one  of  the  largest  private 
foundations  funding  breast  cancer  research,  education,  screening  and  treatment  efforts.  At  the 
conclusion  of  this  statement  is  a  summary  of  highlights  of  the  Komen  Foundation's  efforts  at  the 
national,  state  and  local  levels. 

Health  Care  Reform  Priorities 

♦    Access  to  Care 

Komen  commends  the  Clinton  Administration's  leadership  in  tackling  the  myriad 
complex  and  challenging  issues  presented  by  health  care  system  reform.  In  particular,  we 
support  guaranteed  access  to  health  care  for  every  American  and  inclusion  of  a  comprehensive 
minimum  benefit  package.  In  the  future,  women  facing  breast  cancer  will  be  able  to  take 
comfort  in  knowing  they  will  enjoy  access  to  needed  hospital,  outpatient,  laboratory  and 
diagnostic  services,  prescription  drugs  and  biologicals,  and  the  services  of  physicians  and  other 
health  professionals,  as  well  as  new  supports  for  home  health  care. 
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♦    Coverage  of  Routine  Mammography  Screening 

Mammography  screening,  in  combination  with  a  clinical  breast  examination,  is  currently 
the  most  reliable  tool  for  detection  of  breast  cancer  in  its  earliest  and  most  treatable  stages. 
Therefore,  screening  and  clinical  breast  exams  must  be  accessible  and  available  to  all  individuals 
according  to  current  National  Cancer  Institute  recommended  guidelines. 

While  the  Komen  Foundation  endorses  the  strong  preventive  services  component  in  the 
President's  plan,  we  are  very  concerned  that  the  present  proposal  precludes  access  to  routine 
mammograms  until  a  woman  reaches  age  50.  I  think  it  is  imperative  that  health  care  reform 
includes  mammography  coverage  for  women  40  to  49  years  of  age  until  further  studies  examine 
the  efficacy  of  screening  this  age  group.  No  definitive  study  is  currently  available,  although  we 
understand  that  Britain  has  a  significant  study  underway. 

If  women  under  50  have  access  to  routine  mammograms  only  in  situations  indicating 
need  for  diagnostic  mammograms  because  of  known  risk  factors  or  symptoms,  the  "reform"  is 
potentially  an  enormous  step  backwards  for  the  health  status  of  American  women  in  the  40-49 
age  category.  Adequate  screening  must  be  available  to  women  early  enough  to  detect  cancer 
when  it  is  treatable.  The  new  draft  federal  policies  on  mammography  (released  October  1,  1993) 
present  an  unconvincing  rationale  and  insufficient  justification  to  change  the  current  NCI 
screening  guidelines.  Komen's  view  is  that  health  care  decisions  should  be  based  strictly  on 
clinical  data  without  undue  consideration  to  health  economics. 

Changing  the  NCI  screening  guidelines  now  will  result  in  greater  confusion  about  the 
appropriate  frequency  for  mammography  screening.  This  makes  no  sense  in  the  midst  of  a 
growing  breast  cancer  epidemic.  Private  and  public  sector  efforts  alike  over  the  past  decade  have 
targeted  screening  and  early  detection  efforts  particularly  at  women  age  40  and  older.  Sacrificing 
the  small  strides  forward  ~  in  the  absence  of  solid  scientific  evidence  ~  is  shortsighted,  at  best! 

Komen's  recent  experience  exemplifies  the  need  for  consistent,  scientifically  sound 
federal  mammography  guidelines.  The  Komen  Foundation  has  received  reports  from  around  the 
country  that  women  are  canceling  appointments  for  mammograms  because  they  no  longer  feel 
annual  mammograms  are  necessary  in  light  of  news  of  the  changing  guidelines.  The  federal 
government  must  not  continue  to  send  conflicting  signals  to  women  about  the  need  for 
mammography  screening. 

We  know  that  early  detection  saves  lives  and  money.  With  education,  early  detection  and 
follow-up,  30  percent  of  breast  cancer  deaths  could  be  prevented  and  substantial  treatment  costs 
saved.  According  to  the  Centers  for  Disease  Control  and  Prevention,  breast  cancer  found  in  its 
earliest  stages  can  be  treated  for  $14,000  versus  $84,000  or  more  for  advanced  cases. 

The  Komen  Foundation  recommends  that  before  federal  policies  on  mammography  are 
revised,  adequate  studies  must  be  undertaken  and  completed.  Until  adequate  scientific  evidence 
is  obtained,  the  current  NCI  and  American  Cancer  Society  (ACS)  recommendation  that  women 
from  40-49  should  receive  mammograms  every  one  to  two  years,  should  be  retained.  Any  health 
plan  passed  by  Congress  should  include  this  coverage  in  the  standard  schedule  for  clinical 
prevention  services. 
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•  Coverage  of  Experimental  Drugs  and  Treatments 

The  Komen  Foundation  supports  the  inclusion  of  coverage  for  patient  costs  associated 
with  clinical  trials  in  the  comprehensive  benefits  package  proposed  by  President  Clinton.  In 
addition,  when  such  treatments  are  appropriately  prescribed  by  a  physician,  coverage  must 
extend  to  all  costs  associated  with  FDA  approved  anti-cancer  drugs,  biologicals,  and  new 
investigational  therapies,  for  their  approved  indications,  for  indications  listed  in  the  compendia, 
and  for  indications  approved  by  peer  review  literature. 

•  Research 

The  federal  government  must  continue  to  strengthen  its  investment  in  breast  cancer 
research.  We  strongly  support  high  priority  research  on  the  development  of  better  indicators  of 
early  signs  of  the  disease,  including  blood,  urine  and  other  tests  to  detect  early  genetic  markers  of 
breast  cancer. 

Both  basic  and  clinical  cancer  research  must  receive  funding  from  consistent  and 
reliable  sources  at  appropriate  levels.  The  Komen  Foundation  believes  that  highest  priority  must 
be  placed  on  funding  for  research  into  the  causes  and  methods  of  prevention,  early  detection, 
and  treatment  of  breast  cancer.  In  addition,  programs  must  be  fostered  to  provide  incentives, 
mentoring  and  encouragement  to  young  scientists  to  work  in  the  area  of  breast  cancer  research  to 
cultivate  and  support  innovative  research  ideas. 

•  Insurance  Reforms 

We  applaud  President  Clinton  for  including  fundamental  insurance  market  reforms  in  the 
Administration's  health  care  reform  legislation.  We  support  reforms  which  ensure  that  all 
individuals  have  the  opportunity  to  purchase  affordable  comprehensive  health  insurance,  which 
includes  coverage  for  screening,  diagnosis,  treatment  and  follow-up  for  breast  cancer.  In 
particular  we  hope  that  any  health  reform  package  which  is  enacted  by  Congress  eliminates 
preexisting  condition  exclusions  and  guarantees  enrollment,  renewability  and  portability  of 
health  care  coverage. 

Conclusion 

The  Komen  Foundation  fully  recognizes  the  difficult  decisions  that  the  Congress  faces  in 
trying  to  reform  our  health  care  system  and  make  it  function  within  the  severe  budget  constraints 
that  exist.  Such  constraints  make  critical  the  need  to  invest  wisely  the  scarce  dollars  we  do  have. 

From  our  vantage  point,  we  have  seen  tremendous  benefits  resulting  from  effective, 
widespread  education  and  early  detection  efforts.  Remember,  money  invested  near-term  to 
promote  breast  health  practices,  such  as  breast  self-examination,  and  screening  mammography, 
will  save  money  and  lives  long-term.  Last  year  witnessed  the  loss  of  46,000  women's  lives  to 
breast  cancer  alone.  The  financial  impact  of  their  treatment,  lost  wages,  loss  to  their  families  of 
care  givers,  and  loss  to  our  economy  of  trained,  productive  and  valuable  citizens  cannot  be  easily 
dismissed. 

When  we  budget,  we  always  seem  to  have  the  funds  for  the  items  we  put  first.  Surely  the 
opportunity  to  save  significant  numbers  of  lives,  reduce  the  ultimate  cost  in  dollars  as  well  as 
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pain  and  suffering,  and  build  the  infrastructure  for  health  care  for  the  future  must  be  at,  or  near, 
the  top  of  our  list. 

Thank  you  for  your  time  and  attention,  and  for  considering  the  lives  of  millions  of 
women  and  their  loved  ones.  We  invite  you  to  join  us  --  early  and  always  --  in  the  RACE  FOR 
THE  CURE  for  breast  cancer. 


The  Susan  G.  Komen  Foundation 

In  addition  to  supporting  a  balanced  program  of  breast  cancer  research  and  promoting  the 
importance  of  screening  for  detection  of  the  disease,  the  Komen  Foundation  concentrates  on  programs  to 
promote  awareness  and  education  of  breast  self-examination,  detection  and  treatment  options.  Central  to 
our  program  is  a  commitment  to  meet  the  needs  of  the  underserved,  minorities,  and  those  least  able  to 
access  health  care.  Through  a  variety  of  community-based  efforts,  the  Komen  Foundation  works  to 
eliminate  financial,  institutional,  and  cultural  barriers  to  screening  and  treatment  services.  The 
Foundation's  particular  strength  is  its  ability  to  create  coalitions  of  health  care  facilities  and  providers, 
private/public  partnerships,  and  volunteer-  staffed  model  programs  to  provide  education  and  awareness 
activities  that  improve  access  to  care  for  breast  health  for  all  women.  The  most  prominent  of  Komen's 
education  and  awareness  activities  include: 

♦  RACE  FOR  THE  CURE® 

Key  to  the  Komen  Foundation's  phenomenal  growth  in  recent  years  is  its  highly  successful 
RACE  FOR  THE  CURE®  series  of  5K/1  mile  race  walks  throughout  the  United  States.  Since  the  first 
RACE  in  Dallas  in  1983,  the  series  ballooned  to  RACES  in  35  cities  across  the  country  with  125,000 
participants  in  1993,  and  we  expect  to  run  at  least  46  RACES  in  1994. 

From  each  RACE,  25%  of  the  proceeds  fund  national  research  grants,  and  75%  of  the  money 
remains  in  the  RACE  city  for  various  local  projects.  Generally  the  projects  involve  screening, 
establishment  of  breast  health  centers,  bilingual  outreach,  hospital  programs  such  as  "patient  navigators" 
to  help  underserved  women  through  the  diagnosis  and  treatment  process,  and  other  efforts  to  bridge  the 
gap  between  detection  and  treatment  of  breast  cancer. 

♦  National  Helpline 

The  Komen  Foundation's  national  helpline  (1-800-I'M  AWARE)  uses  trained  volunteers  to  assist 
callers  with  breast  health  and  breast  cancer  concerns  by  providing  information  on  health  and  disease 
issues,  local  and  regional  resources,  and  available  and  affordable  services. 

♦  Leadership  Summits  on  Breast  Cancer 

Since  1989  the  Komen  Foundation  and  the  National  Cancer  Institute  (NCI)  have  co-sponsored 
Leadership  Summits  on  Breast  Cancer  nationwide.  These  Summits  promote  public/private  partnership 
and  encourage  community-based  and  regional  programs  for  awareness,  screening,  and  treatment  of 
breast  cancer. 

♦  Biennial  Symposium  on  Minorities  and  Cancer 

Earlier  this  year,  the  Komen  Foundation  co-sponsored  The  Fourth  Biennial  Symposium  on 
Minorities,  the  Medically  Underserved  and  Cancer,  held  in  April  in  Houston,  Texas.  The  Symposium 
focused  on  health  care  access,  including  lack  of  insurance,  language  barriers,  location  of  health  facilities 
and  issues  of  employability  when  diagnosed  with  a  catastrophic  illness. 

♦  National  Government  Relations  Program 

Among  our  efforts  at  the  national  level,  the  Komen  Foundation  works  cooperatively  with  other 
cancer  groups  to  secure  substantial  increases  in  federal  funds  for  breast  cancer  research  and  screening. 
We  also  have  played  major  roles  in  the  enactment  of  the  Mammography  Quality  Standards  Act  of  1992 
and  in  the  funding  of  its  implementation  for  1993  and  beyond. 
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BEFORE  THE  COMMITTEE  ON  ENERGY  AND  COMMERCE, 

SUBCOMMITTEE  ON  HEALTH  AND  THE  ENVIRONMENT 

"The  President's  Health  Plan  and  Women's  Health" 

January  26,  1994 

The  Women's  Legal  Defense  Fund  has  worked  for  two  decades  to 
secure  reproductive  freedom,  fight  job  discrimination,  help 
Americans  balance  work  and  family  responsibilities,  give  women 
access  to  quality  health  care,  improve  women's  economic  status, 
and  reform  the  nation's  child  support  system. 

First,  we  want  to  thank  Congressman  Waxman  for  holding  this 
hearing  on  women's  health.   Women's  health  care  is  at  a  critical 
and  defining  moment.   We  must  not  underestimate  the  far-reaching 
ramifications  of  policy  decisions  that  will  be  made  over  the  next 
several  months.   The  President  and  this  Congress  are  poised  to 
dramatically  reshape  our  nation's  health  care  system.   The 
outcome  of  this  process  will  determine  for  decades  to  come  what 
health  care  services  women  have  (and  do  not  have)  access  to. 

For  the  first  time,  all  women  (and  men)  will  be  guaranteed 
access  to  a  nationally  set  package  of  health  care  services, 
including  essential  preventive  services.   Decisions  about  what  is 
in  that  package  must  be  based  on  what  is  needed  to  protect  our 
health  and  well-being.   We  must  not  let  limited  resources  work  to 
deny  women  their  most  basic  health  care  needs.   All  women, 
particularly  low  income  women  and  others  who  historically  have 
had  difficulty  obtaining  needed  health  care  services,  will  be 
looking  to  this  Congress  and  to  the  President  to  do  the  right 
thing. 

We  emphasize  this  point  because  there  is  a  long  history  of 
women's  health  issues  being  given  short  shrift  in  this  country. 
There  has  been  a  paucity  of  research  into  women's  health  needs 
and  a  disgraceful  lack  of  progress  in  understanding,  preventing 
and  treating  diseases  that  primarily  affect  women.   The 
historical  failure  to  include  women  in  clinical  research  trials 
and  to  conduct  research  on  conditions  primarily  affecting  women 
has  left  major  gaps  in  our  knowledge  about  women's  health  needs. 
In  the  past  few  years,  attention  has  finally  begun  to  focus  on 
the  appalling  lack  of  research  into  women's  health  needs,  even 
capturing  the  attention  of  the  media.   But,  nevertheless,  we  have 
a  long  way  to  go. 

We  raise  this  point  also  because  women's  health  care 
services,  and  most  especially  their  reproductive  health  care 
services,  traditionally  have  been  fragmented,  isolated  and 
marginalized  in  ways  that  negate  the  integral  connection  between 


309 


women's  reproductive  health  and  their  general  health  and  well- 
being. 

And  finally,  we  make  this  point  because  decisions  about 
women's  health,  especially  reproductive  health,  are  all  too  often 
determined  by  politics  and  what  are  perceived  to  be  the 
prevailing  winds  of  public  opinion,  rather  than  sound  medical 
judgment  and  desired  health  outcomes. 

For  women  to  participate  in  this  society  on  an  equal  footing 
with  men,  their  health  needs  must  be  met.   This  means  that  this 
country  must  make  a  commitment  to  know  more  about  women's  health 
care  needs  and  to  ensure  that  women  benefit  from  advances  in 
scientific  research  and  technology,  including  the  most  effective 
ways  to  detect  and  treat  conditions  that  affect  women.   We  must 
commit  to  ensuring  that  women  have  access  to  the  highest  standard 
of  services.   We  must  meet  the  health  care  needs  of  all  women, 
especially  those  who  historically  have  been  shut  out  of  the 
system. 

For  health  care  reform  to  be  effective  and  complete,  it  must 
embrace  the  following  key  principles: 

1)  It  must  provide  universal  coverage.   We  cannot  provide 
care  for  only  some  of  the  people,  some  of  the  time.   We  must 
ensure  that  all  have  access  to  care,  regardless  of  whether  or 
where  they  work,  with  whom  they  live  or  how  sick  they  are  or  may 
become . 

2)  It  must  ensure  access  to  comprehensive  benefits.  We 
cannot  include  some  of  the  health  services  that  women  need  and 
exclude  other  essential  services. 

3)  It  must  emphasize  preventive  services,  services  that  can 
dramatically  improve  health,  end  unnecessary  suffering  and  save 
money  down  the  line. 

4)  Health  care  must  be  affordable,  especially  for  those  who 
currently  fail  to  get  needed  care  because  it  costs  too  much. 
This  will  mean  lifting  all  financial  barriers  that  impede  access 
to  care,  in  part  through  creating  an  adequate  and  fair  network  of 
subsidies  for  low  income  people. 

5)  It  must  ensure  that  people  receive  quality  care,  not 
just  for  those  with  means,  but  for  all. 

6 )  It  must  provide  the  security  of  knowing  that  affordable 
health  care  will  always  be  there  when  you  need  it,  regardless  of 
whether  or  where  you  work,  whether  you  change  jobs  or  lose  your 
job,  with  whom  you  live  or  how  sick  you  are  or  may  become. 
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7)   It  must  ensure  that  people  have  choices  in  deciding  who 
provides  their  care. 

The  Health  Security  Act  (H.R.  3600/S.  1757)  goes  a  long  way 
toward  meeting  these  critical  objectives  for  reform.   Passage  of 
this  legislation  would  be  a  tremendous  step  forward  for  women  and 
their  families. 

Judged  against  the  principles  outlined  above,  the 
Administration's  proposal  generally  fares  well: 

1)  HSA's  promise  of  universal  coverage  is  undoubtedly  the 
most  critical  aspect  of  this  legislation. 

2)  HSA's  promise  that  all  women  (and  men)  will  receive  the 
services  spelled  out  in  the  comprehensive  benefits  package  is 
another  critically  important  aspect  of  this  legislation. 

3)  HSA's  focus  on  preventive  health  care  is  long  overdue 
and  will  undoubtedly  help  to  improve  health  status,  eliminate 
human  suffering  and  reduce  costs. 

4)  HSA  provides  coverage  regardless  of  health  status  or 
pre-existing  condition. 

5)  HSA  integrates  Medicaid  within  the  major  delivery  system 
and  provides  subsidies  for  low  income  people,  and  thus  goes  a 
long  way  toward  getting  rid  of  our  current  two-tiered  system  — 
on  the  path  to  ensuring  that  all,  regardless  of  income,  will 
receive  comprehensive  health  care  services. 

6)  HSA  aspires  to  ensure  quality  care,  though  questions 
remain  about  how  well  this  goal  has  been  accomplished. 

7)  HSA  provides  a  measure  of  health  security  —  a  guarantee 
that  health  care  will  be  there  when  you  need  it. 

8)  HSA  provides  enrollees  with  choice  among  plans  and 
providers. 

Despite  the  good  news,  there  are  some  important  shortcomings 
in  the  HSA.   In  our  evaluation  of  the  HSA,  the  Women's  Legal 
Defense  Fund  focused  on  issues  that  are  of  specific  importance  to 
women.   These  issues  include  (but  are  not  limited  to): 

1)  coverage  of  the  full  range  of  reproductive  health 
services; 

2)  coverage  of  long  term  care; 

3)  coverage  of  mental  illness  and  substance  abuse  services; 

4)  coverage  of  prescription  drugs; 

5)  concerns  of  low  income  women  (subsidies  for  low  income 
people  and  the  impact  of  mainstreaming  Medicaid); 


311 


6 )  the  impact  of  the  HSA  on  women  due  to  their  family 
status; 

7)  the  impact  of  the  HSA  on  women  due  to  their  employment 
status; 

8)  civil  rights  protections  for  women  and  people  of  color; 

9)  health  research  priorities;  and 
10)   confidentiality  issues. 

Below  we  discuss  each  of  these  areas  and  our  major  concerns  about 
the  HSA. 

Reproductive  Health  Services 

The  HSA  provides  for  coverage  of  a  wide  range  of 
reproductive  health  services,  including: 

*  prenatal  care,  delivery  services  and  post-partum  care 

*  family  planning  services  (including  FDA-approved 
prescription  drugs  and  devices) 

*  sterilization  services 

*  infertility  services  (except  for  in-vitro 
fertilization,  which  is  explicitly  excluded) 

*  abortion  services 

*  annual  screening  for  chlamydia  and  gonorrhea  available 
free  for  women  at  risk 

*  diagnosis  and  treatment  for  all  sexually  transmitted 
diseases 

*  cancer  screening  tests  such  as  Pap  smears,  clinical 
breast  exams  and  mammograms  (subject  to  specific  age 
and  frequency  limits ) 

*  diagnosis  and  treatment  for  cancers  of  the  reproductive 
organs 

We  applaud  the  Administration's  inclusion  of  these  critically 
important  services  in  the  comprehensive  benefits  package. 
Nonetheless,  some  improvements  are  needed  in  the  reproductive 
health  package. 

Because  these  services  are  so  basic  and  essential  to  women's 
health,  it  is  critical  that  HSA  include  a  guarantee  that  all 
these  services  will  be  provided  in  each  health  plan's  network  of 
providers.   The  lower  cost  sharing  plans  and  the  mid-level 
combination  cost  sharing  plans  contemplate  that  enrollees  may  at 
times  need  to  go  outside  the  plan's  network  to  obtain  essential 
services  when  such  services  are  not  available  in  their  plan. 
However,  this  would  entail  additional  costs.   Women  should  not  be 
required  to  pay  additional  costs  to  obtain  access  to  basic 
services;  for  low  income  women,  such  costs  may  be  prohibitive  and 
act  as  a  barrier  to  obtaining  needed  care.   Once  again,  we  would 
find  ourselves  trapped  in  a  two-tiered  system  of  care. 
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HSA  allows  "a  health  professional  or  a  health  facility"  to 
decline  to  provide  any  services  if  the  provider  objects  to 
providing  such  services  on  the  basis  of  a  religious  belief  or 
moral  conviction.   (Section  1162)   This  so-called  conscience 
clause  will  undoubtedly  affect  the  provision  of  reproductive 
health  services,  from  family  planning  services  to  sterilization 
services  to  abortion  services.   While  we  agree  that  a  conscience 
clause  for  health  care  providers  is  appropriate,  the  conscience 
clause  in  the  HSA  is  written  in  so  broad  a  manner  that  it  has  the 
potential  to  deny  huge  numbers  of  women  access  to  needed  care. 
It  is  imperative  that  this  language  be  refined  to  ensure  that  it 
applies  only  to  individuals  and  private  institutions  that  are 
religiously  controlled,  not  to  public  institutions  at  all. 

Another  major  shortcoming  in  the  HSA's  provision  of 
reproductive  health  services  is  in  screening  for  breast  and 
cervical  cancer.   HSA  contains  age  and  frequency  limits  on 
clinical  breast  exams,  Pap  smears  and  mammograms  that  fall  short 
of  the  recommendations  of  the  American  Cancer  Society  and  the 
majority  of  medical  and  scientific  organizations  that  have 
screening  guidelines.   The  importance  of  early  detection  cannot 
be  overstated:   early  detection  and  improved  treatment  for  breast 
cancer  have  kept  death  rates  stable  despite  increasing  rates  of 
incidence;  the  death  rate  for  cervical  cancer  has  declined  more 
than  70. percent,  due  primarily  to  regular  checkups  and  Pap 
smears . 

While  it  is  extremely  positive  that  preventive  cancer 
screenings  would  be  provided  free  of  charge,  it  is  nevertheless 
essential  that  they  be  provided  with  adequate  frequency.   If 
"prevention"  is  an  integral  and  cost-effective  tenet  of  this 
system,  then  we  must  provide  enough  of  it  to  be  effective.   To  do 
otherwise  is  like  installing  one  smoke  alarm  in  an  eight-story 
building.   Toward  that  end,  existing  American  Society  guidelines 
for  cancer  screening  must  be  followed  until  such  time  as  adequate 
research  has  been  done  that  would  justify  any  change  in  current 
recommendations . 

Furthermore,  for  preventive  services  to  be  truly  effective, 
it  is  essential  that  they  be  made  available  with  as  few  barriers 
or  disincentives  as  possible.   This  means  providing  them  without 
co-payments  or  deductibles.   HSA  recognizes  this  and  provides 
prenatal  care  and  what  it  calls  "clinical  preventive  services" 
free  of  charge.   Nevertheless,  HSA  fails  to  cover  a  critical 
aspect  of  women's  reproductive  health  care  in  this  manner.   It 
does  not  cover  family  planning  services  —  the  quintessential 
preventive  service  —  in  this  manner. 


American  Cancer  Society,  Cancer  Facts  &  Figures  -  199  3, 
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Another  shortcoming  in  HSA's  coverage  of  family  planning 
services  is  the  failure  to  state  explicitly  that  voluntary 
sterilization  services  and  contraceptive  drugs  are  covered  family 
planning  services. 

Finally,  although  HSA  provides  for  a  very  comprehensive' 
range  of  reproductive  health  services  to  be  covered,  it 
explicitly  excludes  in  vitro  fertilization,  which  is  an  essential 
service  required  by  a  small  minority  of  infertile  couples.   While 
in  vitro  fertilization  and  similar  treatments  account  for  less 
than  five  percent  of  infertility  services,  they  are  essential 
services  for  couples  for  whom  no  other  treatment  is  available. 
This  omission  should  be  corrected. 

Long  Term  Care 

Long  term  care  is  an  aging  issue;  it  is  a  family  issue,  and 
it  is  a  women's  issue.   One  third  of, people  needing  long  term 
care  are  children  or  younger  adults,  and  the  burden  of  their 
care  falls  generally  on  women.   Not  surprisingly,  women  are  more 
likely  than  men  to  need  long  term  care  and  to  be  the  caregivers 
of  such  services.   Whether  recipients  of  such  care  or  caregivers 
themselves,  women  need  health  care  reform  to  address  long  term 
care  services. 

WLDF  is  glad  to  see  that  HSA  makes  a  start  toward  providing 
critically  needed  long  term  care  services  through  a  program  of 
home  and  community  based  services.   A  range  of  services  —  from 
adult  day  care  to  respite  care  to  rehabilitation  services  — 
would  be  available  under  this  bill  to  eligible  individuals. 
Eligibility  would  depend  on  degree  of  impairment  and  would 
include  both  mental  impairment  as  well  as  need  for  assistance 
with  activities  of  daily  living. 

Unfortunately,  however,  these  services  are  not  currently 
proposed  as  part  of  the  comprehensive  benefit  package,  but  rather 
as  a  separate  block  grant  program.   This  will  limit  the  amount  of 
money  states  have  to  provide  these  services  and  give  states 
considerable  discretion  in  deciding  what  services  to  provide  and 
to  whom.   Receipt  of  services  will  thus  depend  on  annual 
appropriations,  the  vagaries  of  politics  and  on  state  program 
design.   Nor  is  nursing  home  care  covered  under  this  new  program, 
a  shortcoming  with  significant  ramifications  for  women,  who 
constitute  the  bulk  of  nursing  home  residents.   HSA  does. 
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however,  make  some  improvements  in  Medicaid  eligibility  for 
nursing  home  care  for  those  poor  enough  to  qualify  for  Medicaid. 

Mental  Illness  and  Substance  Abuse 

HSA  rightfully  recognizes  that  services  for  mental  illness 
and  substance  abuse  must  be  provided.   For  women,  these  services 
are  especially  important.   According  to  a  recently  published 
study,  women  are  much  more  likely  than  men  to  suffer  from 
depression  or  anxiety  disorders.   Although  women  are  much  less 
likely  to  suffer  from  substance  abuse  than  men,  women,  especially 
pregnant  women,  often  have  great  difficulty  finding  alcohol  and 
drug  treatment  programs. 

The  bill  wisely  covers  services  in  a  wide  range  of  settings, 
including  inpatient  and  residential  treatment,  intensive 
nonresidential  treatment,  and  outpatient  services.   Although 
varied  eligibility  requirements  apply  to  these  services,  all 
persons  will  have  access  to  screening,  assessment  and  crisis 
services.   Family  members  can  receive  "collateral  services"  to 
help  them  cope  with  their  loved  one's  mental  illness  or  substance 
abuse,  but  only  if  the  family  member  with  mental  illness  or  a 
substance  abuse  problem  is  in  treatment. 

While  we  applaud  the  Administration  for  including  these 
services,  we  are  nonetheless  extremely  concerned  about  the 
day/visit  limits  on  coverage  and  about  the  high  co-payments  that 
would  be  required  for  this  type  of  care.   These  barriers  will 
prevent  many  people  from  getting  effective  treatment.   We  also 
believe  that  collateral  services  (discussed  above)  should  be 
available  even  if  the  family  member  with  the  problem  is  not  in 
treatment.   We  also  are  concerned  that  by  lumping  together  mental 
illness  and  substance  abuse  services,  people  needing  both  kinds 
of  services  will  not  get  the  care  they  need. 

Prescription  Drugs 

Coverage  of  prescription  drugs  is  important  to  women's 
health.   Women  use  prescription  drugs  more  than  men,  and  the 
elderly,  especially  elderly  women,  are  the  largest  users  of 
prescribed  medications.   Elderly  women  constitute  11  percent  of 
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the  population,  yet  25  percent  of  all  drug  prescriptions  are 
written  for  them. 

HSA  provides  coverage  for  prescription  drugs  in  two  ways: 
as  one  of  the  benefits  in  the  comprehensive  benefit  package;  and 
as  a  new  Medicare  benefit.   While  we  applaud  inclusion  of  these 
benefits,  we  are  concerned  that  required  co-payments  may  render 
this  benefit  of  little  use  to  many  individuals.   For  those  who 
are  part  of  the  alliance  system,  one  of  the  cost-sharing  plans 
has  a  $250  prescription  drug  deductible  for  each  individual  in 
the  family  before  the  plan  will  cover  the  costs  of  prescription 
drugs.   For  those  on  Medicare,  the  possibility  exists  that  out- 
of-pocket  costs  for  drugs  could  reach  $1,000  per  year.   Since  the 
average  annual  income  of  women  over  the  age  of  65  is 
approximately  $8,044  ,  these  costs  could  prove  prohibitive. 

Primary  Concerns  of  Low  Income  Women 

Adequate  health  care  is  central  to  the  vitality  of  low 
income  families.   Members  of  low  income  families  are  more  likely 
to  experience  serious  health  problems  such  as  heart  disease  and 
diabetes,  and  infectious  diseases  like  tuberculosis.   Poverty 
is  unfortunately  a  women's  issue.   About  one  third  (34.9  percent) 
of  families  headed  by  women  have  incomes  below  the  poverty  line, 
compared  to  15.6  percent  of  households  headed  by  males  and  6.2 
percent  of  married-couple  households.   Over  half  of  all  poor 
families  (52.4  percent)  are  headed  by  women.   A  disproportionate 
number  of  these  families  are  headed  by  women  of  color.   How 
reform  treats  these  low  income  families  is  a  critical  measure  of 
success. 

There  are  some  positive  ways  in  which  low  income  families 
will  fare  under  the  HSA.   First,  we  are  glad  to  see  that  Medicaid 
beneficiaries  will  receive  health  care  through  the  alliances  like 
everyone  else;  this  is  an  important  step  in  ending  our  two-tiered 
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health  care  system.   Second,  HSA  provides  subsidies  for  plans  at 
or  below  the  weighted  average  premium,  and  will  thus  allow  low 
income  people  to  choose  from  plans  up  to  the  average  cost  plan. 
While  this  will  keep  low  income  people  in  the  cheaper  plans,  at 
least  it  does  not  keep  them  in  the  lowest  cost  plan. 

Despite  these  good  points,  there  are  problems  with  HSA's 
treatment  of  low  income  people,  especially  low  income  pregnant 
women . 

1.   Subsidies 

HSA  contains  a  complex  array  of  provisions  dealing  with 
subsidies  for  low  income  individuals.   Concerns  about  these 
provisions  include: 

a)  Premiums  are  waived  for  AFDC/SSI  recipients  who 
will  have  varying  levels  of  income  depending  on  what  state  they 
live  in.   Income  levels,  not  receipt  of  public  assistance,  should 
govern  eligibility  for  subsidies. 

b)  The  premium  subsidies  are  not  adequate,  especially 
for  some  categories  of  part-time  workers.   (See  discussion  of 
employment-related  issues.) 

c)  Premium  subsidies  only  help  with  the  purchase  of  up 
to  the  average  priced  plan.   The  lack  of  subsidies  for  higher 
priced  plans  will  keep  low  income  people  in  the  cheaper  plans. 
(Nonetheless,  as  mentioned  above,  we  are  glad  to  see  that  low 
income  people  are  not  relegated  to  the  lowest  cost  plan.) 

d)  Co-payments  are  reduced  only  for  AFDC/SSI 
recipients,  but  even  these  reduced  co-payments  exceed  current 
Medicaid  co-payments.   Low  income  families  who  do  not  receive 
AFDC/SSI  would  be  required  to  make  the  same  co-payments  as  more 
affluent  people  enrolled  in  the  lower  cost  sharing  plan. 

e)  In  addition  to  inadequate  premium  subsidies,  lack 
of  assistance  with  co-payments  will  effectively  keep  low  income 
people  in  the  lower  cost  sharing  plans. 

f)  HSA  requires  lower  cost  sharing  plans  (generally 
closed  panel  HMOs)  to  offer  enrollees  the  option  of  choosing 
providers  outside  the  plan's  network.   An  additional  unspecified 
premium  will  be  charged  for  this  option,  but  it  is  not  clear 
whether  premium  subsidies  would  be  available  to  purchase  this 
option.   The  out-of-network  option  also  requires  the  payment  of 
higher  co-payments.   If  low  income  people  do  not  get  premium 
subsidies  or  adequate  assistance  with  co-payments  for  out-of- 
network  services,  they  will  be  locked  into  closed  panel  HMOs. 
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g)   The  maximum  out-of-pocket  limits  for  all  services 
are  absolute  dollar  amounts;  they  are  not  related  to  income 
level.   This  means  that  a  much  bigger  chunk  of  a  lower  income 
person's  family  income  can  be  required  to  go  for  health  care. 

h)   Poverty  level  and  family  size  definitions 
discriminate  against  families  with  more  than  two  children.   For 
other  federal  programs,  poverty  level  is  adjusted  for  family 
size,  because  larger  families  need  more  income  to  avoid  poverty. 
However,  for  HSA  purposes,  all  families  are,  in  effect,  deemed  to 
have  no  more  than  two  children.   Thus,  larger  families  —  who  may 
have  higher  incomes  but  still  be  poor  under  federal  poverty 
guidelines  —  may  not  qualify  for  a  subsidy. 

2.   Impact  of  Mainstreaming  Medicaid  on  Pregnant  Women 

Great  progress  has  been  made  over  the  past  decade  in  de- 
linking Medicaid  from  eligibility  for  welfare  and  in  providing 
health  care  through  the  Medicaid  program  for  low  income  pregnant 
and  post-partum  women.   These  improvements  have  resulted  in 
Medicaid  coverage  of  pregnant  and  post-partum  women  whose  family 
incomes  are  as  high  as  275  percent  of  poverty.    This  coverage 
is  provided  at  no  cost  to  the  woman.   Under  the  HSA,  however, 
because  the  Medicaid  program  is  eliminated  for  non-cash 
recipients,  these  women  will  be  required  to  pay  for  their 
premiums,  with  the  amount  depending  on  their  employment  status 
and  the  level  of  their  income. 

In  addition  to  medical  services,  states  currently  have  the 
option  to  provide  supplemental  services  such  as  transportation, 
nutritional  counseling  and  home  visiting  to  all  Medicaid-eligible 
pregnant  and  post-partum  women  (not  lust  to  those  who  are  on 
Medicaid  because  they  receive  AFDC) .    Under  HSA,  supplemental 
services  will  continue  only  for  those  who  receive  Medicaid 
because  they  receive  AFDC.   This  represents  a  loss  of  services 


Under  current  law,  states  must  cover  pregnant  women  with 
incomes  up  to  133  percent  of  the  poverty  level,  with  the  option 
to  expand  this  coverage  to  those  with  incomes  up  to  185  percent 
of  poverty.   According  to  the  National  Governors'  Association,  34 
states  have  expanded  eligibility  above  the  mandated  level  of  133 
percent;  two  states,  Minnesota  and  Vermont,  have  taken  advantage 
of  further  flexibility  to  expand  their  income  limits  to  275  and 
200  percent  of  poverty,  respectively.   National  Governors' 
Association,  State  Coverage  of  Pregnant  Women  and  Children  -  July 
1993,  Table  1. 

According  to  the  NGA,  37  states  currently  provide  home 
visiting,  36  states  provide  nutritional  counseling,  and  12  states 
provide  transportation.   National  Governors'  Association,  State 
Coverage  of  Pregnant  Women  and  Children  -  July  1993,  Table  10. 
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for  pregnant  and  post-partum  women  who  are  not  AFDC  recipients 
but  are  nonetheless  currently  eligible  for  Medicaid,  services 
that  can  be  essential  for  access  to  care  for  this  vulnerable 
population. 

Family  Status  Issues 

Family  status  is  a  central  concept  in  the  HSA;  premiums  are 
allowed  to  vary  only  by  family  status  (individual,  couple, 
single-parent  family  and  dual-parent  family).   As  a  result,  how 
one's  family  is  categorized  will  determine  the  premium  each 
family  (and  employer)  will  pay.   We  have  some  concerns  about  how 
families  are  defined  as  well  as  how  changes  in  family  composition 
would  affect  responsibility  for  payment  of  premiums  under  the 
bill.12 

As  currently  proposed,  the  couple  class  and  the  dual-parent 
family  class  require  that  the  partners  be  married  (as  defined  by 
state  law),  which  will  virtually  preclude  unmarried  heterosexual, 
gay  and  lesbian  couples  from  qualifying  for  these  classes. 
Partners  who  are  not  married  will  be  disadvantaged  if  the  sum  of 
the  premiums  for  two  individuals  exceeds  the  premium  for  a  couple 
(the  Administration  estimates  that  it  will  not),  or  if  the  sum  of 
the  premiums  for  an  individual  and  a  single  parent  (or  two  single 
parents)  exceeds  the  premium  for  a  dual-parent  family  (the 
Administration  estimates  that  it  will). 

Given  the  importance  of  family  status  to  the  premium 
structure,  it  is  surprising  that  HSA  contains  no  specifics  about 
how  changes  in  family  composition  will  affect  payment  of 
premiums.   Instead,  HSA  provides  that  such  issues  will  be 
determined  by  the  National  Health  Board. 

Employment  Status  Issues 

1 .   Women  in  the  Workforce 

Under  our  current  health  care  "system,"  where  health 
insurance  status  depends  on  whether  one's  employer  chooses  to 
provide  insurance,  women  are  disadvantaged.   Women  comprise  most 
of  the  growing  "contingent"  workforce  in  the  U.S.,  which  at  an 
estimated  3.9  million  employees  is  the  fastest  growing  segment  of 
our  labor  force.   Contingent  workers  include  part-time, 
temporary,  contract  and  casual  employees.   The  Bureau  of  Labor 
Statistics  reports  that  over  two-thirds  of  all  part-time  workers 


12 

Our  major  concern  is  not  whether  changes  in  family 

composition  will  affect  receipt  of  health  care  services  — 

because  continuation  of  services  is  guaranteed  --  but  rather  how 

changes  in  family  composition  will  affect  who  pays  what  premium. 

HSA  leaves  these  questions  unanswered. 
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are  women;  twenty-five  percent  of  all  working  women  work  part- 
time.  ,J4ore  than  three-fifths  of  all  temporary  workers  are 
women.    Many  of  this  country's  seasonal  agricultural  workers 
are  women. 

Legions  of  contingent  workers  lose  out  on  the  benefits  that 
are  often  taken  for  granted  in  full-time  employment  —  benefits 
that  include  seniority-based  compensation,  pensions,  and 
significantly,  health  insurance.   Only  23  percent  of  temporary 
employees  and  22  percent  of  part-time  employees  receive  health 
insurance  benefits  through  their  employers.    Moreover,  the 
Bureau  of  Labor  Statistics  reports  that  only  five  percent  of 
part-time  workers  in  firms  with  less  than  100  employees  have 
employer-provided  health  care  coverage. 

In  addition,  even  if  they  work  full-time,  women  on  average 
work  for  lower  wages  than  men  and  are  more  likely  to  work  in  jobs 
that  do  not  carry  health  insurance  benefits.   Women  are 
disproportionately  represented  in  jobs  paying  $20,000  per  year  or 
less:   nearly  70  percent  of  all  women  workers  earn  less  than 
$20,000  per  year  and  4a  percent  of  all  women  workers  earn  less 
than  $10,000  per  year.    New  data  shows  that  32  percent  of  U.S. 
workers  earning  less  than  $10,000  per  year  lack  health  insurance 
coverage  of  any  kind.   A  full  88  percent  of  the  uninsured  are  in 
families  with  an  estimated  adjusted  gross  income  of  less  than 
$20,000  per  year. 

Women  are  the  majority  of  workers  in  the  growing  service- 
providing  industries  and  in  smaller  firms,  which  have  the  lowest 
rates  of  providing  benefits.   For  example,  women  hold  more  than 
52  percent  of  the  nation's  retail  trade  jobs  and  62  percent  of 
service  industry  jobs  (working  in  industries  such  as  hotels, 
personal  services,  educational  and  social  services,  and  health 
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Economic  Policy  Institute,  New  Policies  for  the  Part-Time 

and  Contingent  Workforce  (Virginia  L.  duRivage,  ed.,  1992). 
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Economic  Policy  Institute,  New  Policies  for  the  Part-Time 

and  Contingent  Workforce  (Virginia  L.  duRivage,  ed.,  1992) . 
15 

U.S.  Department  of  Labor,  Bureau  of  Labor  Statistics, 
reported  in  Daily  Labor  Report,  No.  18,  p.B-7  (January  28,  1994). 

IB 

U.S.  Department  of  Commerce,  Bureau  of  the  Census, 
Current  Population  Reports,  Series  P60-184,  Money  Income  of 
Households,  Families,  and  Persons  in  the  Uni^d  States:   1992. 

Employee  Benefit  Research  Institute,  Sources  of  Health 
Insurance  and  Characteristics  of  the  Uninsured:   Analysis  of~~the 
March  1993  Current  Population  Survey  (January  1994). 
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18 
services).    A  typical  service  sector  job  is  in  a  smaller-sized 

firm,  pays  little  better  than  the  minimum  wage,  and  does  not 

provide  health  insurance  coverage.   Thirty  percent  of  employees 

working  in  firms  with  less  than  ten  employees  are  uninsured. 

It  is  these  low-wage  workers  —  contingent  workers,  service 
industry  workers  and  those  in  small  firms  --  who  can  least  afford 
to  buy  health  insurance  for  themselves  and  their  families  without 
employer  assistance. 

2.   HSA's  Impact  on  Women  in  the  Workforce 

HSA  would  build  on  our  current  system  in  many  respects  by 
retaining  the  link  between  employment  and  insurance.   A  major 
improvement  to  our  current  system  is  HSA's  requirement  that 
employers  --  even  small  employers  --  contribute  to  the  cost  of 
their  employees'  health  insurance.   Coverage  of  small  employers 
will  benefit  women  and  their  families  enormously.   However,  a 
major  problem  in  the  HSA  is  its  failure  to  define  "employee"  to 
determine  who  is  an  independent  contractor  and  who  is  an 
employee.   Since  employers  are  only  required  to  contribute 
towards  the  premiums  of  "employees"  and  not  independent 
contractors,  this  classification  makes  a  significant  difference 
in  who  pays  how  much. 

HSA's  impact  on  women  who  work  in  small  businesses  is  clear: 
they  would  be  covered.   We  also  have  carefully  evaluated  HSA's 
impact  on  other  categories  of  workers  to  see  how  they  would  fare 
under  HSA:   part-time  workers,  temporary  employees,  and  seasonal 
workers. 

a)   Part-time  Workers 

We  have  generally  found  that  HSA  does  a  good  job  of 
addressing  the  needs  of  many  part-time  employees.   Although  part- 
time  workers  would  be  required  to  pay  some  part  of  the  employer's 
unpaid  share,  HSA's  income-based  caps  would  kick  in  to  limit  the 
total  amount  many  part-time  workers  would  have  to  pay  towards 
their  premiums.   The  type  of  part-time  worker  who  will  not  fare 
well  under  the  HSA  is  the  part-time  worker  who  works  less  than  40 
hours  a  month  for  one  employer.   Such  day  workers  or  casual 
laborers  would  generally  be  responsible  for  the  entire  employer 
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U.S.  Department  of  Labor,  Bureau  of  Labor  Statistics, 

Employment  and  Earnings  (January  1991). 

19 

Employee  Benefits  Research  Institute,  Sources  of  Health 

Insurance  and  Characteristics  of  the  Uninsured:   Analysis  of  the 

March  1993  Current  Population  Survey  (January  1994). 
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share  (in  addition  to  the  family  share),  subject  to  income-based 
caps. 

b)  Temporary  Workers 

Temporary  workers  stand  to  gain  significantly  under  the 
legislation  because  they  would  be  considered  employees  —  either 
part-time  or  full-time  —  of  the  temporary  agency  that  hires  and 
places  them.   Temporary  agencies  and  employee  leasing  companies 
would  be  covered  by  the  employer  mandate  and  therefore  be 
required  to  make  employer  contributions  for  each  qualifying 
employee . 

c)  Seasonal  Workers 

The  plan  is  most  ambiguous  in  its  coverage  of  seasonal 
workers.   Theoretically,  seasonal  workers  would  be  covered  in  the 
same  way  as  other  part-time  or  full-time  employees,  with 
employers  being  obligated  to  make  contributions.   However,  the 
nature  of  seasonal  work  —  with  erratic  work  schedules  that 
fluctuate  widely  from  month-to-month  (particularly  for 
agricultural  workers  who  move  from  employer  to  employer  within  a 
season  of  employment)  —  may  mean  these  workers  would  fall 
through  the  cracks  without  any  employer  contributions. 

Similarly,  the  plan  does  not  adequately  address  the 
geographical  or  cross-regional  alliance  changes  that  inevitably 
happen  during  a  work  season  for  agricultural  workers.   A  seasonal 
worker  could  lose  coverage  if  she  leaves  an  alliance  for  more 
than  6  months  and  does  not  join  a  new  alliance. 

In  addition,  even  though  the  plan  seeks  to  provide  universal 
coverage,  the  HSA  specifically  excludes  undocumented  workers. 
Many  farmworkers  working  for  U.S.  employers  have  no 
documentation.   Many  child  care  and  elder  care  workers  are  also 
undocumented.   By  excluding  undocumented  workers,  HSA  denies 
coverage  to  these  workers'  families  as  well;  indeed,  even 
American-born  children  may  be  excluded  from  eligibility  under  the 
current  proposal. 

Civil  Rights  Protections 

HSA  contains  many  provisions  that  purport  to  ban 
discrimination  by  health  alliances,  health  plans  and  states, 
while  we  emphatically  agree  about  the  need  for  such  protections, 
unfortunately  there  are  many  shortcomings  in  the  provisions 
contained  in  the  bill.   For  example,  some  of  the  provisions  fail 
to  include  sex  as  a  protected  class.  Others  ban  intentional 
discrimination,  but  fail  to  ban  conduct  that  has  discriminatory 
effects.   Few  of  the  provisions  apply  to  actions  by  regional  and 
corporate  alliances.   Moreover,  there  is  no  provision  for  data 
collection  to  ensure  that  the  entities  governed  or  regulated  by 
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the  HSA  are^in  compliance  with  the  antidiscrimination 
provisions. 

Research  Priorities 

HSA  lists  a  few  specific  diseases  or  conditions  that  will 
require  research:   Alzheimer's  disease,  breast  cancer,  heart 
disease  and  stroke.   It  also  list  several  more  general  categories 
of  research  priorities: 

*  child  and  adolescent  health  (including  birth  defects) 

*  chronic  and  recurrent  health  conditions 

*  reproductive  health 

*  mental  health 

*  elderly  health 

*  substance  abuse 

*  infectious  diseases 

*  health  and  wellness  promotion 

*  environmental  health 

While  we  do  not  take  issue  with  the  general  categories 
listed  in  the  legislation,  more  details  about  research  priorities 
would  be  preferable.   Important  areas  for  research  include: 
contraceptive  development;  research  on  conditions  that  primarily 
affect  women  (such  as  osteoporosis  and  menopause);  development  of 
methodologies  to  account  for  women's  reproductive  capacities  and 
other  gender  differences  as  variables  in  the  conduct  of  research; 
and  data  collection  and  analysis  adequate  to  assess  gender 
differences  in  all  research  projects. 

Confidentiality  Issues 

WLDF's  major  concern  is  that  services  be  provided  to  family 
members  confidentially.   Confidentiality  in  medical  care  is 
essential,  whether  it  is  for  an  adolescent  who  needs  birth 
control  or  treatment  for  a  sexually  transmitted  disease,  or  for  a 
woman  in  an  abusive  and  faltering  marriage  who  is  unable  to  share 
with  her  husband  information  about  a  private  medical  condition. 

There  are  no  provisions  in  the  HSA  guaranteeing  intra-family 
confidentiality.   The  confidentiality  provisions  in  the  bill  deal 
with  maintaining  the  privacy  of  information  collected  as  part  of 
the  health  information  system  established  by  the  National  Health 


For  a  fuller  discussion  of  the  shortcomings  of  the  HSA's 
civil  rights  provisions,  see  Testimony  of  Marcia  D.  Greenberger, 
Co-President,  and  Verna  Williams,  Senior  Counsel,  National 
Women's  Law  Center,  before  the  Committee  on  Energy  and  Commerce, 
Subcommittee  on  Health  and  the  Environment,  January  31,  1994, 
presented  on  behalf  of  the  National  Women's  Law  Center  and  the 
Women ' s  Legal  Defense  Fund . 
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Board.   Intra- family  confidentiality  guarantees  must  be  added  to 
the  legislation. 

*  *  *  *  * 

The  stage  is  now  set  for  what  will  be  the  most  dramatic  and 
far-reaching  social  reform  this  nation  has  experienced  in 
decades.   As  we  begin  the  very  difficult  and  challenging  process 
of  defining  and  shaping  the  exact  nature  of  these  reforms,  we 
must  ensure  that  women's  health  care  needs  are  adequately  met. 

This  Subcommittee's  willingness  to  listen  to  our  concerns 
gives  us  hope  that  our  needs  and  concerns  will  not  become 
political  fodder  to  be  bargained  away.   We  face  an  extraordinary 
opportunity  to  improve  the  health  of  the  people  in  this  nation, 
and  with  your  continued  help  and  vigilance  we  will  not  squander 
that  opportunity. 
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HEALTH  CARE  REFORM 

Public  Health,  Consumer  Protection,  Civil  and 

Privacy  Rights 


MONDAY,  JANUARY  31,  1994 

House  of  Representatives, 
Committee  on  Energy  and  Commerce, 
Subcommittee  on  Health  and  the  Environment, 

Washington,  DC. 

The  subcommittee  met,  pursuant  to  notice,  at  9:50  a.m.,  in  room 
2123,  Rayburn  House  Office  Building,  Hon.  Henry  A.  Waxman 
(chairman)  presiding. 

Mr.  Waxman.  The  meeting  of  the  subcommittee  will  please  come 
to  order.  Today  we  continue  our  examination  of  President  Clinton's 
Health  Security  Act.  The  focus  of  today's  hearing  is  threefold,  pub- 
lic health,  consumer  protection,  and  civil  and  privacy  rights. 

Everyone  acknowledges  that  any  health  care  system  must  be 
built  on  a  foundation  of  public  health.  No  one  believes  that  an  in- 
surance card  can  stop  a  TB  epidemic  or  clean  up  unsafe  water  sup- 
plies, and  no  one  believes  that  an  insurance  system  can  stay  sol- 
vent if  it  must  keep  paying  to  treat  sicknesses  that  could  be  pre- 
vented. In  many  ways,  the  best  effort  at  cost  containment  that  we 
can  produce  with  this  health  reform  legislation  would  be  a  strong 
public  health  system  that  prevents  disease  and  disability. 

Unfortunately,  the  President's  proposal  provides  only  a  shell  of 
such  a  system.  While  the  Health  Security  Act  outlines  broad  initia- 
tives, it  provides  no  funding  for  these  programs  and  in  fact  makes 
current  shortfalls  more  intense  by  lumping  this  new  spending  in 
with  ongoing  efforts.  This  sort  of  robbing  Peter  to  pay  Paul  ap- 
proach is  the  hallmark  of  failed  public  health  programs  in  the  past 
and  has  produced  unsuccessful  AIDS  policies,  a  return  of  tuber- 
culosis and  measles,  and  a  collapse  of  the  safe  drinking  water  sup- 
plies. We  cannot  repeat  this  mistake  and  call  it  progress. 

After  the  public  health  testimony,  we  will  next  turn  to  the  provi- 
sions in  the  President's  bill  that  are  designed  to  ensure  that  con- 
sumers receive  the  services  they  are  promised.  The  basic  premise 
of  the  bill,  of  course,  is  that  competition  among  managed  care  plans 
will  squeeze  inefficient  providers  and  inappropriate  care  out  of  our 
health  care  system,  thereby  restraining  costs.  The  issue  is  the  ade- 
quacy of  protections  in  the  bill  to  assure  that  as  the  plans  squeeze, 
consumers  are  not  denied  access  to  appropriate  needed  care  to 
which  they  are  entitled.  Without  adequate  consumer  protections, 
health  care  coverage  will  be  there,  but  actual  services  may  not. 
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Finally,  we  want  to  look  at  whether  the  President's  plan  ade- 
quately protects  the  privacy  rights  and  civil  rights  of  all  Americans. 
In  part  this  issue  has  already  come  up.  During  last  week's  hearing 
on  the  impact  of  the  Clinton  plan  on  special  populations,  the  Na- 
tional Council  of  La  Raza  testified  in  opposition  to  the  bill  as  intro- 
duced on  the  grounds  that  the  Health  Security  Card  would  pose, 
and  I  quote,  "An  enormous  threat  to  the  civil  rights  and  dignity  of 
the  Nation's  25  million  Latinos,  nearly  V2  of  whom  are  currently 
uninsured."  We  want  to  be  sure  that  in  enacting  health  care  re- 
form, we  do  not  undermine  the  civil  or  privacy  rights  of  all  of  our 
citizens. 

I  want  to  ask  unanimous  consent  that  all  Members  be  permitted 
to  enter  an  opening  statement  in  the  record  at  this  point. 

Our  first  witness  this  morning  is  Dr.  Philip  R.  Lee,  the  Assistant 
Secretary  for  Health  in  the  Department  of  Health  and  Human 
Services.  He  is  accompanied  by  Nan  Hunter,  Deputy  General  Coun- 
sel to  the  department  and  a  nationally  recognized  expert  on  indi- 
vidual rights. 

We  are  pleased  to  welcome  the  two  of  you  to  our  hearing  today. 
We  are  looking  forward  to  your  testimony.  Without  objection,  your 
written  statement  will  be  included  in  the  record  in  full.  We  would 
like  to  ask  you  to  proceed. 

STATEMENT  OF  PHILIP  R.  LEE,  ASSISTANT  SECRETARY  FOR 
HEALTH,  PUBLIC  HEALTH  SERVICE,  ACCOMPANIED  BY  NAN 
HUNTER,  SPECIAL  ASSISTANT  TO  THE  GENERAL  COUNSEL 

Mr.  Lee.  Thank  you  very  much,  Mr.  Chairman.  Let  me  just  take 
a  few  moments  to  summarize  the  statement.  I  think  the  most  im- 
portant point  to  be  made  is  that  the  President's  plan  proposes  sig- 
nificant strengthening  of  the  public  health  infrastructure  and  link- 
ages between  the  public  health  system  and  the  personal  health 
care  system  to  achieve  public  health  objectives  which  have  been 
outlined  in  Healthy  People  2000. 

First,  to  improve  the  health  of  all  Americans,  and  second,  to  re- 
duce the  health  disparities  among  Americans.  Through  these  meas- 
ures we  will  provide  real  health  security,  not  just  an  approach  to 
financial  security. 

In  the  statement,  I  do  include  a  discussion  of  quality  issues 
which  will  be  the  subject  of  subsequent  hearings  and  I  simply  want 
to  submit  that  for  the  record  at  this  point  in  time. 

Mr.  Waxman.  Without  objection,  we  will  receive  it  for  the  record. 

Mr.  Lee.  Thank  you.  Let  me  just  say  a  few  words  about  the  pub- 
lic health  initiatives  in  the  plan,  and  these  are  described  after  we 
outlined  a  number  of  the  public  health  problems  that  needed  to  be 
addressed  and  have  developed,  as  you  have  pointed  out  in  your 
opening  statement,  beginning  on  page  6  and  subsequent  to  that. 

We  believe  that  the  public  health  measures  are  integral  to 
achieving  the  goals  of  reform,  not  supplemental  to  it.  The  Presi- 
dent's plan  is  the  only  one  that  offers  an  integrated  approach  that 
includes  public  health  infrastructure  as  well  as  reforms  in  the  per- 
sonal health  care  system. 

We  have  three  objectives  in  this  initiative.  First,  strengthening 
the  capability  of  communities  to  protect  the  health  of  their  popu- 
lations and  address  high  priority  local  health  problems.  Second,  im- 
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proving  the  knowledge  base  for  preventing  disease  and  providing 
care  more  appropriately  and  efficiently.  Third,  assuring  access  to 
necessary  health  services  for  all  Americans,  particularly  low  in- 
come, isolated,  hard  to  reach  populations.  That  latter  issue  was  ad- 
dressed at  the  earlier  hearings. 

Under  title  III  we  have  two  basic  approaches,  the  core  public 
health  program,  a  competitive  grant  program  to  provide  funds  to 
State  health  agencies  to  strengthen  essential  public  health  func- 
tions, and  these  are  outlined  in  the  testimony. 

First,  surveillance  in  communicable  and  chronic  disease  control. 
Here  we  are  talking  about  things  like  tuberculosis.  We  are  talking 
about  outbreaks  of  salmonella  which  can  be  linked  to  specific 
sources  of  infection.  We  would  be  dealing  with  things  like  tracking 
emerging  problems  that  might  be  related  to  environmental  health 
issues,  such  as  toxic  exposures  in  the  environment  or  in  the  work- 
place. 

Second,  control  of  communicable  diseases  and  injuries,  and  these 
functions,  again,  would  deal  with  such  diseases  as  tuberculosis.  To 
prevent  the  spread  of  tuberculosis  in  the  community,  you  need  ef- 
fective treatment  for  everybody  who  is  infected.  For  some,  particu- 
larly those  with  drug  resistant  tuberculosis,  you  need  to  have  ob- 
served treatment. 

For  sexually  transmitted  diseases,  there  are  effective  interven- 
tions, not  only  treatment,  contact  tracing,  partner  notification,  in 
order  that  the  spread  can  be  effectively  curtailed. 

There  need  to  be  interventions  with  respect  to  food  and  water- 
borne  diseases.  So  a  number  of  the  basics  would  be  covered  under 
that  provision. 

Third,  environmental  protection.  Food,  water,  workplace,  hous- 
ing, essential  there  to  provide  protections,  and  again,  lead  poison- 
ing would  be  an  example  of  if  you  find  a  youngster  with  lead  poi- 
soning in  a  health  plan,  it  is  the  health  department  that  then 
traces  the  source  of  the  lead,  initiates  abatement  procedures,  and 
effectively  prevents  subsequent  lead  poisoning  in  the  population. 

A  very  important  element  in  the  core  public  health  functions  are 
public  education  and  community  mobilization,  and  here  we  are 
looking  at  problems  that  are  not  related  to  personal  medical  care 
or  can  be  more  effectively  dealt  with  through  these  community- 
wide  interventions. 

If  we  look  at  what  has  happened  with  the  reductions  in  mortality 
from  heart  disease,  the  interventions  with  respect  to  cigarette 
smoking  and  the  community  interventions,  including  those  activi- 
ties that  have  protected  non-smokers'  rights,  the  health  of  individ- 
uals who  have  been  in  the  past  exposed  to  secondhand  smoke, 
would  be  examples  of  this  kind  of  community  intervention. 

Important  core  function  is  included  accountability  and  quality  as- 
surance which  are  essential  to  enhancing  the  State  function  for  cer- 
tification of  health  professionals  and  licensing  of  facilities  to  protect 
consumers  from  medical  and  health  services.  We  are  concerned 
about  the  plans  as  accountable  plans  and  the  role  of  States  in  as- 
suring that  plans  perform  effectively  through  measuring  their  per- 
formance. 

Public  health  laboratories  also  are  an  essential  function.  We  saw 
the  importance  of  this  in  the  Hanta  virus  epidemic.  The  labora- 
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tories  for  the  Centers  for  Disease  Control  and  Prevention  rapidly 
identified  the  source  of  that  infection  and  we  were  able  to  move  ef- 
fectively in  that  regard.  Finally,  training  and  education  of  public 
health  professionals  is  an  essential  element.  The  second,  in  addi- 
tion to  the  core  public  health  functions,  would  be  initiatives  that 
were  linked  to  national  initiatives,  but  these  would  be  locally  deter- 
mined and  the  funds  could  go  to  public  or  nonprofit  agencies  to  de- 
velop community-based  prevention  programs  to  address  issues  that 
are  particularly  important  in  a  given  community. 

In  one  community  it  might  be  adolescent  cigarette  smoking.  In 
another  it  might  be  violence  prevention.  In  another,  it  might  be  a 
program  for  chronic  disease  control. 

Another  element  in  the  plan  is  an  expansion  of  research,  both  at 
the  National  Institutes  of  Health  for  Prevention  Research  and  in 
the  agency  for  Health  Care  Policy  and  Research  to  expand  our 
knowledge  for  improving  the  effectiveness  of  care  and  improving 
outcomes  of  care. 

Let  me  then  turn  to  the  consumer  protection  issues,  and  these 
are  addressed  beginning  on  page  19  in  the  statement.  Consumer 
protection  is  at  the  heart  of  the  Health  Security  Act.  For  the  first 
time,  consumers  will  be  guaranteed  security  of  insurance  coverage 
at  a  fair  price  and  with  choices  of  plans  that  meet  individual  and 
family  needs. 

To  assist  consumers  in  making  wise  choices  among  competing 
health  plans,  the  alliances  will  provide  a  user  friendly  report  card 
detailing  the  performance  of  health  plans  among  various  measures 
of  quality  and  consumer  satisfaction. 

The  alliances  will  be  governed  by  boards  with  50  percent 
consumer  membership.  There  will  be  an  ombudsman  office  at  the 
alliance  level.  Consumer  grievances  have  been  dealt  with,  and  I 
think  that  the  provisions  in  the  bill  really  provide  consumers  an 
adequate  means  to  address  grievances.  These  are  detailed  in  the 
bill,  but  I  would  just  say  basically  there  is  a  general  standard  of 
medically  necessary  and  appropriate  care  for  determination  of 
which  medical  services  are  covered  beyond  the  detailed  listing  spec- 
ified in  the  bill. 

Disputes  inevitably  will  arise  concerning  individual  claims  that 
a  service  should  have  been  provided  or  paid  for  when  a  health  plan 
asserts  that  the  service  is  not  part  of  the  comprehensive  benefit 
package.  For  those  situations,  the  President's  bill  establishes  an  ef- 
ficient and  fair  grievance  resolution  system  which  I  detail  in  the 
testimony. 

Finally,  consumers  are  provided  access  to  information  regarding 
physicians  who  have  been  sanctioned  and  this  is  data  that  is  cur- 
rently provided  in  the  national  practitioner  data  bank. 

Critically  important,  as  you  have  pointed  out  with  respect  to  the 
Health  Security  Card  and  the  plan,  are  privacy  protections  for  indi- 
viduals and  for  their  records,  and  again  the  three  principles  that 
I  have  described  in  the  statement  which  would  underlie,  we  think, 
these  protections  in  the  act. 

First,  any  disclosure  permitted  by  law  shall  be  of  the  minimum 
amount  of  information  necessary  to  achieve  the  lawful  purposes  of 
that  disclosure.  Second,  that  every  patient  shall  have  a  right  to 
know  in  what  locations  any  individually  identifiable  information  is 
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maintained  and  the  purposes  for  which  such  information  could  be 
disclosed. 

And  finally,  that  every  patient  shall  have  a  right  to  access  to  in- 
dividually identified  information  in  order  to  see,  copy  or  correct 
such  records,  and  I  should  say  that  these  are  really  critical  because 
the  current  system  does  not  afford  adequate  privacy  protections  for 
many  individuals. 

In  the  law,  the  board — or  in  the  act,  the  board  is  directed  to  pre- 
pare for  the  President  and  Congress  a  detailed  proposal  for  com- 
prehensive medical  records  legislation  and  with  regard  to  the 
Health  Security  Card,  the  act  will  prohibit  any  use  of  the  card  ex- 
cept for  purposes  of  obtaining  the  items  and  services  in  the  guaran- 
teed national  benefit  package. 

Anyone  who  requires  a  display  or  use  of  the  card  or  requires  the 
disclosure  or  use  of  the  unique  identifying  number  for  any  other 
purpose  will  be  subject  to  criminal  penalties. 

That  in  brief,  Mr.  Chairman,  concludes  my  statement  and  Nan 
Hunter  and  I  will  be  pleased  to  respond  to  any  questions. 

Mr.  Waxman.  Thank  you  very  much,  Mr.  Lee. 

[Testimony  resumes  on  p.  354.] 

[The  prepared  statement  of  Dr.  Lee  follows:] 


330 


STATEMENT  OF 

PHILIP  R.  LEE,  M.D. 
ASSISTANT  SECRETARY  FOR  HEALTH 

Mr.  Chairman  and  Members  of  the  Subcommittee: 

I  welcome  this  opportunity  to  discuss  several  important 
features  of  the  President's  Health  Security  Act  — the  public  health 
initiatives  and  provisions  for  quality  assurance  and  consumer 
protection.  Accompanying  me  today  is  Nan  Hunter,  Deputy  General 
Council  of  Health  and  Human  Services,  who  is  prepared  to  answer 
questions  on  the  latter  topic. 

This  morning,  I  urge  the  Subcommittee  first  to  shift  its 
attention  to  an  important,  but  not  well  acknowledged,  element  of 
the  President's  plan  —  the  reform  of  our  public  health  system. 
Under  the  Health  Security  Act,  we  will  do  far  more  than  just  treat 
people  when  they  are  sick.  We  will  achieve  the  two  fundamental 
goals  set  of  our  Nation's  health  promotion  and  disease  prevention 
agenda: 

improve  the  health  of  Americans;  and 

reduce  health  disparities  among  Americans. 

The  Health  Security  Act  calls  for  increased  investment  in 
public  health.  If  we  follow  this  course,  people  will  suffer  fewer 
illnesses  and  injuries  and  the  government,  health  care  providers, 
businesses  and  individuals  will  avoid  considerable  health  care 
costs. 


331 


THE  NEW  HEALTH-ORIENTED  FRAMEWORK  OF  REFORM 

The  President's  plan  has  a  new  health-oriented  approach  that 
emphasizes  personal  accountability,  disease  prevention,  and  a  close 
working  relationship  between  the  personal  care  and  public  health 
syst  2ms. 

Central  to  this  approach  is  a  restructuring  of  the  personal 
health  care  system,  enabling  it  —  for  the  first  time  —  to  focus 
on  keeping  people  healthy. 

All  Americans  will  have  comprehensive  benefits  including 
clinical  preventive  services  without  deductibles  or  copayments. 
Regional  alliances  and  health  plans  will  be  responsible  for  making 
sure  that  their  populations  have  access  to  these  covered  services. 
Report  cards  on  each  health  plan  will  focus  plan's  attention  on 
achieving  healthy  outcomes  for  their  members  and  will  allow  their 
members  to  monitor  how  well  they  will  accomplish  their  goals. 

The  financing  and  payment  system  will  reward  alliances  and 
health  plans  for  keeping  their  populations  well.  Health  plans  will 
receive  a  fixed  annual  premium  to  cover  total  patient  care.  To  the 
extent  their  enrollees  are  kept  healthy,  plan  health  care  costs 
will  be  lower  and  premiums  paid  by  individuals  and  employers  will 
be  lower. 
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Mr.  Chairman,  these  changes  in  the  personal  health  care  system 
mean  that  health  plans  will  focus  on  keeping  people  healthy.  In 
doing  so,  health  plans  and  alliances  will  work  closely  with  public 
health  agencies.  These  changes  in  the  personal  health  care  system 
also  make  it  possible  to  refocus  the  public  health  system  on 
protecting  and  promoting  the  health  of  our  communities. 

In  recent  years,  as  the  private  health  insurance  system  failed 
more  and  more  working  Americans,  State,  and  local  public  health 
agencies  became  increasingly  involved  in  providing  personal  medical 
care  and  mental  health  services  to  the  poor  and  uninsured.  In  an 
environment  of  limited  resources,  this  shift  in  public  health 
spending  toward  personal  medical  care  was  at  the  expense  of  public 
health  programs  designed  to  keep  communities  healthy.  This  steady 
erosion  led  the  Institute  of  Medicine  in  1989  to  declare  the  public 
health  system  to  be  "in  disarray"  and  a  "threat  to  the  health  of 
the  public."  The  American  Public  Health  Association,  in  its  recent 
report  "Public  Health  in  Reformed  Health  Care  System:  A  Vision  for 
the  Future"  reiterated  these  problems.  We  have  confirmed  them  in 
our  own  analyses  during  the  past  nine  months. 

When  public  health  fails,  people  and  communities  suffer  and 
personal  health  care  costs  increase.  Let  me  give  you  a  few 
examples. 
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Every  year,  an  estimated  900,000  people  fall  ill  —  and 
900  die  ~  from  contaminated  drinking  water.  in 
Wisconsin  alone,  a  failure  to  protect  the  quality  of 
drinking  water,  and  to  detect  and  control  Crypto- 
sporidium, caused  over  370,000  people  to  fall  ill 

4,000  of  whom  required  hospitalization  —  and  led  to  over 
$15  million  in  medical  care  costs. 

State  public  health  staff  report  that  they  have  had  to 
severely  curtail  or  even  close  down  restaurant  inspection 
efforts  due  to  a  lack  of  funds,  despite  the  fact  that  in 
1991  and  1992,  212  cases  of  Hepatitis  A  in  Missouri, 
Wisconsin,  and  Alaska  were  traced  to  infected  restaurant 
workers.  In  1987,  Hepatitis  A  outbreaks  infected  75,000 
Americans,  at  a  cost  of  $766  million. 

An  outbreak  of  E.  coli  linked  to  a  restaurant  chain  last 
year  resulted  in  500  laboratory-verified  cases  of  bloody 
diarrhea  in  Washington  State,  Idaho,  California,  and 
Nevada.  The  costs  of  treatment  were  $100-$200  for  every 
case  not  requiring  hospitalizations  and  much  more  for 
those  young  children  and  frail  elderly  who  had  to  be 
hospitalized. 
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Hepatitis  B  infects  up  to  300,000  people  each  year  in  the 
United  States,  at  a  cost  of  $750  million  per  year, 
despite  the  fact  that  a  vaccine  to  prevent  the  disease 
has  been  available  for  the  past  decade.  Yet  only  one 
percent  of  the  estimated  28  million  young  adults  at  risk 
for  hepatitis  B  have  received  it. 

•  Substance  abuse  is  not  only  an  epidemic  in  and  of  itself; 
it  is  also  at  the  root  of  other  public  health  problems. 
Substance  abusers  are  the  fastest  growing  segment  of  the 
HIV/AIDS  population,  and  substance  abusers  with  AIDS  are 
a  major  factor  in  the  spread  of  multi-drug  resistant 
tuberculosis.  Fifteen  percent  of  women  delivering  babies 
in  Harlem  Hospital  use  cocaine.  According  to  the  Center 
on  Addiction  and  Substance  Abuse  at  Columbia  University, 
substance  abuse  is  currently  estimated  to  add  $14  0 
billion  to  our  country's  direct  and  indirect  health 
care  costs  every  year,  including  $500  million  to  treat 
cocaine-affected  infants  during  their  first  month  of 
life. 

I  can't  emphasize  enough  that  we  now  have  an  historic 
opportunity  to  improve  the  health  of  the  American  people.  If  we 
reform  the  personal  care  system  as  the  President  has  proposed,  the 
public  health  system  will  no  longer  need  to  provide  covered 
services  to  indigent  and  uninsured  populations.   Instead,  public 
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health  agencies  can  turn  their  resources  and  expertise  back  to 
their  original  role  of  protecting  the  health  of  communities  and 
removing  barriers  to  medical  care. 

By  working  closely  with  alliances  and  health  plans,  public 
health  agencies  can  be  far  more  effective  in  achieving  community - 
wide  improvements  in  health.  For  example,  they  can  work  through 
alliances  and  health  plans  to  inform  and  educate  individual 
patients  and  providers.  And  they  can  reinforce  the  efforts  of 
alliances  and  health  plans  by  protecting  communities  against 
environmental  hazards,  identifying  and  controlling  community 
outbreaks  of  infectious  diseases,  and  instituting  community-wide 
education  programs. 

Reforming  the  public  health  system  is  not  supplemental  to 
health  care  reform.  It  is  an  integral  part  of  achieving  the  goals 
of  reform.  The  programs  outlined  in  Title  III  of  the  Health 
Security  Act  are  the  means  by  which  the  President  proposes  to 
strengthen  and  refocus  the  public  health  system.  The  success  of 
these  programs  will  ultimately  determine  how  well  health  security 
is  provided  for  all  Americans  and  how  well  health  disparities  among 
Americans  are  reduced  or  eliminated.  They  will  also  play  a  vital 
role  in  determining  the  extent  to  which  we  will  be  able  to  contain 
accelerating  health  care  costs. 
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SPECIFIC  PUBLIC  HEALTH  INITIATIVE 
IN  THE  HEALTH  SECURITY  ACT 

The  programs  in  the  Public  Health  Initiative 

strengthen  the  capability  of  communities  to  protect  the 
health  of  their  populations  and  address  high-priority 
local  health  problems; 

•  improve  the  knowledge  base  for  preventing  disease  and 
providing  medical  care  more  appropriately  and 
efficiently;  and 

assure  access  to  necessary  health  services  for  all 
Americans,  particularly  low-income,  isolated,  hard-to- 
reach  populations. 

The  third  of  these  has  been  the  subject  of  your  earlier  hearing,  so 
I  will  focus  today  on  the  first  two. 


Improving  the  Health  of  Communities: 

Core  Public  Health  and  Prevention  Initiatives 

The  President's  health  care  reform  plan  can  meet  its  cost- 
containment  targets  and  address  pressing  health  problems  —  such  as 
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teenage  pregnancy,  lead  poisoning,  diabetes,  tobacco  and  drug 
abuse,  and  violence  —  because  it  strengthens  our  capacity  to 
provide  population-based  public  health  activities.  To  succeed,  we 
must  define  the  population  groups  for  whom  particular  problems  are 
most  common.  We  must  learn  why  some  communities  are  hard-hit  by  a 
problem  while  others  somehow  seem  to  escape.  To  use  limited 
resources  most  efficiently,  we  must  target  public  health  education 
and  prevention  interventions  to  populations  at  highest  risk  and 
populations  with  different  cultural  backgrounds.  And,  to  address 
our  most  intractable  health  problems,  we  must  create  linkages  among 
public  health  agencies,  health  plans,  and  health  care  providers. 

Two  programs  included  in  Title  III  strengthen  and  refocus  our 
population-based  public  health  activities.  These  two  grant 
programs  will  be  implemented  through  the  nations' s  prevention 
agency,  the  Centers  for  Disease  Control  and  Prevention  (CDC) .  This 
approach  will  take  advantage  of  CDC's  ongoing  efforts  to  strengthen 
population-based  public  health  strategies  and  make  prevention  a 
cornerstone  of  public  and  private  health  programs. 

Core  Public  Health  Program:  This  competitive  grant 
program  will  provide  funds  to  State  health  agencies  to 
strengthen  the  following  essential  public  health 
functions  at  state  and  local  levels: 
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(1)  surveillance  of  communicable  and  chronic  diseases  — 
essential  to  define  the  magnitude,  source,  and  trends  of 
health  problems  so  that  limited  resources  can  be  directed 
to  populations  at  greatest  risk  and  health  outcomes  can 
be  tracked  as  the  final  measurement  of  quality.  This  is 
the  public  health  function  that  provides  timely 
identification  of  patterns  of  disease,  such  as  an 
outbreak  of  salmonellosis  that  can  be  linked  to  a 
specific  source  of  infection,  emerging  diseases  such  as 
Hantavirus  requiring  fast-track  research,  or  toxic 
exposure-related  incidence  of  cancer  calling  for 
environmental  intervention. 

(2)  control  of  communicable  diseases  and  injuries  — 
essential  to  ensure  that  new  problems  are  identified 
early,  that  contact  tracing  and  partner  notification 
occur  effectively,  and  that  sources  of  infectious 
exposures  are  removed.  This  function  is  essential  to 
contain  the  spread  of  tuberculosis,  sexually  transmitted 
diseases,  and  HIV  infection,  as  well  as  well  as  water- 
borne  and  foodborne  diseases  that  spread  from  single 
sources  to  infect  large  numbers  of  people. 

(3)  environmental  protection  —  essential  to  safeguard 
the  physical  and  social  environment  (e.g.,  water,  food, 
workplace,  housing)  against  causes  of  disease.    This 


339 


public  health  function  is  virtually  invisible  to  the 
public  as  long  as  it  is  working  effectively,  but  it  is 
essential  to  our  quality  of  life,  allowing  us  to  enjoy  a 
level  of  physical  safety  from  infection  and  exposure  that 
has  never  been  known  before  this  half  of  this  century. 

(4)  public  education  and  community  mobilization  — 
essential  to  prevent  major  causes  of  premature  death  and 
disability  that  are  behavioral  and  societal  in  nature. 
This  function  proves  its  utility  through  changes  in 
smoking,  diet,  and  safety  measures  brought  about  because 
people  are  informed  and  motivated  to  change  their  own 
health-related  behavior,  resulting  in  a  25  percent 
reduction  in  heart  disease  deaths  within  the  past  decade, 
over  a  50  percent  reduction  in  stroke  deaths  over  the 
past  25  years,  and  perceptible  changes  in  unhealthy 
patterns  that  were  unquestioned  only  a  generation  ago. 

(5)  accountability  and  quality  assurance  —  essential  to 
enhancing  the  state  function  of  certification  of  health 
professionals  and  licensing  of  facilities  to  protect 
consumers  from  medical  and  health  services,  whose 
interactions  with  their  clients  and  consumers  can  be  a 
source  of  illness  or  health.  We  foresee  public  health's 
ability  to  measure  health  outcomes  through  its 
surveillance  function  also  equipping  it  to  play  a  central 
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role  in  assuring  the  quality  of  health  plans  by  providing 
input  to  their  report  cards. 

(6)  public  laboratory  services  —  essential  in  the 
diagnosis  of  major  infectious  and  environmental  threats 
to  health.  This  public  health  function  measures 
everything  from  ambient  asbestos  in  schools,  to  blood 
alcohol  levels  in  impaired  drivers,  to  emerging  diseases 
whose  source  and  mode  of  infection  must  be  quickly 
identified. 

(7)  training  and  education  of  public  health  professionals 
—  essential  to  ensure  a  workforce  capable  of  carrying 
out  public  health  functions. 

Enhancing  the  Core  Public  Health  program  fosters  greater 
accountability  for  public  funds  supporting  these 
functions  by  requiring  progress  reports  on  achievement  of 
clearly  defined  public  health  objectives. 

National  Prevention  Initiatives  Program:  A  second 
competitive  grant  program  will  provide  funds  to  public 
and  private  not-for-profit  agencies  to  develop  community- 
based  prevention  programs  to  address  health  issues  that 
affect  local  communities  or  specific  populations  within 
communities.   Many  of  these  problems  do  not  affect  the 
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country  uniformly  and  call  for  tailored  interventions. 
In  addition,  they  can  often  best  be  addressed  by 
community  organizations  working  to  define  effective 
interventions  that  best  meet  the  community's  own  needs, 
values,  and  culture. 

Among  the  health  issues  that  we  foresee  getting  initial 
attention  under  this  program  are:  prevention  of 
violence,  especially  in  inner  cities;  smoking  initiation, 
especially  among  young  women  whose  rates  of  smoking 
appear  to  be  going  up;  and  prevention  of  chronic  diseases 
that  are  affected  by  behavioral  patterns  such  as  diet, 
physical  activity,  and  smoking  and  affect  some  minority 
populations  at  much  higher  rates  than  those  experienced 
by  the  general  population.  For  each  initiative,  the  key 
will  be  to  call  for  community-based  interventions  rather 
than  to  prescribe  interventions  from  the  Federal  level; 
but  in  each  initiative  projects  will  be  called  upon  to 
set  and  attain  measurable  improvements  in  the  health 
status  of  the  populations  which  they  address. 

Once  again,  while  these  initiatives  are  valuable  in 
themselves,  they  also  perform  a  critical  role  in  helping 
to  reduce  demand  for  preventable,  costly  medical 
programs . 
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Improving  our  Knowledge  Base: 
Prevention  and  Health  Services  Research 

The  Public  Health  Initiative  also  includes  new  prevention 
research  in  the  National  Institutes  of  Health  and  expanded  health 
services  research  in  the  Agency  for  Health  Care  Policy  and 
Research.  These  research  efforts  will  expand  the  knowledge  base 
needed  to  prevent  disease  and  promote  health  more  effectively. 
They  will  develop  the  information  that  will  improve  the  quality  of 
health  care,  facilitate  access,  and  contribute  to  containing  the 
rising  costs  of  health  care. 

Prevention  research  is  the  foundation  for  both  clinical 
preventive  services  targeted  to  individuals  and  population  based 
public  health  interventions  included  in  the  Health  Security  Act. 
Expanded  prevention  research  will  enhance  the  availability  of 
effective  preventive  measures  against  existing  diseases  as  well  as 
new  and  emerging  health  threats.  Progress  in  preventing  disease 
will  help  to  offset  escalating  acute  health  care  costs  and  the 
disproportionate  impact  of  disease  and  disability  among  women, 
minorities,  and  the  elderly.  Among  the  top  priorities  that  still 
pose  prevention  challenges  are  HIV  infection  and  Alzheimer's 
Disease,  two  examples  that  cause  extremely  heavy  human  and 
financial  burdens. 
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Health  services  research  will  provide  the  information  we  need 
to  improve  the  quality  of  medical  care,  organize  providers  in  new 
cost  effective  systems,  and  help  consumers  make  wise  choices  about 
their  providers  and  health  plans.  The  new  investment  envisioned 
in  the  Health  Security  Act  will: 

—  expand  outcomes  and  quality  research  (so  that  health  plan 
report  cards  can  be  realized  3-5  years  after  enactment) ; 

— study  practice  variations  with  unnecessarily  high  costs  (to 
decrease  variation  in  practice  while  improving  quality  of 
care) ;  and 

— synthesize  information  on  the  appropriateness  and  effective- 
ness of  care  into  practice  guidelines  in  order  to  improve 
treatment  decisions  made  by  health  professionals. 

Other  research  will  develop  methods  to  evaluate  the  success  of 
health  reform  in  achieving  its  goals:  assess  the  performance  of 
alliances  and  health  plans,  improve  risk  adjustment,  assess  the 
extent  to  which  reform  is  making  health  care  available  to  all 
Americans,  analyze  the  factors  that  contribute  to  rising  costs,  and 
develop  measures  of  quality  to  be  used  in  the  plan  report  cards. 
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IMPROVING  THE  QUALITY  OF  CARE 

Improving  the  quality  of  care  is  one  of  the  most  important 
goals  of  the  Health  Security  Act.  Most  consumers  have  great  faith 
in  their  physicians,  hospitals  and  other  medical  care  providers, 
and  are  generally  satisfied  with  the  medical  care  that  they 
receive.  Many  Americans  have  access  to  the  most  advanced  and 
sophisticated  medical  procedures  and  technology  in  the  world. 
However,  medical  practice  varies  enormously  by  region  of  the 
country  without  an  accompanying  variation  in  the  severity  of 
patient  illnesses  or  in  the  health  outcomes  achieved. 

The  last  ten  years  of  quality  of  care  research  has  begun  to 
identify  what  works  best  in  medicine  and  much  experience  has  been 
gained  in  developing  guidelines  to  help  physicians  improve  their 
practices  and  enable  patients  to  make  better  use  of  the  medical 
care  system.  In  the  same  ten  years  the  health  system  has  begun  a 
fundamental  organizational  shift  away  from  individual  fee-for- 
service  practice  to  capitated  managed  care.  This  has  heightened 
the  interest  in  developing  quality  measures  for  "systems"  of  care 
and  for  more  rapid  assessment  of  medical  effectiveness.  The 
increased  competition  between  managed  care  and  the  traditional 
indemnity  insurance  also  has  broadened  the  definition  of  quality  to 
include  measures  of  access  and  consumer  satisfaction. 
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As  we  move  forward  with  reform,  the  focus  of  the  quality 
system  will  shift  from  the  bureaucratic,  retrospective,  case-by- 
case  review  of  specific  encounters  and  procedures  to  accountability 
of  health  plans  and  providers  based  on  measures  of  performance  and 
outcomes.  Plans  with  the  responsibility  for  the  long  term  health 
of  their  populations  will  have  increased  incentives  to  practice 
cost  effective  medicine  including  maximum  use  of  prevention  and 
early  detection  of  diseases. 

The  Health  Security  Act  will  assure  and  improve  the  quality  of 
care  in  six  ways: 

1.  National  quality  measures  will  be  established.  The 
National  Health  Board  and  its  private  sector  quality  council 
will  be  responsible  for  developing  a  set  of  national  quality 
goals  and  measurements  of  performance  for  health  plans.  Each 
plan  would  be  responsible  for  collecting  this  information 
which  would  include: 

-  consumer  ease  of  access-  such  as  waiting  time 

-  appropriateness  of  care-  such  as  rates  of  surgery 

-  outcomes  of  care-  such  as  survival  rates 

-  health  promotion  and  prevention-  immunization  rates 

-  consumer  satisfaction  from  surveys 
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2.  Plans  will  be  required  to  publish  annual  "quality  report 
cards"  that  will  allow  consumers  to  compare  the  performance  of 
each  health  plan  within  their  alliance  and  choose  their  health 
plan  based  on  these  uniform  quality  measures  and  the  premium 
cost.  The  report  card  will  be  presented  in  a  standard  format 
and  alliances  will  be  required  to  disseminate  this  information 
to  consumers  in  a  user-friendly  fashion.  Quality  report  cards 
empower  consumers  to  judge  quality  improvement,  and  are  being 
used  today  by  several  organizations  including  United  Health 
Care,  US  Healthcare  and  Kaiser  Permanente. 

3.  The  Agency  for  Health  Care  Policy  and  Research  will  expand 
outcomes  research  and  increase  the  development  of  clinical 
practice  guidelines.  Outcomes  research  is  the  scientific 
assessment  of  what  works  and  what  doesn't  work  in  medicine  and 
the  numerous  factors  affecting  effectiveness.  Clinical 
practice  guidelines  facilitate  the  accurate  translation  of 
medical  and  outcomes  research  into  readily  useable  decision- 
making tools  for  clinicians  and  patients.  The  expansion  of 
these  "tools"  for  improving  the  quality  of  care  includes  the 
establishment  of  a  clearinghouse  and  certification  of 
guidelines  developed  by  the  private  sector  and  a  dissemination 
program  to  be  utilized  by  Regional  Professional  Foundations. 

4 .  Regional  Professional  Foundations  composed  of  Academic 
Health  Centers,  Schools  of  Public  Health,  Plans  and  Providers 
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will  be  at  the  center  of  continuing  education  of  health 
professionals  and  dissemination  of  information  to  those  who 
need  it.  These  private  sector  organizations  will  develop 
lifetime  learning  programs  for  health  professionals, 
disseminate  clinical  practice  guidelines  and  information  on 
"best  practices",  foster  collaboration  among  plans  and 
providers,  and  develop  innovative  patient  education  systems  to 
enhance  patients  *  involvement  in  decisions  about  their  health 
care. 

5.  states  will  establish  quality  criteria  and  certify  health 
plans  based  on  the  criteria.  Plans  will  also  be  required  to 
meet  a  series  of  consumer  protections  including  :  fiscal 
soundness,  truth  in  marketing,  grievance  procedures, 
disclosure  of  consumer  rights  and  responsibilities, 
disenrollment  only  for  cause,  and  disclosure  of  utilization 
management  practices. 

6.  Administrative  simplification  will  reduce  paperwork  for 
providers  and  allow  more  time  for  continuous  quality 
improvement.  These  measures  include  relieving  simple 
physician  laboratories  from  registration  under  the  Clinical 
Laboratories  Improvement  Act  (CLIA) ,  standardizing  claims 
forms,  electronic  claims  transmission,  and  the  development  of 
uniform  standards  for  licensing  health  care  institutions. 
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Through  these  six  steps  the  Health  Security  Act  will  transform  a 
patchwork  of  process  measures,  regulatory  procedures,  and  uneven 
quality  into  a  uniform  national  quality  management  system  focused 
on  performance  measures  and  continuing  quality  improvement.  The 
further  integration  of  public  health  with  the  personal  health  care 
system  will  afford  new  opportunities  for  health  plans  and  providers 
to  practice  prevention  and  to  focus  quality  measures  on  the 
outcomes  of  care  in  populations.  We  believe  this  will  ensure  that 
the  health  care  delivered  under  the  President's  plan  will 
meet  the  high  standards  that  Americans  have  come  to  expect. 

CONSUMER  PROTECTION 

Consumer  protection  is  the  heart  of  the  Health  Security  Act. 
For  the  first  time,  consumers  will  be  guaranteed  security  of 
insurance  coverage,  at  a  fair  price,  and  with  choices  of  plans  that 
meet  individual  and  family  needs.  To  assist  consumers  in  making 
wise  choices  among  competing  health  plans,  the  alliances  will 
provide  a  user-friendly  report  card  detailing  the  performance  of 
health  plans  along  various  measures  of  quality  and  consumer 
satisfaction. 

Further,  the  alliances  will  be  governed  by  Boards  with  a  fifty 
percent  consumer  membership.  They  will  serve  a  watchdog  function 
to  ensure  that  health  plans  are  serving  all  consumers  in  the  area, 
that  plans  are  truthfully  marketed  and  that  consumer  rights  and 
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responsibilities  are  fully  disclosed.  Ombudsman  Offices  at  the 
alliance  level  will  further  serve  to  both  educate  consumers  and  to 
be  an  advocate  to  help  resolve  grievances  in  a  fair  and  timely 
manner.  Also,  consumers  will  receive  better  care  through 
administrative  simplification,  tort  reform,  improvements  on 
clinical  practice  guidelines  and  quality  measurement.  Through 
these  means,  the  Health  Security  Act  will  give  consumers  the 
knowledge  and  power  to  obtain  high  quality  health  care  at  an 
affordable  price. 

Consumer  Grievances 

The  President's  bill  establishes  the  general  standard  of 
"medically  necessary  or  appropriate"  for  the  determination  of  which 
medical  services  are  covered,  beyond  the  detailed  listing  specified 
in  the  bill  itself.  Disputes  inevitably  will  arise  concerning 
individual  claims  that  a  service  should  have  been  provided  or  paid 
for,  when  a  health  plan  is  asserting  that  the  service  is  not  part 
of  the  comprehensive  benefit  package.  For  those  situations,  the 
President's  bill  establishes  an  efficient  and  fair  grievance 
resolution  system. 

The  Act  provides  a  comprehensive  system  of  administrative  and 
judicial  review  to  ensure  fair,  accessible,  and  expeditious 
determinations  of  rights  and  benefits.  Section  1326  accordingly 
requires  each  regional  alliance  to  establish  an  "office  of 
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ombudsman"  to  assist  consumers  in  dealing  with  problems  that  arise 
with  health  plans  and  the  alliance,  and  to  ensure  that  enrollees 
understand  their  rights  and  remedies  under  the  Act.  In  addition, 
the  Act  sets  forth  specific  rights  and  remedies  for  establishing 
entitlement  to  coverage  or  reimbursement.  The  Act  provides  that  a 
health  plan  must  act  on  a  claim  guickly  and  provide  clear,  easily 
understandable  notice  of  its  decision.  Most  claims  must  thus  be 
resolved  within  30  days,  and  reguests  for  preauthorization  of 
certain  urgently-needed  services  must  be  resolved  within  24  hours. 

If  the  health  plan  denies  a  claim,  the  provider  or  enrolled 
individual  can  elect  one  of  several  different  means  of  appeal  and 
redress.  First,  a  claimant  can  challenge  a  health  plan's  denial  of 
coverage  or  reimbursement  by  appealing  to  administrative  review 
bodies  created  by  the  Act.  Both  corporate  and  regional  alliance 
claimants  must  use  these  procedures.  Under  these  review 
procedures,  a  claimant  has  the  right  to  present  evidence  and 
testimony  in  support  of  his  or  her  claim  at  a  hearing  before  an 
impartial  hearing  officer  who  may  affirm  the  health  plan's  denial 
of  coverage  or  order  the  claim  paid.  The  hearing  officer's 
decision  may  then,  upon  the  reguest  of  any  party  to  the  hearing,  be 
reviewed  by  the  Federal  Health  Plan  Review  Board,  a  five-member 
administrative  panel  of  specially  gualified  individuals  appointed 
by  the  Secretary  of  Labor.  The  Review  Board  determines  whether  the 
hearing  officer's  decision  is  adeguately  supported  by  the 
administrative  record  and  consistent  with  applicable  law.     A 
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claimant  or  health  plan  that  is  dissatisfied  with  the  Review 
Board's  final  order  may  then  seek  review  in  the  United  States 
courts  of  appeals,  provided  the  amount  or  value  in  dispute  exceeds 
$10,000. 

A  claimant  may  also  elect  two  alternative  means  of  redress. 
He  or  she  may,  without  losing  any  other  right  to  administrative  and 
judicial  review,  seek  non-binding  mediation  of  the  dispute.  In 
addition,  claimants  who  participate  in  a  regional  alliance  may 
forgo  the  administrative  and  mediation  remedies  established  by  the 
Act  and  seek  relief  in  court. 

Access  to  Information  About  Providers 

One  of  the  improvements  for  consumers  in  the  President's  plan 
is  its  opening  of  access  by  consumers  to  information  about 
physicians  who  have  been  sanctioned.  The  Health  Security  Act 
provides  that  the  National  Practitioner  Data  Bank  will  make 
available  to  the  public  the  names  of  physicians  who  have  a  pattern 
of  malpractice  payouts  or  sanctions.  As  this  committee  is  aware, 
under  the  Health  Care  Quality  Improvement  Act,  malpractice  payouts 
and  sanctions  are  reported  to  the  National  Practitioner  Data  Bank, 
and  that  information  is  made  available  to  states  or  accrediting 
bodies,  but  not  to  the  general  public.  Under  the  Health  Security 
Act,  for  the  first  time,  the  names  of  health  care  practitioners 
with  repeated  numbers  of  sanctions  will  be  available  to  the  public. 
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With  this  information  and  the  information  available  through  the 
quality  measures  in  the  proposal,  the  public  can  make  more  informed 
choices  about  the  physicians  they  choose,  and  thus  improve  the 
quality  of  the  health  care  they  receive. 

PROTECTING  PRIVACY  OP  PATIENT  RECORDS 

The  Act  directs  the  National  Health  Board  to  promulgate 
standards  to  protect  the  privacy  of  individually  identifiable 
information  which  is  collected  and/or  reported  as  part  of  the  new 
system.  Those  standards  will  be  based  on  several  core  principles 
established  by  the  legislation,  including  the  following: 

*  that  any  disclosures  permitted  by  law  shall  be  of  the 
minimum  amount  of  information  necessary  to  achieve  the 
lawful  purpose  of  that  disclosure 

*  that  every  patient  shall  have  a  right  to  know  in  what 
locations  any  individually  identifiable  information  is 
maintained  and  the  purposes  for  which  such  information 
could  be  disclosed,  and 

*  that  every  patient  shall  have  a  right  of  access  to 
individually  identifiable  information  in  order  to  see, 
copy  or  correct  such  records. 
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In  addition,  the  Board  is  directed  to  prepare  for  the 
President  and  for  Congress  and  detailed  proposal  for  comprehensive 
medical  records  legislation. 

With  regard  to  the  health  security  card,  the  Act  will  prohibit 
any  use  of  the  card  except  for  the  purposes  of  obtaining  the  items 
and  services  in  the  guaranteed  national  benefit  package.  Anyone 
who  requires  the  display  or  use  of  the  card,  or  who  requires  the 
disclosure  or  use  of  the  unique  identifier  number,  for  any  other 
purpose  will  be  subject  to  criminal  penalties. 


Mr.  Chairman,  this  concludes  my  statement.  I  would  be  pleased 
to  answer  the  questions  you,  or  other  Members  of  the  Committee,  may 
have. 
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Mr.  Waxman.  In  your  testimony,  you  discussed  a  number  of 
measures  in  the  President's  plan  that  are  expansions  of  public 
health  programs  now  authorized  by  the  Public  Health  Service  Act. 

For  example,  you  have  said  you  want  to  help  the  States  and  local 
governments  with  epidemiology  and  disease  surveillance  to  help 
control  TB  and  STD's  and  to  ensure  environmental  health.  But  as 
we  discussed  at  last  week's  hearing  on  essential  community  provid- 
ers, the  bill  doesn't  provide  enough  money  for  these  public  health 
initiatives.  It  simply  authorizes  them  without  any  reliable  funding 
for  them,  and  since  the  budget  bill  last  year  froze  all  appropria- 
tions for  5  years,  there  is  not  much  chance  of  getting  the  money 
for  these  programs  without  cutting  other  programs,  and  we  are  all 
afraid  that  it  might  mean  robbing  Peter  to  pay  Paul. 

The  administration  found  mandatory  money,  a  guaranteed  fund- 
ing stream  for  a  number  of  other  programs  in  this  bill,  but  not  for 
these.  How  can  you  say — how  can  you  lay  out  such  a  high  ambition 
for  these  programs  without  providing  money?  Aren't  you  just  say- 
ing that  these  programs  will  get  whatever  is  left  over? 

Mr.  Lee.  Well,  if  we  do  not  provide  for  the  assured  source  of 
funding,  that  would  certainly  be  the  case.  The  administration  is 
committed  to  working  with  the  Congress  to  identify  an  assured 
source  of  funding  to  support  the  initiatives  in  title  III,  and  hope- 
fully that  will  progress  rapidly. 

I  know  this  committee  has  a  deep  concern  about  that  and  I  can 
assure  you  that  we  will  do  everything  possible  to  expedite  that 
process  to  identify  the  source  of  funding  and  to  work  with  the  Con- 
gress to  assure  that  source  of  funding. 

Mr.  Waxman.  We  are  going  to  start  markup  presumably  in  3 
weeks.  The  administration  has  been  working  on  it  for  more  than 
a  year.  When  are  you  going  to  have  a  final  position  on  funding 
these  initiatives?  Would  you  please  have  this  information  available 
to  us  within  the  next  several  weeks? 

Mr.  Lee.  I  would  certainly  hope  so,  Mr.  Chairman. 

Mr.  Waxman.  The  public  health  initiatives  you  propose  in  your 
bill  are  very  broad  and  sometimes  amorphous.  Every  State  is  doing 
something  that  can  now  at  least  be  labeled  a  core  public  health  ini- 
tiative and  most  States  are  cash  strapped  now. 

As  this  morning's  Washington  Post  makes  clear,  many  States  are 
looking  for  creative  ways  to  refinance  their  efforts  using  Federal 
money  to  pay  for  what  State  money  now  provides.  How  are  you 
going  to  assure  that  States  maintain  their  ongoing  efforts  and  that 
the  Federal  money  in  these  programs  actually  buys  new  services 
and  doesn't  just  shift  the  financing  for  existing  services  to  the  Fed- 
eral Government? 

Mr.  Lee.  Well,  we  need  to  have  a  very  clear  maintenance  of  ef- 
fort provision  and  if  it  is  the  feeling  of  this  committee  that  those 
provisions  are  not  sufficient,  we  would  certainly  work  with  you  to 
make  them  sufficient  to  assure  that  States  would  continue  and 
local  governments  would  continue  their  current  maintenance  of  ef- 
fort. 

I  was  in  Los  Angeles  County  on  Thursday  and  Friday  working 
with  and  reviewing  with  the  local  public  health  officials  the  current 
state  of  public  health,  particularly  in  response  to  the  earthquake 
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emergency.  The  highest  priority  need  right  now  is  for  the  surveil- 
lance function  to  monitor  the  community. 

They  have  been  doing  surveys  in  homes  to  see  who  had  safe 
water  supplies,  who  did  not  have,  who  had  adequate  sanitary  facili- 
ties available.  They  are  making  a  very  substantial  investment  from 
local  tax  funds,  and  I  think  we  need  to  have  the  maintenance  of 
effort  requirements  in  order  that  we  can  strengthen  those  with  this 
core  public  health  provision. 

Mr.  Waxman.  If  we  are  going  to  try  to  make  sure  the  States  are 
doing  what  we  expect  of  them,  will  you  support  establishing  stand- 
ards for  measuring  State  progress  in  achieving  the  goals  of  Healthy 
People  2000  report,  and  can  we  hold  States  accountable  for  the  use 
of  funds  in  this  manner? 

Mr.  Lee.  First  of  all,  we  definitely  need  to  hold  the  States  ac- 
countable. I  think  many  States  will  set  specific  Healthy  People 
2000  objectives  as  the  objectives  to  be  achieved  through  funding  of 
the  core  public  health  activities.  Some  States  might  pick  a  different 
public  health  objective,  but  they  will  be  identified,  specified,  and 
they  will  be  held  accountable. 

I  think  that  is  absolutely  critical  if  we  are  to  have  an  accountable 
program  through  the  core  public  health  function. 

Mr.  Waxman.  You  observe  in  your  testimony  disputes  will  be  in- 
evitable between  health  plans  and  consumers  as  to  whether  a  par- 
ticular service  is  medically  necessary  or  appropriate  and  therefore 
covered. 

The  way  the  President's  bill  proposes  to  deal  with  these  disputes 
is  a  grievance  resolution  system,  including  ombudsman  and  admin- 
istrative and  judicial  review  of  claims  denials. 

As  we  will  hear  later  today,  consumer  representatives  do  not  be- 
lieve that  this  grievance  resolution  system  is  adequate.  Obviously 
if  we  are  going  to  go  down  the  managed  competition  road,  as  the 
President  proposes,  then  we  must  assure  that  claims  disputes  be- 
tween health  plans  and  consumers  are  promptly,  efficiently,  and 
fairly  resolved  because  I  am  equally  concerned  about  how  likely  it 
is  that  these  claims  denials  occur  in  the  first  place,  and  that  is  a 
function  of  how  much  pressure  the  physicians  and  other  providers 
in  the  plans  are  under  not  to  deliver  care. 

We  have  a  long  and  sorry  history  of  outrageous  physician  incen- 
tive arrangements  in  Medicare  and  Medicaid.  That  is  why  the  Con- 
gress several  years  ago  expressly  prohibited  any  health  plan  con- 
tracting with  Medicare  and  Medicaid  from  placing  physicians  at 
substantial  financial  risk  for  hospital  or  other  services  without  ade- 
quate protections. 

My  question  is,  why  doesn't  the  President's  bill  apply  this  same 
standard  to  health  plans  offered  by  the  alliances?  Why  does  the  bill 
in  effect  give  the  plans  complete  flexibility  to  establish  financial  in- 
centive arrangements  with  their  physicians  that  strongly  reward 
the  denial  of  care,  and  wouldn't  it  make  sense  to  prohibit  plans 
from  establishing  physician  incentive  arrangements  that  will  lead 
to  many  denials  of  care  overwhelming  the  grievance  resolution 
process  and  enriching  the  plans  and  their  attorneys? 

Mr.  Lee.  We  would  agree,  Mr.  Chairman,  and  we  would  be  glad 
to  work  with  you  and  members  of  this  committee  to  achieve  a  prop- 
er set  of  standards  in  the  legislation.  As  you  have  pointed  out,  the 
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Health  Security  Act  does  not  explicitly  extend  the  Medicare  and 
Medicaid  standards  for  physician  incentive  arrangements,  and 
these  would  be  a  model  that  we  might  then  apply.  We  would  cer- 
tainly be  glad  to  work  with  you  on  that,  because  that  is  an  issue 
we  are  as — we  certainly  do  not  want  to  have  incentives  that  do  not 
assure  people  appropriate  levels  of  care.  As  there  are  concerns 
about  this,  we  think  those  concerns  need  to  be  specifically  ad- 
dressed. 

Mr.  Waxman.  I  have  other  questions,  but  I  want  to  recognize  Mr. 
Cooper  for  his  opportunity  to  ask  questions.  Then  I  will  come  back 
on  the  next  round. 

Mr.  Cooper. 

Mr.  Cooper.  I  thank  the  chairman.  I  will  be  very  brief.  I  want 
to  congratulate  the  Chair  for  his  long  leadership  in  public  health 
areas.  It  is  with  some  sadness  I  think  we  all  acknowledge  that  to- 
day's health  care  system  in  America,  while  it  has  many  virtuous, 
has  not  done  as  much  in  the  public  health  area  as  it  should  have. 

We  have  shortchanged  preventive  care,  primary  care,  prehospital 
care,  a  number  of  these  areas.  I  have  been  made  particularly  sen- 
sitive to  these  needs  by  my  own  mother-in-law  who  has  worked  as 
an  M.D.  in  Mississippi  public  health  care  for  probably  more  years 
than  I  should  tell  you  publicly,  did  a  great  job  trying  to  keep  up 
with  the  different  problems  that  have  plagued  not  only  that  area 
but  many  other  parts  of  the  country  for  a  long,  long  time. 

I  think  it  is  one  of  the  most  exciting  parts  of  the  prospect  of  na- 
tional health  care  reform.  We  will  finally  be  able  to  get  everyone 
pulling  together  working  toward  an  improved  public  health  system. 
So  I  look  forward  to  working  with  the  Chair  and  other  Members 
to  make  sure  that  this  can  become  a  reality  this  year. 

I  thank  the  Chair. 

Mr.  Lee.  If  I  might  just  make  a  comment  on  that  too,  Mr.  Chair- 
man. We  believe  that  the  health  plans,  with  the  incentives  for 
capitated  payments,  will  have  far  greater  incentives  for  achieving 
population-based  public  health  objectives.  Immunization  is  a  good 
example  of  that,  and  that  is  one  of  the  reasons  that  the  approach 
the  President  proposed  is  so  exciting. 

It  permits  a  real  partnership  between  health  plans  and  public 
health  in  a  way  that,  in  the  current  system,  is  not  possible.  We  do 
not  have  an  accountable  system.  There  are  no  incentives  to  provide 
preventive  services  or  to  achieve  population-based  public  health  ob- 
jectives, and  to  me  that  is  one  of  the  most  exciting  parts  of  the 
plan. 

Mr.  Waxman.  Well,  if  you  think  that  will  be  accomplished 
through  the  plan's  desiring  to  provide  Public  Health  Services  pre- 
sumably because  they  want  to  keep  the  population  healthier,  do 
you  see  any  reason  why  we  ought  to  continue  the  public  health  pro- 
grams that  we  fund  at  the  Federal  level?  Should  we  let  the  plans 
go  ahead  and  take  on  those  responsibilities  themselves? 

Mr.  Lee.  We  absolutely  have  to  continue  the  Federal  public 
health  programs.  Without  those,  we  don't  have  any  assurance  until 
we  have  fully  implemented  the  Act.  We  intend  to  request  reauthor- 
ization of  all  the  categorical  programs  that  we  are  currently  fund- 
ing because  in  many  cases  you  need  to  assure  an  infrastructure  of 
public  health  to  achieve  the  objectives,  also,  you  have  to  have  tar- 
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geted  efforts,  like  the  HIV  prevention  programs  or  TB  control  pro- 
grams. 

It  is  essential  that  we  continue  these  programs  even  though  we 
believe  that  we  will  have  significant  improvements  in  public  health 
through  the  plans.  There  are  certain  public  health  functions  that 
must  be  and  will  be  performed  by  public  health  departments  if  we 
are  to  protect  the  health  of  all  of  us.  Particularly  if  we  are  to  pro- 
tect the  health  of  the  most  vulnerable  population,  because  they  are 
exposed  to  greater  risk  from  things  like  tuberculosis. 

Mr.  Waxman.  Well,  tell  us  what  kinds  of  things  we  could  look  to 
the  plans  to  take  over  in  the  area  of  public  health  in  a  managed 
competition  system. 

Mr.  Lee.  Well,  I  would  think,  for  example,  immunization  is  one 
such  area.  It  is  a  personally  delivered  service,  but  first,  there  needs 
to  be  accountability. 

We  need  to  measure  the  performance  of  the  plans — do  they  im- 
munize the  kids  as  the  goals  set  forth.  Then  we  need  to  have  data, 
community  based  health  statistics  on  morbidity  and  mortality  so 
we  can  measure  performance  not  only  on  process,  were  the  kids  ap- 
propriately immunized,  but  was  there  any  preventable  infectious 
disease  in  the  community,  that  the  plan  should  have  addressed  and 
one  of  the  objectives  should  be  identified  for  the  plan  and  then  ex- 
amined— were  they  achieved,  were  they  not  achieved?  Plan  per- 
formance then  gets  evaluated  on  that  basis. 

Mr.  Waxman.  Would  you  reevaluate  a  plan  on  the  basis  of  what 
is  happening  in  the  community  or  only  for  those  members  that  are 
part  of  that  plan? 

Mr.  Lee.  There  are  three  levels.  One  is  the  plan  performance 
with  respect  to  the  population  for  which  it  has  responsibility.  Sec- 
ond, the  alliance  performance,  because  that  is  again  a  population- 
based  approach,  and  third  is  the  performance  of  the  public  health 
agency  at  the  State  and  local  level  to  achieve  the  public  health  ob- 
jectives. 

So  I  think  we  have  opportunities  at  those  three  levels  to  evaluate 
performance  in  achieving  public  health  objectives. 

Mr.  Waxman.  Well,  give  me  another  example. 

Mr.  Lee.  Another  example  would  be  screening,  for  example,  Pap 
smears  of  women  to  early  detect  cervical  cancer  and  treat  it  early, 
or  mammography  of  women  over  50.  The  director  of  the  National 
Cancer  Institute,  Dr.  Sam  Broder,  has  indicated  if  we  were  doing 
mammographies  now  appropriately  for  women  over  50,  we  could 
significantly  reduce  the  morbidity  and  mortality  from  breast  can- 
cer, and  that  is  particularly  true  in  lower  income  and  minority  pop- 
ulations. 

That  would  be  another  area  where  we  could  assess  the  perform- 
ance of  the  plan.  Did  they  do  the  mammographies,  and  then  what 
was  the  result  in  terms  of  the  prevention  of,  let's  say,  early  mortal- 
ity from  breast  cancer.  You  can  look  at  hypertension  as  another  ex- 
ample. 

Mr.  Waxman.  How  do  you  evaluate  whether  a  plan  has  done  an 
adequate  job  in  screening? 

Mr.  Lee.  You  set  certain  goals  with  respect  to  mammography  for 
women  over  50.  You  measure  whether  the  plan  in  fact  achieved 
those  goals,  what  was  then  the  rate  of  early  detection  of  breast  can- 
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cer,  and  then  whether  treatments  were  given  to  those  women  early 
enough  to  reduce  their  subsequent  mortality  from  breast  cancer. 

Mr.  Waxman.  Who  will  set  those  goals,  the  plan  or  some  other 
agency? 

Mr.  Lee.  Well,  I  believe  that  we  should  have  public  health  goals 
as  one  of  the  goals  that  is  set  for  the  plans  by  the  State.  In  other 
words,  the  State  should  say  that  health  plans  have  to  achieve  cer- 
tain public  health  goals,  just  as  in  our  core  public  health  we  would 
say  that  the  State  has  to  achieve,  and  we  would  agree  on  what  the 
goals  they  would  be  achieving. 

Within  that  State,  it  seems  to  me  the  State  then  has  to  say  to 
the  plans,  here  are  certain  goals  that  can  be  achievable  by  the 
health  plans. 

Mr.  Waxman.  Who  will  monitor  the  health  plans  to  see  if  they 
are  achieving  these  goals? 

Mr.  Lee.  I  think  the  alliance  would  monitor  the  health  plans,  but 
particularly  the  public  health  agencies  and  particularly  at  the 
State  level,  would  have  a  responsibility  to  monitor,  to  see  if  we  are 
achieving  the  public  health  objectives. 

The  consumers  would  also  monitor  because  they  will  receive  a 
quality  report  card  so  that — and  that  is  one  of  the — to  me  one  of 
the  valuable  parts  again  of  the  plan.  That  will  be  information 
about  public  health  objectives,  did  they  achieve.  I  mean,  prenatal 
care,  immunization,  mammography,  other  public  health  objectives 
could  be  identified. 

That  information  provided  to  the  consumers  and  if  they  find  that 
a  plan  is  not  providing  prenatal  care  or  is  not  doing  the  immuniza- 
tions as  well  as  another  plan,  they  can  then  choose  a  plan  based 
on  those  performance  measures,  and  that  is  of  course  a  critical  part 
of  the  consumer  choice. 

To  me,  the  most  important  part  of  these  competing  plans  is  com- 
petition on  the  basis  of  quality  and  an  affordable  price,  but  quality 
is  an  absolutely  essential  element  in  the  whole  plan. 

Mr.  Waxman.  Now,  let's  say  the  public  health  agency  has  deter- 
mined that  a  plan  is  not  living  up  to  these  standards.  What  hap- 
pens then? 

Mr.  Lee.  There  are  two  things.  One,  you  are  informing  the  con- 
sumers and  the  consumers  may  talk  with  their  feet,  or  you  can 
have,  as  an  accreditation  measure  for  a  plan,  a  certain  level  of  per- 
formance has  to  be  achieved  and  if  it  doesn't  achieve  that,  the  plan 
then  is  not  participating. 

Mr.  Waxman.  Who  is  going  to  a  credit  these  plans,  who  is  going 
to  reevaluate  them  based  on  the  information  they  are  not  living  up 
to  their  goals? 

Mr.  Lee.  States  will  do  that,  but  they  don't  do  that  now  on  a  per- 
formance basis.  You  have  examples  such  as  in  California,  the 
Knox-Keene  provision  and  there  are  various  provisions  that  relate 
to  financial  soundness  of  the  plan. 

There  are  no  performance  measures  currently  required  of  plans 
to  achieve  public  health  objectives. 

Mr.  Waxman.  Does  the  administration's  bill  put  one  in  place  so 
that  we  can  make  sure  that  these  plans  are  accredited  because 
they  are  meeting  the  standards  that  we  expect  of  them,  or  are  we 
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simply  going  to  rely  on  consumers  to  leave  if  they  find  out  that 
they  have  not  been  given  the  care? 

Mr.  Lee.  It  is  very  specific  with  respect  to  the  report  card  and 
what  can  be  in  the  report  card.  In  terms  of  the  State  requirements 
for  plans,  a  quality  requirement  would  be  there,  but  we  can  work 
to  clarify  that  more  fully. 

Again,  I  think  we  can  discuss  with  this  committee  what  should 
be  the  requirements  for  plan  performance  in  the  legislation. 

Mr.  Waxman.  Now,  if  a  consumer  is  unhappy  with  what  is  going 
on  in  his  plan,  her  plan,  that  the  plan  is  saying,  no,  we  are  not 
going  to  cover  certain  services  and  that  is  just  the  way  it  is,  the 
President's  proposal  says  that  the  people  can,  if  they  are  in  a  re- 
gional alliance,  avail  themselves  of  certain  administrative  rem- 
edies, but  if  they  are  in  a  corporate  alliance,  they  wouldn't  be  able 
to  have  those  same  remedies. 

It  seems  to  me  that  in  many  areas  the  same  plan  will  be  serving 
both  a  regional  and  corporate  alliance,  yet  plan  members  will  not 
have  the  same  assurances  of  quality  and  remedies.  That  doesn't 
make  sense.  Why  do  we  have  that  distinction? 

Mr.  Lee.  Nan,  do  you  want  to  answer? 

Ms.  Hunter.  Yes,  if  I  might,  Mr.  Chairman.  The  structure  for 
grievance  procedures  is  somewhat  different  for  individuals  in  cor- 
porate alliances  and  in  regional  alliances.  The  reason  for  that  was 
that  the  decision  was  made  to  attempt  to  track  to  some  extent  ex- 
isting ERISA  remedies  which  cover  people  who  are  now  in  self-in- 
sured plans,  so  the  structure  of  grievance  procedures  to  some  ex- 
tent follows  that  difference. 

However,  the  remedies  in  the  Health  Security  Act  provide  in 
some  ways  more  than  the  current  ERISA  system  does.  Under 
ERISA,  current  remedies  are  quite  limited  to  recovery  of  specific 
benefit  amounts,  and  in  the  administrative 

Mr.  Waxman.  Why  do  we  care  about  ERISA  anymore  if  we  are 
establishing  a  health  security  program  for  the  country  and  we  are 
saying  the  people  are  going  to  be  in  these  alliances,  and  if  they  are 
in  the  alliances,  they  get  certain  consumer  protections,  but  if  they 
happen  to  stay — if  they  are  outside  the  alliance  because  they  are 
exempted  due  to  the  fact  they  are  in  a  corporate  alliance,  they  don't 
have  those  protections. 

Secretary  Bentsen  was  quoted  in  the  paper  as  saying  he  is  open 
to  negotiating  these  alliances  and  maybe  having  lots  of  different 
groups  going  on  to  represent  smaller  portions  of  the  population. 

Are  we  going  to  have  different  consumer  protections  for  some 
people  and  no  consumer  protections  for  other  people?  How  are  we 
going  to  fill  in  this  area  so  that  we  give  the  consumer  the  best 
chance  to  make  sure  he  or  she  gets  what  they  are  supposed  to  get. 

Ms.  Hunter.  Let  me  just  emphasize  that  the  only  distinction  is 
in  the  fact  that  for  persons  in  corporate  alliances  the  administra- 
tive process  is  the  exclusive  remedy.  So  persons  in  corporate  alli- 
ances have  the  full  array  of  other  consumer  protections,  including 
those  that  are  built  into  the  system  design  that  Dr.  Lee  was  talk- 
ing about  in  terms  of  information  and  the  power  to  be  able  to  select 
among  plans. 

Mr.  Waxman.  Well,  you  selected  a  plan.  You  have  been  given 
your  choice  of  plans,  you  selected  a  plan.  You  go  to  the  plan  and 
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you  say,  now,  I  am  sick.  I  wasn't  sick  when  I  selected  you,  but  the 
reason  I  selected  this  plan  is  because  I  want  to  be  taken  care  of, 
and  this  gate  keeper  doctor  is  saying  that  I  shouldn't  have  a  cer- 
tain test  and  I  think  I  ought  to  have  that  test,  and  the  President 
says,  well,  if  I  purchased  membership  in  this  plan  through  the  alli- 
ance, I  have  certain  ways  I  can  appeal  that,  but  if  I  am  not  in  that 
alliance  and  I  am  in  some  other  alliance,  I  won't  have  those  protec- 
tions. 

What  do  I  do  then? 

Ms.  Hunter.  Let  me  just  emphasize  that  a  person  in  a  corporate 
alliance  has  the  full  range  of  remedies  that  are  in  the  administra- 
tive process. 

Mr.  Waxman.  Tell  us  what  they  are. 

Ms.  Hunter.  Those  include  going  through,  if  the  person  chooses, 
a  mediation  process  or  going  immediately  into  an  administrative 
hearing  before  a  State  administrative  law  judge.  That  State  admin- 
istrative law  judge  has  the  obligation  to  reconsider  anew  whatever 
denial  or  delay  in  benefits  occurred  that  led  to  the  grievance,  and 
then  there  is  a  right  of  appeal  from  the  decision  of  the  State  ad- 
ministrative law  judge  to  a  Federal  health  board  review  agency 
that  reconsiders  the  decision.  If  the  amount  in  question  is  substan- 
tial, if  it  is  greater  than  $10,000,  then  there  is  a  further  right  of 
appeal  out  of  the  administrative  process  into  a  United  States  Court 
of  Appeals. 

Mr.  Waxman.  So  everybody  has  the  opportunity  to  do  this. 

Ms.  Hunter.  Everyone  has  an  opportunity. 

Mr.  Waxman.  Assuming  they  can  afford  an  attorney  to  pursue  it 
for  them.  What  do  people  have  that  are  in  the  alliances  that  they 
wouldn't  have  if  they  were  getting  health  care  from  a  plan  outside 
of  the  alliance? 

Ms.  Hunter.  Well,  let  me  just  point  out  that  included  in  the 
rights  that  everyone  has  is  the  right  to  attorney's  fees,  to  recover 
if  they  prevail,  which  is  a  big  improvement  over  the  current  system 
in  many  instances. 

The  difference  between  the  individual  in  the  corporate  alliance 
and  the  individual  in  the  regional  alliance  is  that  the  individual  in 
the  regional  alliance  also  has  the  option  to  file  an  action  in  State 
court,  in  a  court  of  competent  jurisdiction.  The  person  in  the  cor- 
porate alliance  can  only  go  through  the  administrative  procedure 
that  I  just  described. 

As  I  said,  this  was  an  attempt  to  track  more  closely  the  current 
structure  for  persons  who  are  enrolled  in  big  corporate  self-insured 
plans. 

Mr.  Waxman.  Is  there  any  reason  why  we  shouldn't  say  that  no 
matter  whether  you  get  your  health  care  through  one  alliance  or 
another  right  now,  you  are  envisioning  two,  there  may  be  more, 
that  you  ought  to  have  the  same  consumer  protections?  Any  reason 
not  to  do  that? 

Ms.  Hunter.  I  think  the  administration  is  committed  absolutely 
to  maximizing  consumer  protections  and  to  the  greatest  extent  pos- 
sible, to  equalizing  those  consumer  protections. 

What  the  bill  tries  to  do  is  to  strike  a  balance  between  the  goal 
of  maximizing  and  equalizing  those  protections  and  adjusting  the 
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process  of  transition  for  some  of  the  entities  that  are  going  to  be 
offering  plans. 

Mr.  Waxman.  We  want  to  work  with  you  further  on  that. 

Ms.  Hunter.  We  welcome  that  opportunity. 

Mr.  Waxman.  Another  witness  today  will  express  some  concern 
that  the  so-called  conscience  clause  which  allows  a  health  profes- 
sional to  refuse  to  provide  service  that  he  or  she  has  personal  objec- 
tion to  could  allow  physicians  to  refuse  medical  care  to  gay  men  or 
lesbians. 

I  know  this  was  not  the  intent  of  the  conscience  clause  and  that 
this  language  has  a  long  history  in  the  abortion  debate.  Could  you 
agree  that  the  conscience  clause  could  be  used  to  exclude  gay  men 
and  lesbians  from  medical  care? 

Ms.  Hunter.  No,  Mr.  Chairman,  the  conscience  clause  is  worded 
in  terms  of  the  ability  or  option  of  a  provider  to  decline  to  provide 
an  item  or  service,  and  those  are  the  exact  words  of  the  clause,  to 
provide  an  item  or  service. 

The  clause  could  not  be  invoked  selectively.  That  is,  a  provider 
could  not  decline  to  provide  a  service  for  one  class  of  patients  and 
not  for  others.  Invoking  the  option  would  have  to  be  done  across 
the  board. 

Mr.  Waxman.  The  President's  plan  anchors  most  of  its  non- 
discrimination protections  to  title  VI  of  the  civil  rights  law  which 
prohibits  discrimination  on  the  basis  of  race,  religion  or  national 
origin,  but  does  not  contain  protections  against  sex  discrimination. 

Protections  against  sex  discrimination  are  striking  in  their  ab- 
sence. I  assume  that  this  was  not  an  attempt  to  allow  sex  discrimi- 
nation. Why  have  you  not  provided  specific  protections  against  gen- 
der discrimination  and  would  you  support  efforts  to  do  so? 

Ms.  Hunter.  You  are  certainly  right,  that  there  was  no  intent 
to  allow  sex  discrimination,  and  we  would  welcome  the  opportunity 
to  work  with  you  on  this  issue.  I  do  want  to  point  out  that  the  pro- 
hibition against  discrimination  by  health  plans  does  include  a  pro- 
hibition against  sex  discrimination. 

We  would  be  happy  to  work  with  you  to  find  the  best  statutory 
standard  for  anti-discrimination  for  linkage  of  the  financial  partici- 
pation rules. 

Mr.  Waxman.  Later  today  we  will  hear  from  a  number  of  civil 
rights  groups,  including  the  NAACP  and  the  National  Women's 
Law  Center  that  the  protections  against  discrimination  are  not 
adequate,  specifically,  they  are  argue  that  the  bill  should  require 
preclearance  of  alliances  and  health  plans  for  items  such  as  service 
boundaries  to  prevent  discrimination  on  the  basis  of  race  or  gender. 

I  would  like  to  know  why  your  bill  does  not  include  such  a 
preclearance  process  which  the  Federal  Government  now  uses  in 
other  contexts  to  assure  nondiscrimination. 

Ms.  Hunter.  Well,  the  bill  does  include  very  strong  protections 
against  discrimination.  What  the  drafters  were  attempting  to  do  in 
this  section  was  to  strike  a  balance  between  the  goal  of  the  admin- 
istration, which  it  certainly  shares  with  you  and  this  committee,  of 
prohibiting  discrimination,  and  the  concerns  also  expressed  against 
too  heavy  or  too  substantial  an  amount  of  Federal  regulation. 

The  balance  that  we  struck  is  reflected  in  the  consistent  and  ex- 
plicit prohibitions  against  discrimination  and  in  the  private  rights 


362 

of  action  against  discrimination  that  are  provided  in  the  bill.  Again, 
we  would  be  happy  to  work  with  this  committee  to  consider  that 
balance  and  to  work  with  you  further  on  that. 

Mr.  Waxman.  Then  I  am  going  to  get  your  reaction  to  other  testi- 
mony we  received  last  week.  We  had  a  hearing  on  special  popu- 
lations and  the  National  Council  of  La  Raza  said  that  two  elements 
of  the  President's  bill,  the  denial  of  coverage  to  undocumented  im- 
migrants, plus  the  use  of  Health  Security  Card  will  in  combination 
create,  and  I  am  quoting,  "Create  an  enormous  threat  to  the  civil 
rights  of  all  Latinos  in  the  United  States,  whether  they  are  U.S. 
citizens  or  not." 

The  National  Council  feels  so  strongly  about  the  civil  rights  im- 
plications of  the  bill  that  they  are  opposing  its  enactment  in  its 
current  form,  even  though  its  universal  coverage  provisions  would 
benefit  millions  of  Latinos. 

As  an  alternative  they  recommend  issuing  an  identical  Health 
Security  Card  to  everyone  in  the  United  States  with  information  as 
to  who  is  not  eligible  encoded  on  the  card. 

What  is  your  response  to  the  National  Council?  Will  the  Health 
Security  Card  become  a  national  ID  card  and  that — will  that  lead 
to  discrimination  against  Hispanic  citizens? 

Ms.  Hunter.  Again,  we  are  very  committed  to  prohibiting  dis- 
crimination against  Hispanic  citizens  and  the  prohibitions  based  on 
national  origin  and  discrimination  based  on  English  language  flu- 
ency. Both  protected  categories  are  in  the  bill. 

The  approach  that  the  bill  takes  on  this  question  is  to  prohibit 
even  more  specifically  any  misuse  of  the  card  and  of  the  unique 
identifier  number.  The  bill  as  drafted  contains  both  civil  and  crimi- 
nal sanctions  against  anyone  seeking  to  use  the  card  for  any  other 
purpose  other  than  provision  of  health  services. 

In  other  words,  if  someone  were  to  ask  an  individual  to  produce 
the  card  in  order  to  qualify  for  any  benefits  or  to  get  a  job  or  for 
any  other  reason  except  to  obtain  health  services,  that  would  be 
not  only  a  civil  offense  but  a  criminal  offense  and  that  person  could 
be  prosecuted. 

Mr.  Waxman.  Well,  since  we  make  it  against  the  law  for  employ- 
ers to  hire  undocumented  aliens,  and  since  so  many  of  those  green 
cards  are  unreliable,  wouldn't  it  make  sense  to  look  at  this  health 
care  card  to  make  sure  that  you  are  not  hiring  somebody  improp- 
erly and  violating  the  law? 

It  sounds  to  me  like  you  are  saying  if  you  did  that  as  an  em- 
ployer, you  would  be  violating  the  law  in  doing  that. 

Ms.  Hunter.  That  is  right,  Mr.  Chairman.  We  wanted  to  protect 
against  the  card  being  used  as  a  way  to  distinguish  people  based 
on  having  the  card,  and  we  wanted  to  stop  any  attempt  to  use  the 
card  for  anything  other  than  the  provision  of  health  services.  The 
administration  felt  that  the  best  way  to  both  allow  the  system  to 
have  the  benefits  of  having  a  card  be  a  functional  part  of  the  sys- 
tem and  to  protect  people  against  unlawful  discrimination  was  to 
build  that  kind  of  protection  in. 

Mr.  Waxman.  Mr.  Cooper. 

Mr.  Cooper.  No  questions,  Mr.  Chairman. 

Mr.  Waxman.  Let  me  just  understand  more  clearly.  When  we  go 
into  managed  competition,  some  people  fear  that  we  are  going  to 
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have  a  strong  incentive  for  health  plans  to  maximize  their  income 
and  their  competitive  viability,  stand  in  the  way  of  needed  services, 
and  you  can  look  at  it  from  one  perspective  and  say  they  are  going 
to  stop  providing  necessary  services,  but  from  another  perspective, 
what  may  be  considered  unnecessary  to  someone  else  may  be  con- 
sidered pretty  important  and  necessary  to  the  person  involved  and 
that  person's  family. 

How  are  we  going  to  protect  consumers  against  what  may  turn 
out  to  be  market  forces  that  will  work  against  them,  Dr.  Lee? 

Mr.  Lee.  Well,  several  things.  First,  there  is  the  setting  require- 
ments on  the  plans  at  the  State  level  for  performance,  not  just  fi- 
nancial requirements.  Second,  there  will  be  a  system  for  evaluating 
that  performance.  Third, 

Mr.  Waxman.  By? 

Mr.  Lee.  By  public  entities.  The  State  health  department,  in  my 
view,  would  be  an  appropriate  agency  to  do  that. 

Mr.  Waxman.  But  that  is  not  in  the  bill;  is  that  right. 

Mr.  Lee.  It  is  not  in  the  bill,  but 

Mr.  Waxman.  You  expect  the  States  running  these  programs 
would  decide  to  do  that? 

Mr.  Lee.  I  would  definitely  expect  that  and  there  is  opportunity 
for  the  States  during  plan  approval  to  establish  performance  meas- 
ures or  outcome  measures — quality  measures — as  a  requirement 
for  plan  approval. 

Already  there  are  a  number  of  States  that  have  expressed  an  in- 
terest in  this  and  are  in  fact  developing  or  moving  in  that  direction 
at  the  present  time. 

Mr.  Waxman.  What  can  we  provide  in  this  bill?  Let's  go  through 
that. 

Mr.  Lee.  Well,  the  third  thing  is 

Mr.  Waxman.  The  second  one  is  if  the  States  decide  to  adopt 

Mr.  Lee.  Right.  The  second  is  the  quality  report  card  and  the  in- 
formation. You  have  to,  you  know,  provide  the  data,  both  on  enroll- 
ment data  and  counter  data  so  that  there  is  adequate  information 
on  which  you  can  assess  the  plan  performance  in  the  quality  report 
card,  and  the  alliances  have  the  only  gauges  to  provide  that. 

The  plans  will  produce  the  report  card.  The  alliances  give  that 
information  to  the  consumers,  and  we  have  seen  several  quality  re- 
port cards  already  produced,  Kaiser  Permanente  in  northern  Cali- 
fornia has  produced  really  an  initial  effort  in  that  regard,  and  I 
think  quite  informative  when  you  look  at  it  in  terms  of  looking  at 
that  and  making  a  decision.  They  have  got  some  performances  that 
are  very  good  compared  to  the  rest  of  the  fee  for  service. 

There  are  some  areas,  for  example,  if  I  recall  on  waiting  time  in 
the  doctor's  office,  where  there  is  a  level  of  satisfaction  that  they 
are  not  happy  with. 

Mr.  Waxman.  This  is  the  Kaiser  report  card? 

Mr.  Lee.  Kaiser  Permanente  in  northern  California. 

Mr.  Waxman.  On  themselves.  Would  we  require  in  this  legisla- 
tion that  kind  of  information  be  available  in  a  report  card? 

Mr.  Lee.  The  report  card  would  require  information  on  consumer 
satisfaction  surveys. 

Mr.  Waxman.  And  that  report  would  be  prepared  by  whom, 
again? 
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Mr.  Lee.  The  plan  produces  the  information  on  which  the  report 
card  is  based.  Then  the  alliance  makes  that  information  available 
to  the  consumers  who  are  choosing  plans.  So  that  is  to  me  a  major 
protection. 

I  have  been  talking  with  people  in  California  about  this.  David 
Lawrence,  who  is  CEO  of  the  Kaiser  hospitals  and  Kaiser  health 
plan  tells  me  that  their  cost  containment  objectives,  which  they  are 
moving  towards  very  rapidly,  have  been  achieved  largely  because 
of  the  improvements  in  quality,  both  in  terms  of  the  doctor  or 
nurse  practitioner  making  better  decisions — improving  it  at  that 
level — and  improving  the  efficiency  of  the  plans. 

They  have  been  looking  at  how  their  system  operates.  They  have 
achieved  significant  savings,  very  substantial  reductions  in  the  last 
few  years  in  their  rate  of  increase  in  premiums,  and  I  think  this 
year  they  were  down  to  the  CPI  increase. 

Now,  that  is  well  below  the  Gross  Domestic  Product  increase  and 
Dr.  Lawrence  says  that  is,  in  his  view,  entirely  due  to  improve- 
ments in  the  quality  of  the  care  they  are  providing  in  the  plans. 

I  see  this  competition  among  the  plans  on  the  basis  of  quality  as 
another  way  of  achieving  the  consumer  protections  that  we  are 
talking  about. 

Mr.  Waxman.  Now,  Mr.  Cooper  has  a  bill  that  provides  for  com- 
petition as  well.  What  differences  do  you  see  in  the  consumer  pro- 
tections in  your  bill  as  opposed  to  his  bill?  Presumably  the  incen- 
tive for  the  plans  to  develop  better  quality  in  order  to  save  dollars 
would  be  there.  It  is  his  idea  as  well  as  yours.  Report  cards.  Does 
he  have  report  cards?  I  guess  he  has  a  number  of  alliances. 

Mr.  Lee.  The  approaches  are  quite  similar  in  many  regards  and 
I  think  he  would  speak  more  authoritatively  on  his  plan  than  I 
would  in  terms  of  the  consumer  protection  provisions. 

Mr.  Waxman.  Have  you  read  his  plan? 

Mr.  Lee.  I  have  read  his  bill. 

Mr.  Waxman.  Tell  me  the  differences. 

Mr.  Lee.  To  me  the  biggest  difference  is  everybody  is  covered  in 
the  President's  plan,  number  one,  and  they  are  not 

Mr.  Waxman.  I  understand  that,  but  for  those  who  are  covered 
in  his  plan  may  be  all  the  people,  it  may  be  less  than  all  the  peo- 
ple. They  are  going  to  choose  between  plans,  and  I  am  just  asking 
about  one  aspect  of  the  text  for  consumers  not  to  be  ripped  off,  if 
I  can  be  blunt  about  it.  You  buy  a  plan  that  is  out  there  to  try  to 
make  money.  You  can  provide  great  quality  of  care  as  a  way  to 
keep  people  healthy. 

On  the  other  hand,  if  you  don't  give  people  care,  that  saves 
money  too  because  you  don't  spend  the  money  you  received  on  a 
capitated  basis  to — you  don't  have  to  spend  it. 

Mr.  Lee.  Well,  I  believe  in  the  President's  plan,  the  public  health 
provisions  in  the  plan  provide  greater  assurances  than  are  in  Con- 
gressman Cooper's  bill.  But  in  both  cases,  there  is  an  alliance 
structure,  there  are  competing  plans,  and  it  is  my  view  that  in  both 
of  those  cases,  the  competition  will,  in  fact,  be  increasingly  on  the 
basis  of  quality. 

Consumers  will  judge  the  plans  on  the  basis  of  quality  and  that 
is  where  the  report  card  will  be  very,  very  important. 
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Mr.  Waxman.  Mr.  Cooper,  do  you  have  anything  you  want  to  say 
on  this  since  I  am  talking  about  your  plan? 

Mr.  Cooper.  Our  bill,  as  the  chairman  knows,  is  only  300  pages 
long,  whereas  the  administration  bill  is,  I  think  it  is  1,342  pages 
long,  so  they  go  into  commendable  detail  on  a  number  of  subjects. 

Our  approach,  as  you  know,  originated  2  or  3  years  ago  when  we 
first  introduced  a  bill  in  the  last  Congress  and  the  debate  has 
evolved.  We  have  learned  a  great  deal  from  hearings,  like  the  one 
today  that  the  chairman  has  provided,  not  only  for  Members,  but 
for  the  country,  so  that  everyone  can  learn  more  about  the  incred- 
ible intricacy  of  these  approaches. 

As  the  chairman  knows,  these  are  perhaps  the  most  complex  bills 
to  come  before  Congress  in  decades,  perhaps  60  years.  I  think  the 
information-gathering  process  is  vital  to  this  debate.  Some  of  us  be- 
lieve more  in  marketplace  reform  than  perhaps  others.  I  think  that 
competition,  when  it  is  a  level  playing  field,  when  there  is  full  pub- 
lic information  on  price  and  even  more  important,  quality,  and 
ideally  we  could  have  a  system  of  genuine  outcomes  reporting  so 
that  it  is  simplistic.  Simplistic  insurance  claims  data  would  not  be 
the  guiding  light,  but  we  could  look  at  whole  health  outcomes  to 
see  how  each  plan  is  doing  serving  the  public,  to  disclose  that  to 
the  public.  We  would  go  beyond  that  and  have  a  consumer  satisfac- 
tion rating,  a  poll,  popularity  rating,  because  the  people  will  speak 
out.  They  will  let  you  know  who  is  friendly,  who  is  not,  who  is  car- 
ing, who  is  not,  and  I  think  those  pieces  of  information  should  be 
before  the  public  so  that  the  public  is  well  armed  when  they  go  into 
this  selection  process,  this  open  season. 

Federal  employees  have  had  an  open  season  now  for  33  years. 
Even  the  Heritage  Foundation  says  it  is  one  of  the  best  Federal 
Government  programs  ever. 

Mr.  COOPER.  We  think  it  is  high  time  we  share  system  with  the 
public  so  that  Federal  employees  and  Congressmen  are  not  treated 
differently.  We  are  not  treated  better,  that  everybody  is  treated  the 
same.  The  Federal  employee  menu  system,  with  all  of  its  advan- 
tages and  disclosural  price,  has  no  quality  measure,  has  no 
consumer  satisfaction  measure,  and  it  is  impossible  to  compare  ap- 
ples with  apples  because  they  are  each  providing  different  benefits 
packages. 

Sometimes  we  are  seduced,  as  a  senior  member  of  the  Ways  and 
Means  Committee  was  recently,  into  paying  a  whole  lot  more 
money  for  slightly  better  dental  benefits  because  he  is  not  a  Ph.D. 
in  actuarial  science,  he  doesn't  know  whether  it  is  worth  it  to  pay 
that  price  difference.  I  think  the  quality  revolution  is  one  of  the 
most  exciting  things  that  we  can  bring  to  medical  finance. 

As  the  chairman  well  knows,  today's  largely  fee-for-service  sys- 
tem has  swung  the  pendulum  way  in  the  direction  of  excessive  test- 
ing. Dr.  Koop  has  said  that  as  many  as  one-third  of  medical  tests 
in  America  are  at  least  unnecessary,  if  not  dangerous  to  our  health. 

How  do  we  swing  the  pendulum  back?  We  do  not  want  to  go  in 
the  direction  the  chairman  is  suggesting,  toward  minimal  testing, 
toward  testing  that  does  not  take  into  account  the  best  interests  of 
the  patient,  the  welfare  of  the  patient.  We  want  the  pendulum  to 
stop  somewhere  in  the  bottom  for  appropriate  testing,  where  it  is 
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not  too  much  and  it  is  not  too  little.  Reaching  that  goal  is  going 
to  be  difficult. 

Capitation,  I  think,  will  head  us  in  that  direction.  That  is  a  dif- 
ficult term  for  a  lot  of  my  colleagues  and  folks  back  home  to  under- 
stand, but  essentially  we  call  it  "bidding  for  business",  "one  price 
for  all",  and  in  that  way,  I  think  we  will  see  a  day  in  which  we 
not  only  get  lobbied  by  folks  who  want  to  make  money  drilling 
teeth,  we  get  lobbied  by  folks  who  want  to  fluoridate  water  supplies 
so  that  we  can  prevent  those  cavities,  we  can  head  off  the  injury 
or  illness. 

I  would  be  happy  to  yield  to  the  chairman. 

Mr.  Waxman.  I  didn't  want  to  interrupt  you.  But  it  sounds  to  me 
like  some  of  the  ideas  that  are  now  being  discussed  to  make  sure 
that  we  have  the  public  health  component  in  place  and  consumer 
protections  and  information,  are  things  that  you  think  would  be 
worthwhile  as  you  look  at  a  managed  competition  system. 

Mr.  Cooper.  Absolutely.  I  have  felt  this  way  for  some  time.  I 
don't  want  to  endanger  the  popularity  of  the  witnesses  here  by  my 
congratulating  them  on  their  testimony,  but  there  is  a  great  deal 
in  common  here  that  I  think  we  should  stress.  The  press  likes  to 
dwell  on  the  many  differences  between  our  approaches,  but  our  ap- 
proach is  more  similar  to  the  White  House  approach  than  any 
other  bill  in  Congress.  We  are  proud  of  that.  We  still  want  to  talk 
about  some  of  the  differences,  but  we  should  stress  the  many 
similarities  as  well. 

Mr.  Lee.  We  would  be  glad,  Mr.  Chairman,  to  submit  a  more  de- 
tailed analysis  on  these  issues  that  you  have  identified  with  respect 
to  the  two  bills. 

[The  information  follows:] 

With  regard  to  consumer  protections  and  information  the  President's  Plan  and  the 
Cooper  bill  are  very  similar.  Like  the  President's  bill,  H.R.  3222  provides  that  the 
regional  cooperatives,  HPCC'S,  provide  eligible  individuals  and  employers  informa- 
tion, in  comparative  form,  on  the  prices,  health  outcomes,  and  enrollee  satisfaction 
of  different  health  plans. 

In  the  area  of  consumer  protections,  the  Cooper  bill  requires  that  the  HPCC's  de- 
velop procedures  for  the  receipt  and  disposition  of  complaints  and  for  the  appoint- 
ment of  an  ombudsmen  to  examine  the  effectiveness  of  the  HPCC's  process  and  to 
help  health  plans  and  individuals  resolve  grievances  with  the  HPPC's.  The  health 
plans,  in  turn,  are  required  establish  procedures  for  hearing  and  resolving  griev- 
ances between  the  plan  and  enrolled  individuals.  The  President's  Plan  provides  the 
same  protections,  but  in  addition  sets  forth  specific  rights  and  remedies  for  estab- 
lishing claims  for  coverage  and  reimbursement. 

Mr.  Waxman.  Now,  let  me  ask  you  this  question  because  you  are 
our  witness:  One  of  the  concerns  I  have  in  a  market-based  system 
is  that  some  people  don't  always  get  to  choose.  It  seems  to  me  the 
very  strong  part  of  the  idea  of  a  managed  competition  or  a  competi- 
tive system  is  if  you  don't  like  the  plan,  if  you  don't  think  they  are 
doing  a  good  job  for  you  or  your  family,  you  leave  and  you  go  to 
another  one.  But  for  poor  people,  they  won't  be  able  to  vote  with 
their  feet  because  they  will  have  only  a  limited  chance  to  do  any 
kind  of  voting.  Their  subsidy  won't  allow  them  to  move  from  the 
plans  that  they  can  afford,  and  they  are  at  the  mercy  of  their  cur- 
rent gatekeeper. 

What  special  protections  do  you  think  we  ought  to  have  for  poor 
people?  Do  you  think  we  ought  to  subsidize  poor  people  to  have 
choices  so  that  we  don't  find  them  only  stuck  with  one  choice? 
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Mr.  Lee.  Certainly  we  believe  very  strongly  in  choice.  It  has  been 
my  impression  that  the  subsidies  would  provide  that,  and  that  of 
course  needs  to  be  perhaps  further  explored  with  you  and  other 
members  of  this  committee. 

The  other  factor,  and  we  discussed  this  at  the  last  hearing,  are 
the  Public  Health  Service  access  initiatives,  where  you  don't  have 
choice  if  you  don't  have  providers  in  your  area — in  a  rural  area  or 
an  inner-city  area — the  access  initiative  in  the  President's  plan, 
which  includes  funding  for  the  safety  net  providers  and  capacity 
expansion,  such  as  expansion  of  the  National  Health  Service  Corps 
would  help  to  assure  the  availability  of  services.  This  is  critically 
important  in  assuring  choice  for  individuals.  If  there  is  no 

Mr.  Waxman.  I  was  asking  the  question  in  terms  of  some  family 
that  is  low  income,  and  we  want  them  to  be  part  of  this  system  as 
well,  but  if  we  talk  about  a  market-based  system  of  competition  be- 
tween plans,  if  they  can't  afford  except  one  plan,  they  are  stuck; 
so  you  think  that  it  is  important  to  give  them  a  choice? 

You  think  maybe  your  bill  does  that.  But  you  think  it  is  impor- 
tant to  be  able  to  have  a  choice,  and  if  they  can't  exercise  that 
choice  because  of  their  inability  to  pay  that,  we  ought  to  provide 
some  means  so  that  they  could  have  that  choice? 

Mr.  Lee.  I  think  the  bill  does  that.  The  subsidies  are  fairly  com- 
plicated and  the  provisions  to  protect  small  employers  and  others 
to  permit  that  kind  of  choice,  but  if  this  requires  more  exploration, 
certainly  we  are  prepared  to  do  that. 

Mr.  Waxman.  OK.  Well,  I  thank  you  very  much.  Appreciate  your 
testimony.  It  has  been  very  helpful.  We  will  certainly  have  a  lot  to 
work  with  you  on. 

Mr.  Lee.  Thank  you,  Mr.  Chairman. 

I  just  wanted  to  make  sure  in  closing  that  I  didn't  cause  any  con- 
fusion in  my  statements  about  the  plans  and  their  achieving  public 
health  objectives.  The  public  health  agencies  continue  to  have  the 
primary  responsibility  and  we  will  hold  the  plans  accountable,  but 
we  are  not  going  to  withdraw  from  our  public  health  responsibility. 
Our  intention,  as  you  know,  in  this,  is  to  have  the  Centers  for  Dis- 
ease Control  and  Prevention  carry  out  these  responsibilities,  and 
we  think  that  gives  us  additional  assurances  with  respect  to  the 
performance  evaluation  and  the  quality  dimensions  of  this  effort. 

We  appreciate  the  chance  to  be  here. 

Mr.  Waxman.  Thank  you  very  much. 

Our  first  panel  today  will  focus  on  the  impact  of  the  President's 
plan  on  public  health.  Dr.  John  Lumpkin  is  the  director  of  the  Illi- 
nois Department  of  Public  Health  in  Springfield,  MO.  He  is  testify- 
ing today  on  behalf  of  the  Association  of  State  and  Territorial 
Health  Officials.  Fernando  Trevino  is  executive  director  of  the 
American  Public  Health  Association  here  in  Washington.  Dr.  Mar- 
garet Hamburg  is  the  commissioner  of  health  for  the  City  of  New 
York,  Dr.  Hamburg  is  well  known  to  this  subcommittee,  having  tes- 
tified on  many  occasions  on  public  health  issues,  most  recently  on 
tuberculosis. 

Dr.  Molly  Coye  is  senior  vice  president  of  Health  Dimensions,  a 
company  based  in  San  Jose,  Calif.  Last  spring  she  appeared  before 
us  in  her  capacity  as  the  director  of  the  California  Department  of 
Health  Services. 
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Thank  you  for  joining  us  today.  Your  prepared  statements  will  be 
in  the  record  in  full. 

What  we  would  like  each  of  you  to  do  is  to  limit  your  oral  presen- 
tation to  no  more  than  5  minutes. 

Dr.  Lumpkin. 

STATEMENTS  OF  JOHN  LUMPKIN,  ON  BEHALF  OF  ASSOCIA- 
TION OF  STATE  AND  TERRITORIAL  HEALTH  OFFICIALS;  FER- 
NANDO M.  TREVINO,  EXECUTIVE  DIRECTOR,  AMERICAN 
PUBLIC  HEALTH  ASSOCIATION;  MARGARET  HAMBURG,  NEW 
YORK  CITY  HEALTH  COMMISSIONER;  AND  MOLLY  JOEL 
COYE,  SENIOR  VICE  PRESD3ENT,  HEALTH  DIMENSIONS 

Mr.  Lumpkin.  Thank  you,  Chairman  Waxman,  for  the  oppor- 
tunity to  present  to  you.  I  would  like  to  make  one  small  correction. 
The  Illinois  Department  of  Public  Health  is  in  Springfield,  111.,  at 
least  the  last  time  I  checked,  although  sometimes  with  the  way  the 
river  has  been  flowing  over  the  last  year  sometimes  these  things 
do  change. 

Sixteen  years  ago,  the  son  of  an  African-American  steel  worker, 
who  had  only  had  a  9th  grade  education  himself,  began  working  as 
an  emergency  physician  on  the  south  side  of  the  city  of  Chicago, 
serving  the  community  that  his  father's  coworkers  lived  in.  I  treat- 
ed people  who  had  nowhere  else  to  go,  who  came  into  that  emer- 
gency department. 

Although  I  was  quite  elated  and  proud,  as  was  my  father,  I  was 
also  quite  surprised  working  there  because  I  treated  illnesses  like 
tuberculosis  and  measles  that  I  thought  had  been  conquered,  be- 
cause I  had  been  taught  in  medical  school  that  we  had  the  tools 
to  conquer  them. 

Mr.  Chairman,  reform  in  managed  personal  care  will  not  solve 
the  problems  that  I  faced  as  an  emergency  physician  working  in 
the  inner-city  emergency  department.  I  looked  for  solutions  to 
those  problems,  and  those  solutions  led  me  to  change  my  career 
and  go  into  the  field  of  public  health,  because  I  realize  that  a  cas- 
ualty-based system  could  not  correct  these  problems. 

In  1900,  the  leading  cause  of  death  in  this  country  were  pneu- 
monia, dysentery  and  tuberculosis.  Life  expectancy  was  just  49 
years.  We  spent  4.5  percent  of  our  Gross  National  Product  on 
health  care.  Sixty  years  later,  life  expectancy  had  gone  up  20  years, 
and  we  were  still  only  spending  4.5  percent  of  our  Gross  National 
Product  on  health  care.  This  great  tremendous  leap  in  life  expect- 
ancy was  due  to  basic  public  health  interventions — sanitation,  pro- 
tecting the  air,  protecting  the  water  that  we  drink,  and  the  food 
that  we  eat. 

In  the  last  decade,  the  proportion  of  dollars  being  spent  on  public 
health  as  a  percentage  of  health  care  dollars  has  dropped  25  per- 
cent. In  the  same  time,  we  have  seen  that  the  high-tech,  casualty- 
focused  health  care  system  has  gone,  tremendously  increased  in 
cost,  and  now  encompasses  14  percent  of  the  Gross  National  Prod- 
uct. In  that  30-year  period  of  time,  we  have  only  seen  a  3-year  in- 
crease in  life  expectancy,  and  for  African-American  males,  life  ex- 
pectancy has  gone  down. 

Under  health  care  reform,  who  will  be  responsible  for  contacting 
and  counseling  friends  of  coworkers,  of  patients  with  tuberculosis? 
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Under  health  care  reform,  who  will  follow  up  and  assist  the  family 
of  a  child  with  lead  poisoning  to  go  into  the  home  to  do  remedi- 
ation? 

Under  health  care  reform,  who  will  put  the  pieces  together  when 
many  people  from  different  accountable  health  plans  become  ill 
with  the  same  infectious  disease?  Under  health  care  reform,  who 
will  educate  the  public  about  health  care  crises,  such  as  the  mea- 
sles epidemics  we  have  just  recently  had  in  the  city  of  Chicago  or 
the  outbreak  of  E.  coli  in  hamburger  in  Seattle  or  Cryptosporidium 
in  the  water  in  Milwaukee?  Every  day  public  health  workers  are 
accomplishing  those  tasks  with  short  funds,  short  staff,  and  long 
hours. 

To  make  health  care  reform  work,  we  need  a  strong  focus  on  pre- 
vention, a  strong  core  of  public  health.  To  make  health  care  reform 
work,  we  need  a  dedicated,  predictable  source  of  funding,  we  can- 
not survive  on  a  competitive  grant. 

We  need  to  have  straight  funding  for  our  health  agencies  to  be 
able  to  plan  and  carry  out  functions.  To  make  health  care  reform 
work,  we  need  to  have  trained  personnel,  we  need  to  allocate  GME 
slots  to  preventive  medicine  as  well  as  other  medical  treatment  and 
training.  To  make  health  care  reform  work,  we  need  to  rebuild  the 
eroding  public  health  infrastructure. 

Mr.  Chairman,  more  specific  proposals  are  included  in  our  writ- 
ten testimony,  as  you  mentioned,  but  let  me  leave  you  with  this 
one  thought:  The  average  term  for  a  State  health  officer  is  2V2 
years.  By  the  time  health  care  reform  is  passed  and  implementa- 
tion begins,  most  of  us  will  have  moved  on  to  other  positions,  but 
the  people  in  our  States  will  remain  with  the  same  need,  to  have 
health  included  in  health  care  reform. 

We  seek  these  changes  to  create  a  system  that  will  not  bankrupt 
States,  because  the  only  way  to  prevent  that  is  to  have  a  strong 
emphasis  upon  prevention  in  this  health  care  reform. 

Thank  you  for  your  indulgence. 

Mr.  Waxman.  Thank  you  very  much,  Dr.  Lumpkin. 

[The  prepared  statement  of  Mr.  Lumpkin  follows:] 
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Statement  of 

John  Lumpkin,  M.D.,  M.P.H. 

Representing  the  Association  of  State  and  Territorial  Health  Officials  (ASTHO) 

Mr.  Chairman  and  Members  of  the  Subcommittee: 

I  am  John  Lumpkin,  M.D.,  M.P.H. ,  director  of  the  Illinois  Department  of  Health  and  a  member 
of  the  Association  of  State  and  Territorial  Health  Officials  (ASTHO),  which  represents  the  chief 
health  officer  in  each  state  and  U.S.  territory.  I  am  pleased  to  appear  before  you  today  to 
present  testimony  on  behalf  of  state  public  health  agencies.  The  topic  I  have  been  asked  to 
address  is  "traditional"  public  health. 

We  commonly  think  of  public  health  services  as  those  such  as  identifying  and  controlling  disease 
outbreaks;  immunizing  children  and  adults;  protecting  the  indoor  and  outdoor  environment; 
assuring  the  safety  of  housing,  workplaces,  food  and  water;  and  monitoring  the  quality  of  health 
care  services.  These  activities  target  the  entire  population  to  create  an  environment  in  which 
communities  can  be  healthy,  rather  than  targeting  individuals.  Traditional  public  health  has,  in 
many  cases,  been  undermined  as  many  state  health  agencies  have  diverted  much  of  their 
attention  to  health  care  delivery  for  individuals  who  cannot  otherwise  receive  adequate  care 
through  normal  health  care  delivery  channels. 

However,  as  you  well  know,  Mr.  Chairman,  in  recent  years  this  country  has  been  challenged 
with  new  and  re-emerging  public  health  crises  as  a  result  of  inattention  to  basic  public  health 
services.  Last  year  we  saw  several  children  die  because  they  ate  hamburgers  contaminated  with 
E.  coli.  Numerous  people  were  sickened  in  Milwaukee  from  Cryptosporidium  which  went 
undetected  in  the  water  supply  for  weeks.  Just  last  week,  it  was  reported  that  more  health  care 
workers  are  dying  of  tuberculosis,  an  increase  which  can  be  attributed  to  decreased  surveillance 
in  TB  programs  resulting  from  funding  cuts  in  the  1980s. 
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Why  are  these  crises  occurring  in  spite  of  soaring  health  care  expenditures  and  the  availability 
of  the  most  sophisticated  technology  in  the  world?  I  believe  it  is  because  we  are  spending  much 
of  our  time  and  resources  fixing  problems  rather  than  building  a  foundation  for  preventing  them. 
For  this  reason,  state  health  officers  look  forward  to  a  reformed  health  care  system  which  will 
allow  us  to  re-focus  on  our  primary  responsibilities,  which  we  now  call  "core  public  health 
services." 

In  looking  at  reform  proposals  currently  before  Congress,  however,  it  is  important  to  point  out 
that  many  reform  only  the  "care"  aspect  of  health  care  -  that  is,  they  focus  on  the  delivery  of 
services  -  and  do  not  address  population-based  health  protection.  If  we  truly  want  to  reform  the 
nation's  health  care  system,  as  well  as  control  spiralling  costs,  we  must  put  the  "health"  back 
in  health  care  reform  by  focusing  on  population-based  preventive  health  services. 

ASTHO  applauds  the  Administration's  strong  commitment  to  public  health  and  prevention 
illustrated  in  the  President's  health  care  proposal.  The  eight  Core  Functions  of  Public  Health 
Programs  listed  in  the  Health  Security  Act  represent  essential  services  which  must  exist  in  every 
state.  However,  to  build  a  strong  public  health  foundation  for  health  care  reform,  I  believe  we 
must  continue  to  strengthen  reform  legislation. 

Core  public  health  functions  are  those  activities  deemed  essential  to  protect  the  health  of  the 
population.  These  include  data  collection,  protecting  the  environment  and  assuring  public  safety, 
investigating  and  controlling  adverse  health  conditions,  informing  and  educating  the  public, 
providing  quality  assurance  of  health  services,  monitoring  laboratory  services,  providing  training 
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and  education  of  health  professionals,  and  taking  a  leadership  role  in  health  policy  development. 
Although  they  are  called  essential,  under  the  President's  plan  states  must  apply  for  federal 
funding  of  core  services  through  a  competitive  grant  process.  ASTHO  believes  that  these 
essential  services  are  too  critical  to  be  supported  through  a  competitive  process,  in  which  some 
states  will  receive  funding  at  the  expense  of  other  states'  programs.  Competitive  funding  for 
core  services  will  only  ensure  that  states  which  are  weak  in  providing  public  health  services  and 
in  competing  for  grants  get  weaker.  To  allow  any  state  not  to  conduct  activities  such  as  disease 
surveillance  or  investigation  of  disease  outbreaks  would  compromise  the  effectiveness  of  such 
programs  nationwide.  As  an  alternative,  we  propose  that  grants  be  awarded  using  a  formula 
which  includes  a  state's  population  and  health  risk  indicators. 

Second,  the  President's  bill  states  that  the  Secretary  of  Health  and  Human  Services  may  fund 
"one  or  more"  of  the  eight  core  public  health  functions.  By  their  very  definitions,  we  believe 
that  the  eight  functions  listed  are  critical  to  the  population  as  a  whole,  and  should  not  be  funded 
at  the  discretion  of  the  Secretary. 

Third,  states  must  have  a  designated,  predictable  source  of  funding  for  core  public  health 
programs  -  specifically,  one  that  is  tied  to  total  health  expenditures.  In  many  cases,  if  there  is 
not  consistent  federal  funding,  state  legislatures  cannot  authorize  staff  hiring  or  set  aside 
resources  for  matching  funds.  In  addition,  given  the  history  of  the  Congressional  appropriations 
process,  it  is  likely  that  public  health  will  receive  in  appropriations  much  less  than  the 
authorization  amounts.  These  realities,  combined  with  the  fact  that  there  is  no  mention  of 
maintaining  current  block  grant  funding,  places  the  future  of  public  health  funding  in  serious 
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jeopardy.  We  must  re-think  and  re-design  our  approach  to  public  health  funding  in  order  to 
develop  a  foundation  of  prevention  in  health  care  reform.  ASTHO  also  believes  that  additional 
funds  for  special  projects  and  state  priority  areas  should  be  channeled  through  state  health 
departments  to  communities  to  assure  coordination  and  reduce  duplication. 

Fourth,  I  would  like  to  state  clearly  that  states  welcome  accountability  for  public  health  funding, 
but  ASTHO  believes  that  accountability  should  be  based  on  monitoring  outcomes,  not  on 
managing  the  process  of  achieving  outcomes.  Outcome  measurements  should  be  based  on 
progress  in  meeting  objectives  outlined  in  the  Healthy  People  2000  document,  as  well  as  in 
implementing  the  eight  core  functions. 

Fifth,  data  collection  is  considered  a  core  function  in  the  President's  proposal.  Public  health 
data  systems  are  used  to  identify  clusters  of  diseases  or  other  changes,  such  as  a  surge  of  teenage 
pregnancies,  which  provides  warning  that  the  public  health  system  must  intervene.  Public  health 
investigations  can  lead  to  increased  efforts  to  immunize  children,  to  improved  outreach  to 
specific  communities,  or  to  a  public  information  campaign  designed  to  increase  awareness.  No 
regional  health  maintenance  organization  or  health  alliance  will  be  able  to  monitor  statewide 
trends  or  identify  urgent  and  emerging  health  problems.  Therefore,  it  is  critical  that  states  play 
a  central  role  in  developing  and  implementing  any  data  collection  systems  to  assure  that 
population-based  data,  as  well  as  encounter-based  data,  is  available  in  a  reformed  health  care 
system. 

Finally,  it  is  critical  that  public  health  professionals  are  included  in  the  development  and 


374 


implementation  of  a  reformed  health  care  system.  Public  health  representatives  should  be 
included  on  all  advisory  committees  and  councils  to  assure  that  prevention  is  a  high  priority. 
In  addition,  it  is  crucial  that  training  programs  for  public  health  and  preventive  medicine  be 
eligible  for  federal  health  professional  support. 

In  summary,  as  you  examine  the  President's  health  care  reform  proposal,  I  respectfully  request 
that  you  consider  the  following  modifications:  dedicate  a  guaranteed  source  of  funding  for  public 
health;  require  that  states  make  available  each  of  the  eight  core  public  health  functions  and 
assure  that  federal  funding  is  available  for  each;  replace  the  competitive  grant  process  with  a 
system  which  assures  all  states  of  funding  necessary  to  carry  out  the  core  functions;  hold  states 
accountable  by  evaluating  progress  toward  the  Healthy  People  2000  objectives;  ensure  that  data 
are  available  to  state  health  agencies  and  that  population-based  data  are  collected;  acknowledge 
the  unique  expertise  of  public  health  professionals  by  designating  public  health  seats  on  each 
advisory  council;  and,  adequately  support  public  health  training  and  education  programs. 

Mr.  Chairman,  I  would  like  to  emphasize  that  state  health  agencies  are  statutorily  responsible 
for  maintaining  the  health  of  all  residents  in  states.  We  are  the  only  entities  which  will  continue 
to  have  statewide  responsibilities  after  health  care  reform  is  implemented.  We  are  very  pleased 
to  see  the  emphasis  on  population-based  services  and  prevention  in  the  President's  bill,  and  we 
look  forward  to  working  with  you  and  the  Administration  to  pass  and  implement  a  reformed 
health  care  system  which  will  benefit  the  population  as  a  whole. 

Thank  you  for  this  opportunity  to  testify. 
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Mr.  Waxman.  Dr.  Trevino. 

STATEMENT  OF  FERNANDO  M.  TREVINO 

Mr.  Trevino.  Mr.  Chairman,  my  name  is  Fernando  Trevino.  I 
am  the  executive  director  of  the  American  Public  Health  Associa- 
tion, the  oldest  and  largest  public  health  society  in  the  world.  I  am 
honored  to  have  this  opportunity  to  appear  before  you  on  behalf  of 
the  association  to  discuss  public  health  and  national  health  reform. 

Over  the  past  2  decades,  our  association  has  called  for  a  univer- 
sal, comprehensive  national  health  care  program  which  would  re- 
move financial,  organizational  and  social  impediments  to  quality 
health  care.  The  need  for  such  a  program  has  become  more  urgent 
as  health  care  becomes  less  accessible  to  many  Americans. 

Every  month,  2  million  Americans  lose  their  health  coverage. 
Over  the  next  2  years,  1  out  of  every  4  Americans  will  be  without 
health  coverage  at  some  point  in  time.  As  I  speak,  10  million  chil- 
dren under  the  age  of  18  do  not  have  health  care  coverage.  We  can- 
not let  this  continue. 

Last  year  at  our  121st  annual  meeting,  12,500  public  health  pro- 
fessionals reaffirmed  APHA's  commitment  to  a  single-payer  ap- 
proach to  national  health  reform.  We  recognized  that  the  Clinton 
proposal  is  a  significant  improvement  over  our  existing  system  and 
an  initial  step  toward  achieving  our  goals. 

We  commend  the  administration  for  developing  a  health  reform 
package  that  seeks  to  improve  the  health  status  of  all  Americans. 
APHA  enthusiastically  concurs  in  the  administration's  desire  to 
protect  and  improve  the  health  of  our  Nation  by  strengthening  pri- 
mary public  health  functions  at  Federal,  State,  and  community  lev- 
els. 

This  committee  has  asked  us  to  comment  upon  title  III,  the  pub- 
lic health  initiatives  of  the  administration's  bill.  One  of  our  great- 
est concerns  about  the  administration's  bill  is  the  method  chosen 
to  finance  public  health  initiatives.  The  administration's  proposal 
establishes  new  authorizations  with  the  understanding  that  the 
Appropriations  Committee  can  fund  them.  But  given  present  caps 
on  discretionary  spending,  the  Appropriations  Committees  could 
not  fund  these  initiatives  without  gutting  existing  public  health 
programs. 

We  believe  that  6  percent  of  total  national  health  expenditures 
should  be  allocated  to  support  the  public  health  system  in  this 
country,  although  this  figure  could  be  cut  in  half  if  comprehensive 
clinical  preventive  services  were  to  be  included  in  the  standard 
benefit  package.  We  support  a  dedicated  source  of  funding  for  pub- 
lic health.  The  necessary  funds  could  be  obtained  by  earmarking  a 
small  percentage  of  premium  dollars,  a  portion  of  tobacco,  alcohol, 
firearms  and  ammunitions  excise  taxes,  an  income  tax  check-off, 
and  for  general  revenues. 

The  administration's  bill  establishes  a  new  Core  Public  Health 
Functions  Program.  The  APHA  believes  this  proposal  if  adequately 
funded,  would  greatly  strengthen  the  Nation's  public  health  infra- 
structure. We  would,  however,  propose  some  important  modifica- 
tions to  the  present  language. 

The  Centers  for  Disease  Control  and  Prevention  should  be  ex- 
pressly placed  in  charge  of  the  program;  second,  the  States  should 
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be  required  to  carry  out  all  of  the  core  public  health  functions  rath- 
er than  one  or  more  as  presently  specified  in  the  bill;  third,  the 
States  should  be  required  to  provide  baseline  data  and  devote  re- 
sources to  their  most  serious  public  health  problems,  and  not  just 
those  which  have  strong  political  support  within  the  State;  and 
fourth,  the  allocation  of  funds  to  States  should  not  be  determined 
solely  on  the  basis  of  competitive  grants,  an  approach  which  favors 
States  which  are  skilled  at  writing  grant  proposals  over  those  with 
less-experienced  writers  but  perhaps  more  serious  health  problems. 

Title  III  also  establishes  the  National  Initiatives  Regarding 
Health  Promotion  and  Disease  Prevention,  but  the  program  is  far 
too  vague.  The  bill  does  not  indicate  which  Federal  agency  will  ad- 
minister the  program,  includes  no  reporting  requirements,  and  de- 
fines the  entities  eligible  to  apply  for  grants  so  vaguely  that  almost 
any  group  could  qualify. 

Absent  a  health  agency  set-aside,  we  are  concerned  that  local 
health  departments  might  have  a  difficult  time  competing  for  these 
dollars.  Finally,  there  is  no  language  clarifying  how  activities  fund- 
ed under  the  program  will  be  coordinated  with  similar  activities 
funded  through  existing  categorical  programs. 

The  Health  Security  Act  does  not  discuss  existing  public  health 
programs  in  any  detail.  We  ask  that  you  preserve  and  enhance  cur- 
rent categorical  activities.  Aside  from  their  role  in  clinical  preven- 
tive services,  these  programs  provide  essential  support  for  public 
and  professional  education,  labor-intensive  case  management,  tech- 
nical assistance,  and  quality  data  collection  and  analysis. 

Providing  universal  access  to  quality  medical  care  is  an  impor- 
tant step,  but  it  is  not  enough.  Money  is  a  reason,  but  not  the  only 
reason  why  many  older  women  do  not  get  the  mammograms  they 
need  and  hundreds  of  thousands  of  children  are  not  screened  for 
lead  poisoning.  Public  health  initiatives  are  needed  so  that  we  can 
educate  the  population  and  ensure  appropriate  medical  and  public 
health  interventions. 

When  health  care  is  reformed,  our  public  health  agencies  need  to 
be  empowered  to  be  educated  about  disease  and  injury  preven- 
tion— I  am  going  to  skip  that  part. 

As  wealthy  and  technologically  advanced  as  our  society  is,  it  still 
fails  to  provide  an  environment  in  which  people  can  be  healthy. 
Preventable  diseases  and  injuries  are  pandemic  in  America.  A  na- 
tional commitment  to  effective  and  relatively  inexpensive  public 
health  measures  would  produce  rapid  and  dramatic  results  in  fight- 
ing the  resurgence  of  tuberculosis,  reducing  injury  rates  and  some 
of  the  other  situations  that  have  been  described  today  already. 

Attempts  to  achieve  universal  access  by  tinkering  with  the  insur- 
ance system  and/or  requiring  individual  purchase  of  health  insur- 
ance cannot  alone  produce  a  healthy  society  and  will  be  particu- 
larly harmful  to  low-income  populations.  It  would  cannibalize  rath- 
er than  complement  our  public  health  efforts. 

Thank  you. 

Mr.  Waxman.  Thank  you  very  much,  Dr.  Trevino. 

[The  prepared  statement  of  Mr.  Trevino  follows:] 
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Fernando  M.  Trevino,  PhD,  MPH 

Executive     Director 

American    Public    Health    Association 

Mr.  Chairman  and  distinguished  members  of  the  Committee,  my  name  is  Dr. 
Fernando  Trevino.    1  am  Executive  Director  of  the  American  Public  Health 
Association  (APHA),  the  oldest  and  largest  public  health  society  in  the 
world.    I  am  honored  to  appear  before  you   on  behalf  of  the  APHA  to 
discuss  public  health  and  national  health  reform. 

For  over  twenty  years,  our  Association  has  called  for  a  universal, 
comprehensive  national  health  care  program  which  would  remove 
financial,  organizational  and  social  impediments  to  quality  health  care. 
We  believe  any  health  care  reform  proposal  must  provide  for  (1)  universal 
coverage,  (2)  comprehensive  benefits,  (3)  elimination  of  financial  barriers 
to  care,  (4)  equitable  financing,  (5)  organization  and  administration 
through  publicly  accountable  mechanisms  with  a  major  role  for  health 
agencies,  (6)  incentives  and  safeguards  to  assure  effective  and  efficient 
organization  of  services  and  high  quality  care,  (7)  fair  payment  to 
providers  using  mechanisms  which  encourage  appropriate  treatment  and 
appropriate  utilization,  (8)  planning  and  evaluation  with  consumer  and 
provider  participation,  (9)  inclusion  of  disease  prevention  and  health 
promotion  programs,  (10)  support  for  health  worker  education  and 
training,  (11)  affirmative  action  in  the  training,  employment  and 
promotion  of  health  workers,  (12)  non-discrimination  in  service  delivery, 
(13)  consumer  education,  and  (14)  attention  to  non-financial  barriers  to 
service. 

The  need  for  such  a  program  has  become  more  urgent  as  health  care 
becomes  less  accessible  to  many  Americans.    Every  month,  2  million 
Americans  lose  their  health  coverage.    Over  the  next  two  years,  one  out  of 
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every  four  Americans  will  be  without  health  coverage  at  some  point.    As  I 
speak,  1 0  million  children  under  the  age  of  1 8  don't  have  health  care 
coverage.    We  cannot  let  this  continue. 

Last  year  at  our  121st  annual  meeting,  12,000  public  health  professionals 
reaffirmed  APHA's  commitment  to  a  single-payor  approach  to  national 
health  reform.    We  recognized  that  the  Clinton  proposal  is  a  significant 
improvement  over  our  existing  system  and  an  initial  step  toward 
achieving  our  goals.    We  commend  the  Administration  for  developing  a 
health  reform  package  that  seeks  to  improve  the  health  status  of  all 
Americans.     APHA  enthusiastically  concurs  in  the  Administration's  desire 
to  protect  and  improve  the  health  of  our  nation  by  strengthening  primary 
public  health  functions  at  federal,  state,  and  community  levels. 

This  Committee  has  asked  us  to  comment  upon  Title  III  -  the  Public  Health 
Initiatives  of  the  Administration  bill.    In  light  of  time  constraints,  I  will 
limit  my  remarks  to  discrete  portions  of  Title  III. 

One  of  our  greatest  concerns  about  the  Administration  bill  is  the  method 
chosen  to  finance  public  health  initiatives.    The  Administration  proposal 
establishes  several  new  authorizations  with  the  understanding  that  the 
Appropriations  Committee  can  fund  them.    But  given  present  caps  on 
discretionary  spending,  the  Appropriations  Committees  could  not  fund 
these  initiatives  without  gutting  existing  public  health  programs. 

We    believe  that  6%  of  total  national  health  expenditures  should  be 
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allocated  to  support  the  public  health  system,  although  this  figure  could 
be  halved  if  comprehensive  clinical  preventive  services  are  included  in  the 
standard  benefit  package.    We  support  a  dedicated  source  of  funding  for 
public  health  --  the  necessary  funds  could  be  obtained  by  earmarking  a 
small  percentage  of  premium  dollars,  a  portion  of  tobacco,  alcohol, 
firearms  and  ammunitions  excise  taxes,  an  income  tax  check  off,  and/or 
from  general  revenues. 

The  Administration's  bill  establishes  a  new  Core  Public  Health  Functions 
Program.    APHA  believes  this  proposal,  if  adequately  funded,  would  greatly 
strengthen  the  nation's  public  health  infrastructure.    We  would,  however, 
propose  some  important  modifications  to  the  present  language.    For 
example,  (1)  the  Centers  for  Disease  Control  and  Prevention  should  be 
expressly  placed  in  charge  of  the  program,  (2)  the  states  should  be 
required  to  carry  out  ajj  of  the  core  public  health  functions,  rather  than 
one  or  more  (as  presently  specified  in  the  bill),  (3)  the  states  should  be 
required  to  provide  baseline  data  and  devote  resources  to  their  most 
serious  public  health  problems,  not  just  those  that  have  strong  political 
support,  and  (4)  the  allocation  of  funds  to  states  should  not  be  determined 
solely  on  the  basis  of  competitive  grants,  an  approach  that  favors  states 
skilled  at  writing  grant  proposals  over  those  with  less  experienced 
writers  but  more  serious  health  problems. 

Title  III  also  establishes  the  National  Initiatives  Regarding  Health 
Promotion  and  Disease  Prevention,  but  the  program  is  far  too  vague.    The 
bill  does  not  indicate  which  federal  agency  will  administer  the    program, 
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includes  no  reporting  requirements,  and  defines  the  entities  eligible  to 
apply  for  grants  so  vaguely  that  almost  any  group  could  qualify.    Absent  a 
health  agency  set  aside,  we  are  concerned  that  local  health  departments 
might  have  a  difficult  time  competing  for  these  dollars.    Finally,  there  is 
no  language  clarifying  how  activities  funded  under  the  program  will  be 
coordinated  with  similar  activities  funded  through  existing  categorical 
programs. 

The  Health  Security  Act  does  not  discuss  existing  public  health  programs 
in  any  detail.    We  ask  that  you  preserve  and  enhance  current  categorical 
activities.     Wholly  aside  from  their  role  in  clinical  preventive  services, 
these  programs  provide  essential  support  for  public  and  professional 
education,  labor-intensive  case  management,  technical  assistance,  and 
quality  data  collection,  aggregation,  and  analysis. 

If  we  are  to  achieve  the  Healthy  People  2000  Objectives    and  implement 
health  care  reform,  we  must  ensure  an  adequate  supply  of  well  trained 
public  health  professionals  at  national,  state  and  local  levels.    APHA 
believes  the  federal  government  should  support  the  training  of  public 
health  workers  so  that  they  can  respond  effectively  to  the  entire  range  of 
public  health  problems  including  AIDS,  injury  control,    the  special  needs 
of  the  elderly,  and  environmental  and  occupational  health  hazards. 

Providing  universal  access  to  quality  medical  care  is  an  important  step, 
but  it  is  not  enough.  Money  is  a  reason  ~  but  not  the  only  reason  --why 
many  older  women  do  not  get  mammograms.   Hundreds  of  thousands  of 
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children  will  not  be  screened  for  lead  poisoning  if  screening  is  covered  by 
their  plan,  but  nothing  more  is  said  or  done.    That  is  where  public  health 
comes  in. 

When  health  care  is  reformed  public  health  agencies  will  (1)  educate  about 
disease  and  injury  prevention    -  explaining  the  importance  of  seat  belts 
and  bicycle  helmets,  (2)  prevent,  control,  and  eliminate  environmental 
health  hazards  -  ensuring  that  the  water  supply  is  safe  to  drink,  (3) 
analyze  community  health  statistics  to  pinpoint  emerging  public  health 
problems  -  identifying  homeless  populations  at  high  risk  for  tuberculosis, 
(4)  monitor  disease  trends  and  epidemics,  and  orchestrate  swift  response 
to  emergencies  -  controlling  Hepatitis,  E.  Coli  and  measles  epidemics,  (5) 
reach  out  to  provide  screening,    preventive  services  and  curative  care  to 
those  unserved  by    the  private  sector  -  immunizing  homeless  children 
against  childhood  diseases,  and  (6)  ensure  that  communities  have  high 
quality  health  resources  -  providing  laboratory  services  and  training  for 
health  care  professionals. 

As  wealthy  and  technologically  advanced  as  it  is,  our  society  still  fails  to 
provide  an  environment  in  which  people  can  be  healthy.    Preventable 
diseases  and  injuries  are  pandemic  in  America.    A  national  commitment  to 
effective  and  relatively  inexpensive  public  health  measures  would  produce 
rapid  and  dramatic  results  --  in  fighting  the  resurgence  of  tuberculosis, 
reducing  injury  rates,  controlling  sexually  transmitted  diseases, 
eliminating  childhood  lead  poisoning,  reducing  breast  cancer  mortality  .  .  . 
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We  can  no  longer  afford  to  sit  by,  bemoaning  the  health  care  system  even 
as  we  do  little  to  change  it.    Attempts  to  achieve  universal  access  by 
tinkering  with  the  insurance  system  and/or  requiring  individual  purchase 
of  health  insurance  can  not  alone  produce  a  healthy  society,  and  will  be 
particularly  harmful  to  low-income  populations  if  they  cannibalize  rather 
than  complement  public  health  efforts  . 

APHA  has  many  other  concerns  about  the  bill  before  you,  but  time  does  not 
permit  us  to  discuss  them  now.    We  look  forward  to  working  with  you  to 
pass  legislation  that  will  improve  and  protect  the  health  of  all  Americans. 

Thank  you.    I  would  be  delighted  to  respond  to  questions. 
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Mr,  Waxman.  Dr.  Hamburg. 

STATEMENT  OF  MARGARET  A.  HAMBURG 

Ms.  Hamburg.  Thank  you  for  the  opportunity  to  testify  before 
the  subcommittee  concerning  the  role  of  public  health  in  national 
health  care  reform. 

From  my  perspective  as  the  head  of  the  Nation's  largest  munici- 
pal health  department,  it  is  essential  that  any  Health  Care  Reform 
Package  ultimately  enacted  include  provisions  for  the  maintenance 
of  core  public  health  functions,  and  integration  of  those  functions 
into  health  care  services  and  programs.  Historically,  as  Dr. 
Lumpkin  has  pointed  out,  it  is  public  health  measures  that  have 
played  the  greatest  role  in  reducing  disease,  increasing  longevity 
and  improving  the  quality  of  life  and  health  status  of  our  citizens. 

Today  important  public  health  activities  include  surveillance  and 
control  of  communicable  and  chronic  disease,  protection  from  envi- 
ronmental hazards,  health,  education  and  disease  prevention  pro- 
grams and  clinical  services  for  indigent  and  underserved  popu- 
lations. Many  of  these  activities  do  not  occur  in  a  doctor's  office  or 
in  a  clinical  setting,  but  they  are  inarguably  vital  to  the  health  and 
well-being  of  the  people  of  my  city  and  of  this  Nation. 

As  you  well  know,  we  are  now  engaged  in  a  far-reaching  consid- 
eration of  our  health  care  system.  This  has  been  a  very  positive 
and  much  needed  development.  President  Clinton's  commitment  to 
health  care  reform  offers  a  monumental  and  historic  opportunity  to 
improve  health  throughout  our  Nation. 

Overall,  President  Clinton's  health  plan  contains  elements  that 
are  essential  to  meaningful  reform,  including  universal  coverage  for 
all  Americans,  a  comprehensive  minimum  benefits  package,  and  a 
restructuring  of  our  service  delivery  system  to  emphasize  and  ex- 
pand capacity  for  preventive  and  primary  care.  In  addition,  the  ad- 
ministration's recognition  of  the  role  of  public  health  in  maintain- 
ing and  promoting  the  health  of  the  population  is  to  be  com- 
mended. However,  as  health  care  reform  moves  forward,  a  number 
of  particular  concerns  have  emerged  about  how  public  health  pro- 
grams and  policies  will  in  fact  be  reflected  in  the  reform  effort. 

I  would  like  to  just  briefly  outline  a  few  of  these  key  areas:  First, 
there  must  be  a  public  health  representation  on  the  National 
Health  Board,  as  it  has  been  proposed  as  a  decision-making  body 
for  the  Health  Care  Reform  Plan. 

Second,  there  must  be  an  adequate  and  predictable  funding 
stream  to  support  core  public  health  functions  nationwide.  This 
should  be  accomplished  in  some  set-aside  or  percentage  way  as 
part  of  the  Health  Care  Reform  Package  rather  than  as  a  separate 
authorization. 

Third,  health  care  plans  must  integrate  public  health  measures 
into  the  delivery  of  clinical  services.  Health  care  reform  legislation 
must  clearly  establish  this  responsibility.  This  does  not  mean  that 
a  health  care  plan  must  itself  conduct  such  functions  as  contact 
tracing,  partner  notification,  lead  abatement,  or  directly-observed 
therapy  of  TB  patients,  but  what  is  needed  is  linkage. 

A  health  plan  ought  to  be  accountable  for  how  well  it  integrates 
these  vital  public  health  services  into  its  clinical  care.  Similarly, 
State  and  local  public  health  departments,  depending  upon  local 
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needs  and  local  disease  prevalence,  must  be  able  to  require  health 
plans  in  their  jurisdictions  to  integrate  key  public  health  measures 
into  clinical  care. 

Furthermore,  certain  vital  public  sector  clinical  health  services 
may  need  to  survive  the  enactment  of  health  care  reform  legisla- 
tion. Local  health  departments  have  developed  an  array  of  clinical 
services  that  treat  individual  patients  but  whose  mission  is  more 
broadly  designed  to  stem  the  spread  of  infectious  disease  or  abate 
sources  of  environmental  or  occupational  illness. 

Some  examples  of  these  clinical  services  include  tuberculosis  and 
sexually  transmitted  diseases.  In  cases  such  as  these  where  there 
is  an  overriding  public  health  objective  and  a  need  for  disease-spe- 
cific expertise,  it  may  well  be  that  public  health  departments 
should  continue  to  provide  the  essential  clinical  services.  Further- 
more, certain  public  health  clinical  interventions  are  not  easily  un- 
dertaken by  any  party  except  the  health  department  because  these 
services  often  must  combine  clinical  treatment  with  mandated  pub- 
lic health  intervention. 

I  have  mentioned  contact  tracing,  partner  notification,  inspection 
and  abatement  orders  for  lead  poisoning  prevention.  These  involve 
governmental  functions  that  cannot  be  easily  undertaken  by  pri- 
vate parties  and  often  must  remain  within  a  health  department's 
service  capacity.  In  addition  to  these  disease-specific  control  activi- 
ties, many  health  departments  offer  important  treatment  services 
in  a  confidential  fashion.  In  some  instances,  such  as  HIV  testing, 
STD  diagnosis  and  treatment  or  family  planning  services,  this  con- 
fidentiality protection  may  be  crucial  to  the  willingness  of  individ- 
uals to  seek  care. 

Health  departments  have  also  provided  an  important  function  as 
the  "provider  of  last  resort"  to  the  indigent  and  the  underserved. 
As  health  care  reform  moves  forward,  we  must  be  cautious  not  to 
eliminate  or  underfund  these  services  unless  we  can  be  quite  con- 
fident that  the  described  needs  will  be  adequately  addressed  by  the 
new  approach. 

The  Clinton  reform  proposal  envisions  the  possible  designation  of 
public  health  clinics  as  essential  community  providers  and  would 
require  such  relationships  for  the  first  5  years  after  the  enactment 
of  reform.  But  what  will  happen  after  these  first  5  years?  The  sur- 
vival of  vital  public  health  clinical  services  may  depend  upon  the 
terms  and  conditions  offered  to  essential  community  providers  in 
the  Health  Care  Reform  Package. 

Just  to  quickly  mention  a  few  other  key  areas,  a  related  and 
major  concern  with  the  Clinton  health  plan  is  coverage  for  undocu- 
mented persons  or  illegal  immigrants.  Currently,  the  Health  Secu- 
rity Act  does  not  contemplate  covering  this  section  of  the  popu- 
lation, yet  for  New  York  and  other  major  urban  centers,  it  is  essen- 
tial that  at  least  basic  health  services  be  provided  to  these  individ- 
uals, both  for  their  individual  care  and  for  the  effectiveness  of  our 
disease  control  efforts.  The  same  is  true  for  medical  care  we  pro- 
vide to  prisoners,  who  are  also  excluded  from  universal  coverage 
and  who  are  often  among  the  sickest  and  poorest  members  of  our 
society. 

More  broadly,  in  order  to  effectively  reach  populations  that  are 
currently  underserved,  it  will  be  crucial  that  in  addition  to  univer- 
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sal  coverage,  health  care  reform  achieve  full  funding  for  the  Na- 
tional Health  Service  Corps  and  provide  adequate  capital  support 
for  the  development  and  expansion  for  primary  care  facilities. 
Without  the  infrastructure  and  the  trained  personnel  to  draw  on, 
we  will  be  unable  to  offer  appropriate  care  in  our  inner-city  com- 
munities, regardless  of  the  level  of  coverage  offered. 

Another  issue  of  importance  to  the  urban  poor  concerns  the  de- 
velopment of  a  risk  assessment  formula  to  compensate  for  the 
added  problems  and  health  risks  seen  in  this  population.  As  you 
know,  the  nature  and  scope  of  this  risk-assessment  mechanism  is 
yet  to  be  established. 

Finally,  I  just  would  like  to  emphasize  that  I  think  the  public 
health  community  has  an  important  role  to  play  in  the  develop- 
ment of  quality  assurance  measures  to  assess  the  effectiveness  of 
health  care.  You  discussed  that  some  earlier  this  morning. 

The  final  measure  of  all  health  care  reform  efforts  will  be  their 
impact  on  the  overall  health  of  the  population  served.  The  tools 
and  know-how  for  measuring  the  population's  health  exist  within 
the  purview  of  public  health.  These  public  health  tools  should  be 
applied  to  the  overall  health  care  reform  effort  as  well  as  to  mon- 
itor the  impact  of  individual  health  plans  and  regional  alliances.  I 
have  gone  into  more  detail  in  my  submitted  testimony. 

Thank  you  very  much. 

Mr.  Waxman.  Thank  you. 

The  written  testimony  will  all  be  in  the  record. 

[The  prepared  statement  of  Ms.  Hamburg  follows:] 
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REMARKS  BY 
NEW  YORK  CITY  HEALTH  COMMISSIONER 
MARGARET  A.  HAMBURG,  M.D. 

HOUSE  OF  REPRESENTATIVES,  COMMITTEE  ON  ENERGY  AND  COMMERCE 
SUBCOMMITTEE  ON  HEALTH  AND  THE  ENVIRONMENT 

Monday,  January  31,  1994 

I  appreciate  this  opportunity  to  testify  before  the 
Subcommittee  on  Health  and  the  Environment  concerning  the  role  of 
public  health  in  national  health  care  reform. 

From  my  perspective  as  the  head  of  the  nation's  largest 
municipal  health  department,  and  from  the  perspective  of  my 
colleagues  in  public  health  throughout  the  country,  it  is  essential 
that  any  health  care  reform  package  ultimately  enacted  include 
provisions  for  the  maintenance  of  "core"  public  health  functions 
and  integration  of  those  functions  into  health  care  services  and 
programs . 

Historically,  it  is  important  to  note  that  despite  a  dazzling 
array  of  advances  in  biomedical  technology  and  treatment 
strategies,  it  is  public  health  measures  that  have  played  the 
greatest  role  in  reducing  disease,  increasing  longevity  and 
improving  the  quality  of  life  and  health  status  of  our  citizens. 
Throughout  the  past  century,  the  most  significant  gains  in  health 
have  come  from  public  health  programs  ranging  from  sanitary 
inspection,  protection  of  public  water  supplies  and  waste  removal, 
to  control  of  communicable  disease  through  immunization,  diagnosis 
and  treatment,  contact -tracing  and,  when  necessary,  isolation. 

Today,  important  public  health  activities  include: 
surveillance  and  control  of  communicable  and  other  disease; 
protection  from  environmental  hazards;  health  education  and  disease 
prevention  programs;  patient-specific  disease  control 
interventions;  and  clinical  services  for  indigent  and  underserved 
populations . 

Many  of  these  activities  do  not  occur  in  a  doctor's  office  or 
in  a  clinical  setting,  yet  they  are  unarguably  vital  to  the  health 
and  well-being  of  the  people  of  my  city  and  of  this  nation.  Disease 
surveillance,  for  example,  serves  both  as  a  sentinel  alerting  us  to 
new  or  re -emergent  threats,  and  a  research  tool  enabling  us  to 
quickly  devise  interventions  that  stem  the  spread  of  disease.  To 
relax  surveillance  --  particularly  now,  as  the  erosion  of 
geographic  barriers  has  made  the  introduction  of  disease  threats 
from  far-away  places  more  likely  --  is  to  let  down  our  guard  and 
imperil  our  people. 

In  addition,  the  formidable  epidemiological  tools  of  public 
health  can  be  employed  to  gain  deeper  understanding  of,  and  devise 
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interventions  for,  areas  of  public  concern- -such  as  violence  and 
injury  prevention,  for  example- -that  traditionally  have  not  been 
considered  health  issues. 

In  more  traditional  areas,  public  health  programs  and 
services  are  ideally  situated  to  reach  populations  at  high-risk  for 
a  range  of  health  problems.  School  health  clinics  and  programs, 
sexually  transmitted  disease  clinics,  and  HIV  counseling  and 
testing  programs  offer  opportunities  for  prevention  and  early 
intervention  efforts  that  are  cost-effective  and  deserve  support 
and  expansion. 

Through  health  education  and  promotion  efforts,  public  health 
also  has  achieved  success  in  changing  behavioral  patterns  involving 
tobacco  and  alcohol  use,  diet  and  exercise.  The  benefits  of  such 
change  are  difficult  to  calculate  precisely,  but  they  are  obviously 
immense,  whether  measured  in  decreased  human  suffering  or  economic 
losses  averted. 

Certain  environmental  issues,  among  them  lead  poisoning 
prevention,  protection  of  the  food  and  water  supply,  and  asbestos 
exposure,  require  effective  public  communication  and  close 
coordination  among  a  multitude  of  governmental  agencies.  Public 
health  agencies  are  best  positioned  not  only  to  inform  the  public, 
but  in  many  cases,  coordinate  the  governmental  response  to  these 
health  concerns  as  well. 

Indeed,  these  public  health  interventions  reflect  public 
health's  role  as  "physician  to  the  entire  population."  Not  only 
are  public  health  activities  essential  for  attaining  our  national 
and  local  health  objectives,  but,  as  the  proverbial  "ounce  of 
prevention, "  they  collectively  represent  an  extremely  cost- 
effective  element  of  national  and  local  health  strategies. 

The  nation  is  now  engaged  in  a  far-reaching  consideration  of 
our  health  care  system.  This  has  been  a  very  positive,  much  needed 
development.  President  Clinton's  commitment  to  health  care  reform 
offers  a  monumental  and  historic  opportunity  to  improve  health  and 
well-being  throughout  our  nation.  Overall,  President  Clinton's 
Health  Plan  contains  elements  that  are  essential  to  meaningful 
reform,  including  universal  coverage  and  health  security  for  all 
Americans,  a  comprehensive  minimum  benefits  package,  and  a 
restructuring  of  our  service  delivery  system  to  emphasize  and 
expand  capacity  for  preventive  and  primary  care.  In  addition,  the 
Administration's  recognition  of  the  role  of  public  health  in 
maintaining  and  promoting  the  health  of  the  population  is  to  be 
commended.  However,  as  health  care  reform  moves  forward,  a  number 
of  particular  concerns  have  emerged  about  how  public  health 
programs  and  policies  will,  in  fact,  be  reflected  in  the  reform 
effort. 

Let  me  briefly  outline  for  you  a  number  of  the  concerns  shared 
by  me  and  my  colleagues  in  public  health,  and  how  we  believe  they 
can  be  significantly  addressed  by  action  in  a  number  of  key  areas: 
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1.  The  National  Health  Board  that  has  been  proposed  as  a 
decision-making  body  for  the  health  care  reform  plan  must  be 
constituted  so  that  it  embraces  public  health  issues  on  its  agenda. 
This  could  be  accomplished  several  ways,  either  separately  or  in 
combination.   The  Board  could  be  direct,  by  statute,  to  consider 
public  health  consequences  and  preventive  efforts  in  all  actions  it 
takes.  A  certain  minimum  number  of  Board  members  could  be  required 
to  be  public  health  experts,  or  some  other  way  of  assuring  that 
public  health  expertise  be  reflected  in  Board  membership  can 
be  devised.  Alternatively,  a  separate  public  health  panel  could  be 
established  with  the  power  to  advise  and  consent  on  Board  actions 
having  a  significant  public  health  component  or  involvement. 

2 .  There  must  be  a  stable  and  predictable  funding  stream  to 
support  core  public  health  functions  nationwide.  This  should  be 
accomplished  in  some  set-aside  or  percentage  way  as  part  of  the 
health  care  reform  package,  rather  than  as  a  separate 
authorization.  Toward  this  end,  drawing  from  the  health  insurance 
premiums  that  are  envisioned  as  the  primary  financing  vehicle  for 
health  care  reform,  a  dedicated  percentage  set-aside  for  public 
health  will  assure  continued,  reliable  funding.  (Public  health 
experts  have  estimated  the  desirable  level  of  funding  for  public 
health  functions  at  six  percent  of  total  health  expenditures) .  It 
is  certainly  fair  and  appropriate  that  the  flow  of  revenues  to 
public  health  from  health  insurance  premiums  should  be  linked  to 
continuation  of  state  and  local  funding  for  public  health,  but  the 
funding  apparatus  for  public  health  must  reflect  a  strong 
commitment  from  the  federal  government  and  the  reality  that  public 
health  is  an  essential  component  of  the  overall  health  care 
strategy  for  our  citizens. 

Correspondingly,  assured  funding  for  public  health  functions 
should  also  require  a  quality  assurance  component  to  gauge  the 
effectiveness  of  the  interventions.  We  need  better  quality 
assurance  measures  for  both  population-wide  and  patient -specif ic 
public  health  activities.  Admittedly,  this  is  a  difficult  task. 
Public  health  is  most  successful  when  something  does  not  occur- - 
namely  disease,  disability, or  death--and  it  can  be  difficult  to 
accurately  asses  the  reasons  for  the  absence  of  something. 
Nevertheless,  we  must  move  ahead  in  developing  outcome  measurements 
to  improve  efficiency  and  so  we  can  compare  the  cost-effectiveness 
of  public  health  programs  with  patient-specific  health  care 
delivery. 

3.  Health  care  plans  must  integrate  public  health  measures 
into  the  delivery  of  clinical  services.  Health  care  reform 
legislation  must  clearly  establish  this  responsibility.  This  does 
not  mean  that  a  health  care  plan  must,  itself,  conduct  such 
functions  as  contact  tracing,  partner  notification,  lead  abatement 
and  directly-observed  therapy  of  TB  patients.  What  is  needed  is 
linkage;  a  health  plan  ought  to  be  accountable  for  how  well  it 
integrates  these  vital  public  health  services  into  its  clinical 
care.    Similarly,   state  and  local  public  health  departments, 
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depending  upon  local  needs  and  local  disease  prevalence,  must  be 
able  to  require  health  plans  in  their  jurisdictions  to  integrate 
public  health  measures  into  clinical  care. 

4  .  Certain  vital  public  health  clinical  services  may  need  to 
survive  the  enactment  of  health  care  reform  legislation.  In  New 
York  City  and  throughout  the  nation,  public  health  departments  have 
developed  an  array  of  clinical  services  that  treat  individual 
patients,  but  whose  mission  is  more  broadly  designed  to  stem  the 
spread  of  infectious  disease  or  abate  sources  of  environmental  or 
occupational  illness.  Some  examples  of  these  clinical  services  are 
TB  (diagnosis  and  treatment,  contact  tracing  and  notification, 
directly-observed  therapy,  and  drug-susceptibility  testing) , 
sexually  transmitted  disease  (diagnosis  and  treatment  as  well  as 
linking  patients  to  partner  notification  services) ,  school  health 
programs  (ensuring  immunizations,  screening  children  for  disease, 
and  where  appropriate,  linking  children  and  families  to  follow-up 
services) ,  and  clinical  laboratory  services  (with  individual 
instances  of  elevated  lead  levels,  for  example,  triggering 
environmental  inspections  and  abatement) .  In  cases  such  as  these 
where  there  is  an  over-riding  public  health  objective  and  a  need 
for  disease-specific  expertise,  it  may  well  be  that  public  health 
departments  should  continue  to  provide  the  essential  clinical 
services . 

Furthermore,  certain  public  health  clinical  interventions  are 
not  easily  undertaken  by  any  party  except  a  health  department, 
because  these  services  often  must  combine  clinical  treatment  with 
mandated  public  health  interventions.  These  include  contact 
tracing  for  STDs,  partner  notification  for  HIV,  inspection  and 
abatement  orders  for  confirmed  instances  of  lead  poisoning  and 
mandatory  directly-observed  therapy  for  TB .  These  involve  uniquely 
governmental  functions  that  cannot  be  undertaken  by  private 
parties,  and  must  remain  within  a  health  department's  service 
capacity. 

In  addition  to  these  disease-specific  control  activities,  many 
health  departments  offer  important  . treatment  services  in  an 
anonymous  or  pseudonymous  fashion.  In  some  instances,  such  as  HIV 
testing,  STD  diagnosis  and  treatment,  or  family  planning  services, 
this  confidentiality  protection  may  be  crucial  to  the  willingness 
of  individuals  to  seek  care. 

Health  departments  have  also  provided  an  important  function  as 
the  provider  of  last  resort  to  the  indigent  and  underserved. 

As  health  care  reform  moves  forward,  we  must  be  cautious  not 
to  eliminate  (or  underfund)  these  services,  unless  we  can  be  quite 
confident  that  the  described  needs  will  be  adequately  addressed  by 
the  new  approach.  The  Clinton  reform  proposal  envisions  the 
possible  designation  of  public  health  clinics  as  "essential 
community  providers"  arid  would  require  such  relationships  for  the 
first  five  years  after  the  enactment  of  reform.  But  what  will 
happen  after  the  first  five  years?   The  survival  of  vital  public 
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health  clinical  services  may  depend  upon  the  terms  and  conditions 
offered  to  "essential  community  providers"  in  the  health  reform 
package . 

There  is  a  strong  rationale  for  perpetuating  essential  public 
health  clinical  services  and  paying  for  them  through  health 
insurance  premiums.  One  reason  for  this  is  the  achievement  of 
economies  of  scale.  Another  justification  for  continued  funding  of 
these  services  is  because  they  are  not  easily  duplicated 
elsewhere.  For  example,  the  tuberculosis  expertise  that  has  been 
developed  in  our  Department's  TB  control  program  cannot  be  found  in 
most  of  the  City's  clinical  settings  despite  the  concentration  and 
sophistication  of  medical  institutions  in  New  York. 

A  further  justification  for  continued,  guaranteed  funding  of 
public  health  programs  is  the  distinct  possibility,  if  not  virtual 
likelihood,  that  unscrupulous  health  plans  will  be  tempted  to 
"dump"  their  own  patients  onto  the  fragile  public  health  clinic 
delivery  system.  Clearly,  the  best  way  to  protect  these  critical 
public  health  clinical  services  is  to  fund  them  from  premiums  and 
by  requiring  health  plans  to  reimburse  for  the  services  their 
members  receive  at  public  clinics. 

Yet  another  reason  for  the  ongoing  support  of  essential  public 
health  clinical  services  is  to  serve  undocumented  persons,  who  will 
apparently  not  otherwise  be  covered  by  health  plans.  I  want  to 
emphasize  the  importance  of  this  point.  Currently  the  Health 
Security  Plan  does  not  contemplate  covering  this  section  of  the 
population.  Yet  for  New  York,  as  for  all  urban  centers  of  the 
country,  it  is  essential  that  at  least  basic  health  services  be 
provided.  Sadly,  immigrants  often  have  a  wide  array  of  health 
problems;  too  often,  neglect  and  inadequate  access  to  health  care 
only  makes  these  problems  worse,  and  their  treatment,  ultimately, 
more  expensive.  It  is  penny-wise  and  pound- foolish  to  exclude 
these  individuals  from  the  meaningful  primary  and  preventive  care 
coverage  offered  by  health  care  reform.  What  is  more,  given  the 
endemic  state  of  many  infectious  diseases  in  other  parts  of  the 
world,  it  is  critical  that  we  are  able  to  effectively  reach  these 
individuals  and  offer  them  care.  Without  this,  our  disease  control 
efforts  will  be  seriously  hampered. 

Therefore,  in  order  to  protect  the  health  of  both  individuals 
and  populations,  and  to  reduce  preventable  expenditures,  health 
care  reform  should  be  expanded  to  include  undocumented  persons. 
However,  should  this  not  happen,  there  must  be  ongoing  support  for 
the  public  health  system  at  whose  doorstep  these  patients  will 
continue  to  present. 

Another  group  that  needs  to  be  included  in  coverage  plans, 
either  directly  or  through  some  reimbursement  system  for  local 
governments,  is  our  prison  population.  Again,  this  is  a  group  that 
has  been  ignored  by  the  health  care  reform  plans  currently  being 
circulated  and  discussed.  But  medical  care  for  prisoners  is  a 
critical  aspect  of  any  health  care  and/or  disease  control  program. 
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Studies  in  New  York  and  elsewhere  demonstrate  that  this  is  a  very- 
ill  population;  prisoners  suffer  disproportionately  high  rates  of 
HIV  illness,  STDs,  TB,  and  other  serious,  often  preventable, 
conditions.  Not  only  is  it  essential  that  these  individuals 
receive  appropriate  care  and  treatment,  but  their  diseases  must  be 
diagnosed  and  treated  to  limit  their  spread  among  fellow  prisoners, 
or  to  members  of  the  civilian  population  among  whom  prisoners  live 
when  they  are  released. 

5.  The  public  health  community  has  an  important  role  to  play 
in  the  development  of  quality  assurance  measures  to  assess  the 
effectiveness  of  health  care.  The  final  measure  of  all 
health  care  reform  efforts  will  be  their  impact  on  the  overall 
health  of  the  populations  served.  The  analytic  tools  and  know-how 
for  measuring  the  population's  health,  in  turn,  are  found  squarely 
within  the  purview  of  public  health.  In  fact,  existing  public 
health  programs  and  expertise,  particularly  disease  surveillance 
and  the  collection  and  analysis  of  health  statistics,  could  readily 
be  utilized  to  establish  vital  quality  assurance  mechanisms  for 
health  care  reform.  These  public  health  tools  could  be  applied  not 
only  to  the  overall  reform  effort,  but  to  monitor  the  impact  of 
individual  health  plans  and  regional  health  alliances. 


In  summary,  there  is  a  pressing  need  for  health  care  reform  in 
this  country.  However,  if  these  efforts  are  to  be  successful,  it 
is  essential  to  consider  all  the  major  factors  that  influence  the 
health  of  the  public;  it  will  require  explicit,  systematic  and 
sustained  attention  to  the  core  functions  of  public  health. 
Despite  the  manifest,  fundamental  significance  of  public  health 
activities  --  and  despite  their  proven  track  record  of 
accomplishment  --  these  functions  have  historically  been  marginal 
in  American  debates  on  health  care.  This  time  we  cannot  afford  to 
leave  them  out . 

Implementation  of  the  suggestions  I  have  outlined  would  assure 
preservation  of  public  health  activities  that  are  immeasurably 
important  to  this  nation's  well-being,  and  will  further  the  health 
objectives  we  have  delineated  for  ourselves  as  a  nation.  Failure 
to  integrate  public  health  concerns  into  the  strategy,  objectives, 
and  workings  of  health  care  reform  will  threaten  these  critical 
functions,  with  possibly  disastrous  consequences  nationwide. 

Again,  thank  you  for  the  opportunity  to  address  the  important 
issue  of  preserving  these  essential  public  health  services  as  the 
nation  goes  forward  with  health  care  reform. 
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Mr,  Waxman.  Dr.  Coye. 

Do  you  want  to  pass  the  microphone  over? 

STATEMENT  OF  MOLLY  JOEL  COYE 

Ms.  Coye.  Good  morning,  Chairman  Waxman.  Thank  you  for  the 
invitation  to  appear  before  you  again. 

My  name  is  Molly  Joel  Coye.  I  am  a  physician  licensed  in  Califor- 
nia and  board  certified  in  preventive  medicine.  I  have  been  the  di- 
rector of  health  for  two  State  Health  Departments,  chair  of  the  ex- 
ecutive board  of  the  American  Public  Health  Association  and  presi- 
dent of  the  Association  of  State  and  Territorial  Health  Executives. 

As  you  also  know,  I  am  that  relatively  rare  entity,  a  "dyed  in  the 
wool"  public  health  professional  who  is  enthusiastic  about  the  po- 
tential for  managed  care  and  organized  delivery  systems.  So  I  am 
very  interested  in  addressing  this  topic  from  my  new  position, 
working  with  Health  Dimensions,  which  is  a  community-based  non- 
profit integrated  health  system  in  San  Jose,  Calif. 

Our  system  includes  four  community  nonprofit  hospitals,  a  medi- 
cal group  and  an  IPA,  a  trauma  center,  regionalized  tertiary  serv- 
ices, and  in  total  serves  approximately  one-fifth  of  the  people  living 
in  Santa  Clara  County.  Our  system,  however,  also  includes  10 
school-based  clinics,  more  than  any  other  local  health  system  in  the 
country,  as  well  as  the  largest  nonprofit  home  care  agency  in  our 
county,  of  which  I  am  now  acting  CEO,  and  mental  health,  HIV 
prevention  as  well  as  treatment,  and  many  other  services  that  are 
directly  related  to  the  public  health  of  our  community. 

We  are,  in  fact,  a  part  of  the  broader  public  health  network  with- 
in our  community,  and  as  we  move  towards  capitation,  we  are 
transforming  ourselves  into  an  organization  that  takes  a  popu- 
lation-based approach  to  health  care.  From  this  new  perspective, 
and  with  perhaps  a  unique  combination  of  experience  in  the  public 
and  private  sectors,  I  want  to  argue  the  urgency  of  several  public 
health  concerns  in  the  broader  context  of  national  health  reform. 

Most  important  of  all,  we  need  a  strong,  competent  public  health 
system  as  our  partner  in  this  reform  effort.  The  best  of  managed 
care,  the  best  of  organized  delivery  systems  still  requires  a  strong 
public  health  presence  at  the  local,  State  and  Federal  level  to  com- 
plement, lead  and  provide  services  that  we  will  never  provide. 

The  President's  plan  offers  us  a  great  promise,  the  possibility 
with  universal  access  that  our  public  health  agencies  will  finally 
have  the  monkey  off  their  back,  will  finally  be  able  to  turn  their 
attention  to  real  prevention  and  public  health.  But  there  are  some 
tremendous  risks  in  this  transition  period. 

The  first  risk,  and  one  which  I  believe,  Chairman  Waxman,  you 
have  identified  very  well,  is  that  it  will  be  a  period  of  great  tumult 
and  change.  Some  systems  may  be  rapidly  dismantled,  while  the 
new  ones  intended  to  replace  them  are  not  yet  serviceable. 

This  could  result  in  the  public  health  equivalent  of  deinstitu- 
tionalization in  mental  health,  and  as  you  know,  in  that  case,  the 
replacement  services  never  materialized.  Because  of  this,  I  support 
the  President's  proposal  that  special  status  be  accorded  to  public 
and  community  nonprofit  systems  and  providers  during  the  transi- 
tion period,  and  that  funding  reach  them  early  during  this  period 
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to  begin  the  development  of  the  public  health  and  medical  care  sys- 
tems which  we  will  need  in  the  future. 

The  second  great  risk  of  this  transition  period  is  that  the  public 
health  needs  of  the  country  will  receive  lip  service  only,  authoriza- 
tion without  appropriation. 

I  know  you,  Mr.  Chairman,  and  members  of  the  subcommittee, 
are  well  aware  of  the  principal  causes  of  disease,  death  and  disabil- 
ity in  our  country,  but  not  everyone  understands  that  medical  care 
and  the  health  of  the  public  are  only  tangentially  related.  Much  of 
the  public  believes  that  health  reform  will  make  us  healthier.  This 
is  patently  untrue. 

Giving  everyone  in  the  country  a  health  insurance  card  will  not 
alone  significantly  improve  the  health  of  our  people.  Only  a  com- 
bination of  reforming  the  medical  care  system  and  reform  in  our 
public  health  system  can  do  that.  So  I  urge  you  to  support  full 
funds  and  apply  full  pressure  for  reform  of  the  public  health  sys- 
tem as  well  as  the  medical  care  system.  And  I  will  tell  you  why 
I  feel  so  strongly  about  this. 

Frankly,  the  public  health  system  in  America  is  just  as  badly  in 
need  of  basic  reform  as  the  nonsystem  of  medical  care.  The  public 
health  system  needs  adequate  data  systems,  accountability,  and  a 
concentrated  effort  to  make  publicly  administered  programs  more 
effective. 

Having  directed  the  efforts  of  two  large  State  health  departments 
and  worked  closely  with  local  health  departments  in  three  States, 
I  know  how  large  an  undertaking  it  will  be  to  create  a  modern, 
streamlined,  efficient  and  responsive  public  health  network,  but  we 
desperately  need  reform  in  the  public  health  system  and  a  strong 
public  health  system.  Public  health  agencies  today  are  organized  by 
scientific  discipline,  by  media  of  exposure,  by  disease,  by  financing 
source,  by  legislative  authorization. 

In  a  historical  accretion  that  owes  much  to  Rube  Goldberg  and 
very  little  to  strategic  planning,  authority  over  programs  is  frag- 
mented among  agencies  within  each  level  of  government  and  dif- 
fused across  local,  State  and  Federal  levels.  A  typical  State  agency 
operates  literally  dozens  of  programs,  each  with  separate  contracts, 
billing  eligibility  criteria,  applications,  data  collection  and  reporting 
requirements,  audits,  and  so  on,  resulting  in  a  spaghetti  web  of 
overlapping  and  contradictory  programs  targeting  the  same  popu- 
lations. 

Each  categorical  program  accumulates  its  own  collection  of  enti- 
tled interests,  including  the  program  staff  itself,  to  oppose  any  con- 
solidation or  integration  of  that  program.  This  fragmentation  and 
disarray  is  not  unlike  the  situation  in  medical  care  today.  Both  are 
nonsystems.  Both  require  reform,  accomplished  with  care,  but  also 
with  determination.  In  both  cases,  reform  should  lead  to  inte- 
grated, flexible  systems  that  can  direct  resources  more  effectively 
to  prevent  disease  and  death. 
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And  in  conclusion,  Mr.  Chairman,  there  is  more  in  the  written 
testimony  that  I  will  submit,  I  believe  very  strongly  that  managed 
care  and  organized  delivery  systems  can  fulfill  the  promise  that  the 
President  believes  in,  but  only  with  strong  public  health  partners, 
and  the  failure  to  provide  enough  funds  and  I  believe  somewhat 
stronger  requirements  in  terms  of  accountability,  endangers  this 
parallel  process  of  reform. 

Mr.  Waxman.  Thank  you  very  much,  Dr.  Coye. 

[The  prepared  statement  of  Ms.  Coye  follows:] 
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STATEMENT   OF   MOLLY   JOEL   COYE 


Good  morning,  Chairman  Waxman,  and  thank  you  for  the  invitation  to  appear 
before  you  today.   My  name  is  Molly  Joel  Coye.    I  have  been  asked  to  testify 
today  on  public  health  and  the  President's  proposal  for  national  health  reform. 
Let  me  first  give  you  some  bona  fides.   I  am  a  physician,  licensed  to  practice  in 
the  State  of  California  and  Board  Certified  in  Preventive  Medicine.    I  have 
served  as  the  Commissioner  of  Health  for  the  State  of  New  Jersey,  Director  of 
the  State  Department  of  Health  Services  for  the  State  of  California,  Chair  of  the 
Executive  Board  of  the  American  Public  Health  Association,  and  President  of 
the  Association  of  State  and  Territorial  Health  Executives.   As  you  know,  I  am 
also  that  relatively  rare  entity,  a  dyed-in-the-wool  public  health  professional  who 
is  enthusiastic  about  the  potential  of  managed  care  and  organized  delivery 
systems. 

I  left  the  position  of  Director  of  the  Department  of  Health  Services  for 
California  in  September  of  last  year,  and  since  then  have  been  Senior  Vice 
President  for  Health  System  Development  for  Health  Dimensions,  a  community- 
based  non-profit  integrated  health  system  in  San  Jose,  California.   Our  system 
includes  four  community  non-profit  hospitals,  a  medical  group  and  an  1PA,  a 
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trauma  center,  regionalized  tertiary  services,  and  in  total  serves  approximately 
one-fifth  of  the  people  living  in  Santa  Clara  County. 

Our  system,  however,  also  includes  10  school-based  clinics  -  more  than  any 
other  local  health  system  in  the  country  --  as  well  as  the  largest  non-profit  home 
care  agency  in  our  county,  of  which  I  am  now  acting  CEO,  and  mental  health, 
HIV  prevention  and  treatment  and  many  other  services  that  are  directly  related 
to  the  public  health  of  our  community.   We  are  a  part  of  the  broader  network  of 
public  health  within  our  community,  and  as  we  move  to  capitation,  we  are 
transforming  ourselves  into  an  organization  that  takes  a  population-based 
approach  to  health  care.    From  this  new  perspective,  and  with  a  unique 
combination  of  experience  in  the  public  and  private  sectors,  I  want  to  argue  the 
urgency  of  several  public  health  concerns  in  the  broader  context  of  national 
health  reform. 

Most  important  of  all,  we  need  a  strong,  competent  public  health  system  as  our 
partner  in  making  communities  healthy.    The  President's  proposal  to  achieve 
universal  access  to  medical  care  in  this  county  promises  us  this  potential,  but  it 
does  not  go  far  enough  if  it  remains  unfunded.    For  many  years,  those  of  us 
working  in  public  health  have  been  forced  to  devote  the  lion's  share  of  our 
efforts  and  our  budgets  to  providing  access  for  the  underinsured  in  our 
communities.    The  true  mission  of  public  health  —  to  promote  the  health  of  our 
communities  —  has  been  sacrificed  to  the  more  pressing  human  and  political 
necessities  of  providing  medical  care  for  those  who  cannot  access  it  in  the 
private  sector.    If  national  health  reform  does  in  fact  provide  this  access,  public 
health  agencies  will  at  last  be  able  to  turn  their  attention  to  the  broader  tasks  of 
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public  health,  and  be  effective  partners  with  the  transformed  system  of  medical 
care  delivery. 

It  appears  that  the  transition  to  universal  access  will  be  prolonged  as  the  content 
and  cost  of  health  reform  continues  to  be  negotiated.   The  transition  to  a  system 
of  universal  access  to  medical  care,  and  especially  a  prolonged  transition,  poses 
several  very  real  risks  for  the  vulnerable  populations  we  have  traditionally 
served.   First  of  all,  the  transition  itself  will  be  a  period  of  tumultuous  change 
and  great  uncertainty.    Some  systems  may  be  rapidly  dismantled  while  the  new 
ones  intended  to  replace  them  are  not  yet  serviceable.   This  could  result  in  the 
public  health  equivalent  of  deinstitutionalization  in  mental  health  --  and,  as  you 
know,  in  that  case  the  replacement  services  never  materialized.   Because  of 
this,  I  support  the  President's  proposal  that  special  status  be  accorded  to  public 
and  community  non-profit  systems  and  providers  during  the  transition  period, 
and  that  funding  reach  them  early  during  this  period  to  begin  the  development 
of  the  public  health  and  medical  care  systems  which  we  will  need  in  the  future. 


The  second  great  risk  of  the  transition  period  is  that  the  public  health  needs  of 
the  country  will  receive  lip  service  only  -  authorization,  without  appropriation. 
I  know  you,  Mr.  Chairman,  and  the  Members  of  the  Subcommittee  are  well 
aware  of  the  principal  causes  of  disease,  death  and  disability  in  the  United 
States.   But  not  everyone  understands  that  medical  care  and  the  health  of  the 
public  are  only  tangentially  related.   Much  of  the  public  believes  that  health 
reform  will  make  us  healthier. 
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This  is  patently  untrue.   Giving  everyone  in  the  country  a  health  insurance  card 
will  not  alone  significantly  improve  the  health  of  our  people.     Only  a 
combination  of  reform  in  the  medical  care  system  and  in  public  health  can  do 
that.     So  I  urge  you  to  support  full  appropriation  of  the  funds  proposed  for  the 
reform  and  improvement  of  the  public  health  system.   And  I  will  tell  you  why  I 
feel  so  strongly  about  this. 

Frankly,  the  public  health  system  in  America  is  just  as  badly  in  need  of  basic 
reform  as  the  non-system  of  medical  care.    The  public  health  system  needs 
adequate  data  systems,  accountability,  and  a  concentrated  effort  to  make 
publicly-administered  programs  more  effective.     Having  directed  the  efforts  of 
two  large  state  health  departments,  and  worked  closely  with  local  health 
departments  in  three  states,  I  know  how  large  an  undertaking  it  will  be  to  create 
a  modern,  streamlined,  efficient  and  responsive  public  health  network.     We 
need  these  reforms  to  create  a  public  health  system  capable  of  protecting  and 
advancing  the  interests  of  the  public. 

We  dare  not  assume  that  Alliances  —  or  individual  provider  systems  -  will  be 
tough  enough  as  monitors  of  two  concerns  that  have  traditionally  been  the 
responsibility  of  public  health  agencies:    access  to  care  for  vulnerable 
populations,  and  population-based  prevention.   But  we  should  be  equally  careful 
about  assumptions  that  public  health  agencies  do  an  adequate  job  at  either  of 
these  tasks.    In  an  era  of  increasing  accountability,  public  health  agencies  will 
find  that  they  too  have  to  transform  themselves,  from  their  current  hodge-podge 
of  categorical  programs  into  true  systems  capable  of  comprehensive  and 
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effective  leadership. 

Public  health  agencies  today  are  organized  by  scientific  discipline,  by  media  of 
exposure,  by  disease,  by  financing  source,  by  legislative  authorization  --  in  an 
historical  accretion  that  owes  much  to  Rube  Goldberg  and  little  to  strategic 
planning.   Authority  over  programs  is  fragmented  among  agencies  within  each 
level  of  government,  and  diffused  across  local,  state  and  federal  levels.    A 
typical  state  agency  operates  literally  dozens  of  programs,  each  with  separate 
contracts,  billing,  eligibility  criteria,  applications,  data  collection  and  reporting 
requirements,  audits,  and  so  on,  resulting  in  a  'spaghetti  web'  of  overlapping  and 
contradictory  programs  targeting  the  same  populations.    Each  categorical 
program  accumulates  its  own  collection  of  entitled  interests,  including  the 
program  staff  itself,  to  oppose  any  consolidation  or  integration  of  that  program. 

This  fragmentation  and  disarray  is  not  unlike  the  situation  in  medical  care  today. 
Both  are  'non-systems'.   Both  require  reform,  accomplished  with  care  but  also 
with  determination.    In  both  cases,  reform  should  lead  to  integrated,  flexible 
systems  that  can  direct  resources  more  effectively  to  prevent  disease  and  death. 
In  the  reform  of  public  health  agencies  this  would  mean  the  establishment  of 
broad  program  budgeting  for  all  core  public  health  programs,  with  a  common 
data  base,  defined  outcomes  and  performance  benchmarks.   Categorical 
programs  should  be  consolidated  into  comprehensive  systems,  as  the  means  of 
holding  them  accountable  are  developed  and  put  in  place. 

And  public  agencies  must  be  allowed  to  target  resources  in  order  to  concentrate 
on  priority  risks.    In  every  community,  a  short  list  of  attributable  risks,  mostly 
related  to  behavior  (tobacco,  alcohol,  violence,  diet  and  exercise),  are 
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responsible  for  the  vast  majority  of  premature  deaths  and  years  of  potential  life 
lost.     Because  of  the  detailed  extent  of  executive  and  especially  legislative 
political  control  over  funding  decisions  at  all  levels  of  government,  however,  it 
is  often  difficult  for  agency  administrators  to  make  sensible,  outcome-driven 
decisions  about  resource  allocation  and  program  priorities.   There  is  far  too  little 
use  of  the  mother  science  of  public  health  -  epidemiology  --  in  determining  the 
allocation  of  resources  and  priorities  in  public  policy. 

These  are  some  of  the  tasks  I  find  for  the  reform  of  our  public  health  system. 
The  President  is  right  --  we  should  reform  the  public  health  system,  and 
incorporate  it  directly  into  the  broader  reform  of  our  entire  health  system.   But 
reform  efforts  of  any  substance  require  investment.     It  takes  working  capital  to 
build  modern  information  systems,  to  train  and  re-organize  woikers,  to  refurbish 
laboratory  and  other  technical  systems,  and  to  establish  new  methods  of 
accomplishing  old  tasks.    If  we  fail  to  invest  now  in  the  reform  of  public  health, 
we  will  miss  a  critical  window  of  opportunity  and  condemn  ourselves  to  another 
generation  of  monies  misspent  on  secondary  and  tertiary  treatment  of 
preventable  conditions. 

The  potential  if  we  do  undertake  to  fund  and  reform  public  health  is  truly 
exciting.   Hospitals,  and  especially  the  physician-hospital  integrated  systems  and 
community  provider  networks,  are  beginning  to  think  in  population-based  terms 
because  of  the  incentives  of  capitation  and  the  satisfaction  of  beginning  to  form 
integrated  systems.    We  have  a  tremendous  opportunity  to  broaden  the 
participation  in  public  health  efforts  within  each  community,  to  capitalize  on 
the  profound  transformation  now  unfolding  within  traditional  provider  systems, 
and  to  guide  these  emerging  local  health  systems  into  a  collaborative  network  of 
public  health  agencies,  community-based  physician  and  hospital  organizations, 
and  other  community  service  organizations. 

If  we  believe  that  health  reform  should  actually  improve  the  health  of  the  public 
—  as  well  as  provide  access  to  medical  care  —  we  will  have  to  invest  in 
strategies  which  can  accomplish  this  goal,  and  incorporate  the  budget  for  public 
health  into  the  basic  budget  for  health  reform. 
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Mr.  Waxman.  Just  following  up  on  your  point  and  asking  this 
question  to  get  this  clearly  for  the  record;  at  the  Federal  level,  as 
you  know,  we  often  find  it  hard  to  get  money  for  programs  to  pre- 
vent problems.  Most  of  the  time  the  money  doesn't  come  until  the 
problem  is  a  crisis. 

As  you  have  heard  this  morning,  the  same  is  true  in  the  Clinton 
health  bill.  There  is  money  for  treating  illness,  but  not  for  the  pub- 
lic health  programs  to  prevent  it.  Some  have  argued  that  the  pre- 
vention programs  are  State  and  local  responsibilities.  Have  you 
been  more  successful  in  getting  preventive  money? 

Let  me  address  that  to  those  of  you  who  have  been  working  at 
the  local — all  of  you  have  been  working  at  the  local  level. 

Dr.  Lumpkin. 

Mr.  Lumpkin.  Well,  certainly  part  of  the  problem  with  the  public 
health  infrastructure  is  that  for  so  many  years  we  have  focused  as 
a  society  on  casualty  treatment,  and  just  as  you  have  said,  funding 
has  been  short  on  the  national  level,  and  funding  is  short  on  the 
State  level  and  on  the  local  level.  When  we  have  to  compete  with 
the  Medicaid  program  for  preventive  funds — and  there  is  perhaps 
the  most  classic  example  in  Illinois,  and  not  saying  that  this  is  a 
bad  program,  but  for  the  long-term  care  program  in  Illinois,  we 
spend  $1.2  billion,  and  it  services  60,000  individuals. 

We  on  the  State  level  spend  $100  million,  less  than  10  percent 
of  that  on  public  health  programs  which  impact  all  11.5  million 
people  in  the  State  of  Illinois.  There  is  a  disparity  there.  Unfortu- 
nately, we  as  a  society  have  mortgaged  our  future  in  public  health 
by  not  paying  for  it. 

Mr.  Waxman.  Dr.  Trevifio,  do  you  want  to  comment  about  that? 

Mr.  Trevino.  I  will  pass. 

Mr.  Waxman.  Dr.  Hamburg. 

Ms.  Hamburg.  I  guess  one  additional  comment  or  observation  I 
would  just  make  is  that,  unfortunately,  within  our  New  York  City 
Department  of  Health,  and  I  suspect  other  health  departments 
across  the  country,  in  times  of  constricting  budgets  there  has  been 
a  sad  tendency  to  squeeze  the  prevention  programs  more  than  the 
clinical  programs.  And  I  think  in  many  ways  that  reflects  the  fact 
that  the  products  of  prevention  are  much  harder  to  measure,  that 
it  is  not  so  obvious  to  the  policymakers  or  to  the  public  when  a  pre- 
vention effort  is  in  place  and  when  it  is  successful.  In  fact,  our  very 
successes  are  the  absence  of  disease,  so  there  is  much  greater  pres- 
sure and  much  more  public  outcry  when  clinical  services  are  re- 
duced. 

One  of  the  aspects  of  the  Clinton  Health  Care  Reform  Plan  which 
I  welcome  in  that  regard,  is  that  if  we  can  shift  some  of  our  more 
or  less  straightforward  and  traditional  ambulatory  primary  care 
services  out  of  the  health  department  and  see  that  those  services 
are  in  fact  provided  through  the  inclusion  of  primary  and  preven- 
tive health  care  services  in  the  basic  benefits  package,  then  we  will 
be  able  to  focus  much  more  to  really  strengthen  and  expand  our 
primary  mission  in  public  health,  which  is,  of  course,  prevention. 

Mr.  Waxman.  Dr.  Coye. 

Ms.  Coye.  I  would  like  to  take  a  somewhat  different  point  of 
view.  In  two  very  tough  budget  cycles  in  California,  as  you  know, 
with  one  programmatic  exception,  we  were  able  to  protect  entirely 
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our  prevention  budget  and  cut  Medicaid.  So  while  we  are  not  par- 
ticularly proud  of  cutting  Medicaid,  I  think  it  is  possible  to  defend 
a  prevention  budget. 

But  I  think  that  the  more  basic  phenomenon  that  Dr.  Hamburg 
and  others  are  addressing  is  that  basically  the  medical  care  serv- 
ices public  health  departments  provide  are  to  poor  people,  and  the 
prevention  programs  are  for  the  whole  population,  and  so  when  the 
budget  tightens  up,  there  is  a  real  willingness  to  cut  things  which 
people  don't  care  about;  for  example,  health  care  for  the  poor  or 
things  that  they  don't  understand  well,  like  prevention,  and  it  is 
Hobson's  choice  to  balance  these  two  things  off  against  each  other. 
That  is  why  it  is  so  important  to  have  an  established  funding 
stream  for  the  public  health  side  and  to  fold  in  the  care  of  the  poor 
into  systems  that  are  paying  for  the  care  of  everybody. 

Mr.  Waxman.  States  and  cities  have  a  wide  variety  of  public 
health  needs.  Some  large  urban  areas  have  severe  infectious  dis- 
ease problems,  some  don't;  some  have  decaying  infrastructures, 
others  don't.  How  should  we  allocate  funding  across  State  lines? 

Should  we  just  give  money  out  on  a  population  basis  and  ignore 
the  severity  of  need  or  should  we  give  out  the  money  on  the  basis 
of  need-using  criteria,  like  infectious  disease  and  infant  mortality? 

Mr.  Lumpkin.  I  see  where,  Mr.  Chairman,  you  don't  ask  easy 
questions.  I  think  that 

Mr.  Waxman.  I  have  staff  that  wants  to  get  to  the  bottom  of  this. 

Mr.  Lumpkin.  I  think  that  certainly  there  is  no  either/or  choice 
in  this.  I  think  that  the  funding  formula  should  take  into  account 
not  only  population  but  also  need.  There  are  States — Illinois  is  usu- 
ally about  4.9  percent  of  the  population  of  the  country,  but  we  also 
have  many  significant  social  problems.  I  think  those  have  to  be 
taken  into  account  in  some  formula  that  would  include  not  only 
population  but  also  incidences  of  certain  target  diseases,  HIV 
would  be  one,  poverty  would  be  another. 

Mr.  Waxman.  Dr.  Coye,  I  want  to  skip  to  you  on  that  question 
because  you  made  the  very  articulate  case  for  a  reliable  funding 
source.  But  if  we  are  going  to  have  a  reliable  funding  source  that 
involves  Federal  dollars,  how  do  you  think  it  ought  to  be  allocated? 

Ms.  Coye.  OK,  well,  here  is  my  shot.  I  would  say,  first  of  all,  that 
you  do  need  a  formula  population-based  allocation.  There  is  a  bare 
minimum  that  you  need  for  providing  services  everywhere,  and 
hopefully  better  than  bare  minimum,  if  we  can  get  a  decent  fund- 
ing stream. 

I  think  the  tougher  question  is  what  kind  of  accountability  would 
we  attach  to  the  attempts  to  solve  specific  problems.  If  you  have 
a  floor  of  prevention,  outreach  and  education  work  going  in  HIV, 
and  a  floor  of  access  to  treatment  services,  and  you  have  some  com- 
munities with  greater  HIV  problems  than  others,  it  begs  the  ques- 
tion to  simply  say:  Should  we  give  more  money  to  that  community? 
The  real  question  should  be:  How  are  we  going  to  hold  accountable 
those  who  are  trying  to  change  the  pattern  in  the  community? 

I  would  be  willing  to  throw  great  resources  disproportionately 
into  areas  where  the  problems  are  worse,  if  you  had  some  con- 
fidence that  there  was  accountability  for  their  ability  to  impact 
those  patterns,  and  that  is  the  test.  Now,  obviously,  people  will  say 
fairly,  these  are  very  complicated  social  issues,  and  it  is  very  dif- 
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ficult  to  bring  about  change,  but  it  is  possible.  And  in  the  absence 
of  being  held  accountable,  it  is  very,  very  difficult  for  public  health 
leaders,  for  example,  within  their  own  communities,  to  exert  the 
kind  of  influence  to  change  collateral  systems  that  are  necessary, 
so  I  would  certainly  put  more  money  disproportionately  into  the 
areas  that  have  problems. 

I  am  not  sure  I  would  do  it  on  a  competitive  grant  basis,  unless 
you  could  tie  those  competitive  grants  to  real  performance. 

Mr.  Waxman.  Yes,  Dr.  Trevifio. 

Mr.  Trevino.  Thank  you,  Mr.  Chairman. 

I  think  whatever  system  is  used  does  have  to  take  into  account 
the  differences  that  exist  across  our  country  in  terms  of  health 
needs.  I  moved  to  this  area  4  months  ago  from  a  State  that  shares 
a  thousand  mile  border  with  Mexico.  I  can  tell  you  the  public 
health  problems  we  experienced  there  are  vastly  different  from  the 
ones  that  we  experience  where  I  now  reside.  For  example,  our  pub- 
lic health  departments  down  there  had  to  run  leprosy  clinics.  I 
haven't  checked,  but  I  suspect  Montgomery  County  in  Maryland 
does  not  have  a  big  problem  with  leprosy,  and  so  forth,  so  we  do 
have  to  take  into  account  the  regional  differences  that  exist,  not 
just  the  population  size. 

Mr.  Waxman.  Dr.  Hamburg. 

Ms.  Hamburg.  Well,  I  think  that  my  colleagues  have  made  a 
number  of  important  points.  I  think  that  some  constellation  of  pop- 
ulation-based measures  and  need,  and  need  in  terms  of  both  medi- 
cal need  and  social  need  needs  to  be  applied  to  make  sure  that  ap- 
propriate and  equitable  funding  is  made  available. 

I  think  it  is  very  important  what  Dr.  Coye  was  saying  about  ac- 
countability and  ability  to  really  put  into  place  programs  utilizing 
funds  received.  But  that  to  me  is  the  thorniest  of  the  issues  in 
terms  of  how  you  can  measure  that  and  how  you  can  implement 
it  so  that  it  is  not  punitive,  preventing  localities  that  are  terribly 
underserved  and  with  inadequate  infrastructures  from  being  able 
to  access  resources  that  are  so  vitally  needed,  to  put  in  place  the 
bare  minimum  of  service  capacity.  But  I  think  that  is  the  heart  of 
the  matter  in  terms  of  really  getting  us  to  the  point  where,  as  Con- 
gressman Cooper  said,  there  is  an  equal  playing  field. 

Mr.  Waxman.  Dr.  Coye. 

Ms.  Coye.  Could  I  add  another  comment,  and  I  would  be  glad  to 
submit  a  copy  of  a  paper  which  I  recently  completed  in  which  I  sug- 
gested that  the  idea  that,  and  this  is  somewhat  controversial,  that 
some  of  the  traditional  functions  of  public  health  departments 
ought  to  be  put  out  to  bid  to  nonprofit  voluntary  agencies.  The  rea- 
son— not  in  the  old  traditional,  "let's  contract  out  public  services  in 
order  to  break  the  unions",  I  mean,  hopefully,  that  is  not  the  pur- 
pose of  this.  The  purpose  of  it  is  to  uncover  more  effective  ways  of 
bringing  about  change  in  the  conditions  in  our  communities. 

I  believe  personally  that  if  we  had  been  more  able  to  turn  over 
our  immunization  funds  to  the  community  health  centers  and  other 
groups  on  a  bonus  or  a  bounty  hunter  system  in  the  community, 
we  might  have  done  much  better  with  immunization,  but  we  are 
tied  by  the  nature  of  the  categorical  programs  to  certain  personnel 
structures  and  certain  means  of  expenditure  or  patterns  of  expendi- 
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ture.  So  I  think  it  would  be  well  worth  piloting  some  experimen- 
tation in  that  area  with  the  voluntary  agencies. 

Mr.  WAXMAN.  Thank  you  very  much.  An  interesting  point. 

Well,  I  thank  the  four  of  you  very  much  for  your  testimony.  I 
know  you  have  given  us  very  important,  valuable  information. 

Thank  you. 

Our  next  panel  will  address  the  provisions  in  the  President's 
plan  to  protect  consumers  from  underservicing  by  health  plans  that 
are  at  financial  risk  for  the  comprehensive  benefit  covered  by  the 
bill. 

Linda  Golodner  is  president  of  the  National  Consumers  League 
and  is  testifying  on  behalf  of  the  Coalition  for  Consumer  Protection 
and  Quality.  Rand  E.  Rosenblatt  is  a  professor  of  law  at  Rutgers 
University  Law  Center  in  Camden,  N.J.  and  is  co-chair  of  the  Soci- 
ety of  American  Law  Teachers  Access  to  Justice  in  Health  Care 
Committee.  He  is  accompanied  by  his  co-chair,  Sylvia  Law,  profes- 
sor of  law  at  NYU  Law  School. 

Is  Linda  Golodner  here? 

Mr.  LlNDBERG.  She  isn't  here  right  now. 

I  am  going  to  fill  in  for  her,  if  that  is  all  right,  Mr.  Chairman? 

Mr.  Waxman.  OK,  fine. 

Could  you  identify  yourself  for  the  record? 

Mr.  LlNDBERG.  Yes,  thank  you. 

My  name  is  Brian  Lindberg,  I  am  the  executive  director  of  the 
Coalition  for  Consumer  Protection  and  Quality  in  Health  Care  Re- 
form. 

Mr.  Waxman.  Thanks. 

Do  you  expect  her  back  soon,  or  are  you  going  to  fill  in? 

Mr.  LlNDBERG.  I  think  I  will  have  to  take  her  place. 

Mr.  Waxman.  OK.  Why  don't  we  start  with  Mr.  Rosenblatt. 

Let  me  indicate  to  both  of  you,  all  three  of  you,  that  the  prepared 
statements  will  be  in  the  record  in  full.  What  we  would  like  to  ask 
you  to  do  is  limit  the  oral  presentation  to  no  more  than  5  minutes. 

There  is  a  button  on  the  base  of  the  mike.  Be  sure  to  push  it  for- 
ward and  pull  it  close. 

STATEMENTS  OF  RAND  E.  ROSENBLATT,  CO-CHAIR,  ACCESS 
TO  JUSTICE  IN  HEALTH  CARE  REFORM,  ACCOMPANIED  BY 
SYLVIA  A.  LAW,  CO-CHAIR;  AND  BRIAN  W.  LlNDBERG,  EXECU- 
TD7E  DHtECTOR,  COALITION  FOR  CONSUMER  PROTECTION 
AND  QUALITY  IN  HEALTH  CARE  REFORM 

Mr.  Rosenblatt.  Thank  you,  Mr.  Chairman. 

Good  morning.  My  name  is  Rand  Rosenblatt,  and  with  Sylvia 
Law,  we  are  the  co-chairs  of  the  Committee  for  Access  to  Justice 
in  Health  Care  Reform,  the  Society  of  American  Law  Teachers.  We 
appreciate  this  opportunity  to  testify  before  you  on  these  very  im- 
portant questions  of  consumer  protection. 

With  over  800  members  at  140  law  schools,  the  society  is  the 
largest  individual  membership  organization  of  law  teachers,  and 
we  have  been  concerned  with  access  to  justice  issues  for  a  long 
time.  As  you  know,  there  is — we  believe  that  there  are  many  posi- 
tive aspects  of  the  Clinton  health  reform  bill.  We  also  believe  there 
are  a  number  of  important  improvements  that  need  to  be  made, 
and  as  you  know,  there  is  a  lot  of  public  anxiety  about  this  bill, 
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and  we  think  these  improvements  would  go  a  long  way  to  helping 
alleviate  that  anxiety. 

We  see  there  are  three  major  components  to  an  adequate 
consumer  protection  system  in  this  bill:  The  first  has  to  do  with  in- 
dividual claims  through  an  administrative  process;  the  second  has 
to  do  with  private  rights  of  action  in  the  State  and  Federal  courts; 
and  the  third  has  to  do  with  organized  consumer  advocacy  systems. 
There  are  elements  of  this  in  the  bill  now,  and  we  think  they  can 
be  considerably  strengthened. 

Turning  first  to  the  individual  claims  in  the  administrative  proc- 
ess, as  you  yourself  mentioned  in  relation  to  the  administration 
witnesses,  there  is  a  major  question  of  how  people  are  going  to  be 
able  to  afford  assistance  to  move  through  this  process.  The  bill  does 
have  attorneys  fees  provisions,  and  we  support  those  provisions. 

We  think  there  is  an  important  additional  step  that  has  to  be 
made,  and  that  is  considerable  strengthening  of  a  system  of 
nonattorney,  lay  advocates,  who  would  help  patients  in  the  earlier 
stages  of  this  process.  We  think  that  could  be  best  done  through 
the  ombudsman  office  in  the  bill,  which  is  with  the  regional  alli- 
ances. 

The  purpose  of  that  ombudsman  office  is  to  help  consumers  in 
their  problems  with  the  plans  and  the  alliances.  That  is  what  the 
bill  says.  We  think  there  are  major  steps  that  could  be  taken  to 
strengthen  those. 

Obviously,  it  needs  adequate  funding.  Right  now  a  dollar  check- 
off provision  is  very  unlikely  to  generate  adequate  funds  for  this. 
We  would  suggest  something  more  like  1  percent  of  premium  to 
cover  the  millions  of  claims  and  potential  disputes  that  could  arise 
in  this  system. 

Second,  we  think  that  the  ombudsperson  office  has  to  have  some 
access  to  medical  expertise.  As  you  know,  in  a  managed  care  sys- 
tem, it  is  not  easy  for  the  patient  to  find  expert  advocates  on  their 
behalf  if  they  have  a  dispute  with  the  plan  about  a  medical  neces- 
sity determination  or  something  of  that  sort. 

One  possibility  would  be  to  pay  for  second  opinions.  Another,  per- 
haps more  efficient,  would  be  to  fund  the  ombudsperson  office  to 
be  able  to  supply  some  of  that  expertise.  We  also  believe  there 
should  be  at  the  national  level  a  center  for  advocacy  that  would 
help  both  the  ombudspeople  and  the  private  attorneys  negotiate 
this  quite  complex  system. 

Second,  we  believe  that  independence  of  judgment  for  all  levels 
of  the  claims  process  is  very  important.  It  was  revealing  that  the 
administration  witnesses  referred  to  the  hearing  officers,  what  is 
called  in  the  bill  hearing  officers,  as  ALJ's  or  State  ALJ's.  We  be- 
lieve they  should  have  those  protections.  Those  protections  are  not 
now  in  the  act. 

We  believe  the  Federal  Health  Plan  Review  Board  and  the  Na- 
tional Health  Board  should  all  have  protections  for  independence, 
they  should  have  terms  of  office,  they  should  have  protections  com- 
parable to  or  better  than  the  current  Federal  ALJ's. 

Third,  again  relating  to  your  concerns  about  managed  care  and 
consumer  rights,  it  is  very  important  to  define  what  a  claim  is  in 
this  system.  As  currently  worded  in  the  act,  a  claim  would  work 
well  for  a  traditional  insurance  plan,  a  claim  for  payment.  It  is  not 
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clear  how  well  it  would  work  in  a  prepaid,  at-risk  managed  care 
system  where  patients  don't  typically  file  claims  for  services  after 
being  delivered. 

There  are  a  number  of  models  for  how  to  deal  with  this.  One  of 
them  is  in  the  current  Medicare  regulations  for  HMO's.  We  think 
that  the  focus  should  be  on — patients'  belief  of  what  they  are  enti- 
tled to  should  be  a  significant  factor  in  determining  what  a  claim 
is. 

Fourth,  need  for  access  to  courts,  very  important  as  a  back  stop 
to  the  administrative  system  to  make  sure  it  is  working  ade- 
quately. The  $10,000  amount  in  controversy  is  very  high.  It  actu- 
ally reduces  the  rights  currently  available  to  Medicare  and  Medic- 
aid beneficiaries. 

We  believe  the  amount  in  controversy  shouldn't  be  higher  than 
$1,000,  and  there  should  be  access  to  district  courts  instead  of 
courts  of  appeals  and  there  should  be  allowed  aggregated  claims  for 
smaller  amounts  that  raise  important  issues.  Congress  recognized 
this  in  1980  when  it  abolished  the  $10,000  amount-in-controversy 
requirement  for  Federal  question  jurisdiction.  There  is  no  real  rela- 
tionship between  the  amount  of  money  and  the  importance  of  the 
issue. 

Fifth,  an  issue  that  you  alluded  to  in  the  earlier  panel,  there  has 
to  be  adequate  damages  to  protect  consumers  in  the  managed  care 
system.  One  of  the  administration  witnesses  testified  that  members 
of  corporate  alliances  wouldn't  be  able  to  go  into  court,  and  that  re- 
lates to  the  ERISA  preemption  issue.  I  agree  with  you  completely, 
ERISA  shouldn't  be  relevant  to  this  anymore.  We  are  moving  to  a 
different  system,  and  the  ERISA  preemption  of  State  law  should  be 
repealed.  Also,  by  the  way,  I  agree  the  corporate  alliances  should 
also  have  ombudspeople  and  they  should  have  a  full  range  of 
rights. 

In  addition,  there  is  a  very  important  issue — how  am  I  doing  on 
time? 

Mr.  Waxman.  Your  time  has  expired.  I  know  you  put  a  lot  of  ef- 
fort into  your  written  statement,  and  we  will  have  a  chance  to  go 
through  that  whole  written  statement.  We  appreciate  it. 

Do  you  want  to  make  any  concluding  comment? 

Mr.  Rosenblatt.  Let  me  just  say  that  in  the  rights-of-action 
there  are  two  major  issues:  One  has  to  do  with  enforceability  in  the 
Federal  courts.  We  have  proposed  a  provision  in  the  testimony  that 
would  make  clear  to  the  Federal  courts  that  these  provisions  of  the 
act  are  indeed  rights  that  are  enforceable.  This  is  no  longer  clear 
in  Federal  doctrine  and  it  needs  to  be  made  clear. 

The  second  big  issue  is  there  needs  to  be  rights-of-action  against 
Federal  administrative  officials  as  well  as  State  and  local  officials. 

Mr.  Waxman.  I  thank  you  very  much. 

I  think  the  work  you  have  done  is  going  to  be  very  helpful  for 
us  as  we  move  toward  markup  in  the  subcommittee. 

[Testimony  resumes  on  p.  460.] 

[The  prepared  statement  of  Mr.  Rosenblatt  follows:] 
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STATEMENT   OF   RAND   E.   ROSENBLATT 

Good  afternoon,  Mr.  Chairman  and  members  of  the  Subcommittee. 
My  name  is  Rand  Rosenblatt.  I  am  a  professor  of  law  at  Rutgers 
University  Law  School  at  Camden,  New  Jersey,  specializing  in  health 
law,  and  co-chair  of  the  Society  of  American  Law  Teachers  Committee 
on  Access  to  Justice  in  Health  Care  Reform.  We  want  to  thank  you 
for  holding  this  hearing  on  consumer  protection  issues  related  to 
President  Clinton's  health  care  reform  proposal.  We  appreciate  the 
efforts  of  the  Administration  and  Congress  in  tackling  the 
extremely  challenging  and  important  issues  of  health  care  reform, 
and  we  appreciate  the  opportunity  to  testify. 

With  almost  800  members  at  over  140  law  schools, ,  the  Society 
of  American  Law  Teachers  (SALT)  is  the  largest  individual 
membership  organization  of  people  who  teach  in  American  law 
schools.  Since  its  inception  in  1974,  SALT  has  addressed  issues  of 
access  to  justice  and  discrimination  in  many  areas  of  American 
life.  SALT  has  organized  and  published  important  studies  of  legal 
education  and  access  to  justice,  and  has  conducted  numerous 
national  conferences  and  programs  designed  to  help  people  in 
American  legal  education  grapple  with  these  issues.  In  October 
199  3  the  SALT  Board  of  Governors  authorized  the  creation  of  a 
special  committee  to  work  on  access  to  justice  issues  within  health 
care  reform,  and  we  are  pleased  to  have  enlisted  the  participation 
of  many  of  the  leading  American  law  professors  who  analyze  the 
organization  and  delivery  of  health  care  services. 

This   testimony,   necessarily   prepared   under   tight   time 
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2 
constraints,  represents  the  beginning  of  a  larger  and  ongoing 
effort.  The  access  to  justice  and  discrimination  issues  raised  by 
the  Health  Security  Act  are  numerous  and  complex.  The  members  of 
the  SALT  Committee,  listed  below,  are  willing  and  committed  to 
working  with  the  Administration  and  the  Congress  to  help  devise 
just  and  effective  responses  to  these  difficult  issues. 

The  Health  Security  Act:  Goals  and  the  Challenge  of  Implementation 

SALT  strongly  supports  the  Health  Security  Act's  ambitious 
pro-consumer  goals.  We  agree  with  the  White  House  Domestic  Policy 
Council  that  " [t]he  system  should  avoid  the  creation  of  a  tiered 
system[,]  providing  care  based  only  on  differences  of  need,  not 
individual  or  group  characteristics,"  and  that  "fair  and  open 
democratic  procedures  should  underlie  decisions  concerning  the 
operation  of  the  health  care  system  and  the  resolution  of  disputes 
that  arise  within  it."1 

These  admirable  principles  will  encounter  resistance. 
Economic  and  budgetary  pressures  create  strong  incentives  to  avoid 
serving  the  higher-cost  and/or  currently  uninsured  patients  whom 
the  Act  is  designed  to  protect.  Bureaucracies  created  by  insurance 
companies,  providers,  and  government  agencies  have  historically 
operated  with  little  consumer  input  and  have  systematically  failed 


1  White  House  Domestic  Policy  Council,  The  President's  Health 
Security  Plan  11,  13  (N.Y.  Times  Books,  E.  Eckholm  ed. ,  1993). 
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3 
to  enforce  provisions  meant  to  protect  vulnerable  groups.2  A 
long  tradition  of  inadequately-funded,  inferior,  and  segregated 
services  for  low-income  and  minority  patients  remains  entrenched  by 
widespread  racial,  gender,  ethnic,  and  class  bias  in  many  parts  of 
the  system.3 

Against  this  background,  it  is  virtually  certain  that  the 
goals  of  equal  access,  quality  assurance,  and  fair  procedures  will 
come  under  serious  attack.  Whatever  the  shape  of  the  national 
health  reform  law  as  enacted  by  Congress,  many  levels  of  government 
and  the  health  care  industry  will  play  a  large  role  in  further 
defining  the  meaning  of  rights  and  remedies  through  regulations  and 
on-the-ground  operations.    Justice  and  legal  process  issues  will 


2  See,  e.g.,  Rand  E.  Rosenblatt,  "The  Courts,  Health  Care 
Reform,  and  the  Reconstruction  of  American  Social  Legislation,"  18 
J.  Health  Politics.  Policy  &  Law  439  (1993) (discussing  the  Boren 
Amendment  and  other  legislation) ;  Sidney  D.  Watson,  "Health  Care  in 
the  Inner  City:  Asking  the  Right  Question,"  71  N.  C.  L.  Rev.  1648, 
1666-1671  (1993) (discussing  Title  VI  of  the  1964  Civil  Rights  Act) ; 
Sylvia  A.  Law,  Blue  Cross:  What  Went  Wrong?  (Yale  Univ.  Press,  2nd 
ed.,  1976) (discussing  the  role  of  Blue  Cross  as  Medicare 
intermediary) ;  Rand  E.  Rosenblatt,  "Health  Care  Reform  and 
Administrative  Law:  A  Structural  Approach,"  88  Yale  L.J.  243 
(1978) (discussing  the  Hill-Burton  Act,  Medicaid,  and  national 
health  planning);  Elizabeth  Jameson  &  Elizabeth  Wehr,  "Drafting 
National  Health  Care  Reform  Legislation  to  Protect  the  Health 
Interests  of  Children,"  5  Stanford  Law  &  Policy  Rev.  152,  166-68 
(1993) (discussing  coverage  provisions  of  the  federal  HMO  Act) . 

3  See,  e.g,  Watson,  supra  note  2;  Jane  Perkins,  "Race 
Discrimination  in  America's  Health  Care  System,"  27  Clearinghouse 
Rev.  371  (Special  Issue  1993);  Mark  Schlesinger,  "Paying  the  Price: 
Medical  Care,  Minorities,  and  the  Newly  Competitive  Health  Care 
System,"  65  Milbank  0.  270  (1987);  David  Barton  Smith,  "The  Racial 
Integration  of  Health  Facilities,  18  J.  of  Health  Politics.  Policy 
and  Law  851  (1993) ;  Council  on  Ethical  and  Judicial  Affairs,  AMA, 
"Black-White  Disparities  in  Health  Care,"  263  JAMA  2345  (1990); 
Kenneth  C.  Goldberg  et  al.,  "Racial  and  Community  Factors 
Influencing  Coronary  Artery  Bypass  Graft  Surgery  Rates  for  All  1986 
Medicare  Patients,"  267  JAMA  1473  (1992). 
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play  an  important  role  in  the  struggle  to  define  and  implement 
health  care  as  a  right  "that  cannot  be  taken  away." 

Building  on  what  is  already  in  the  Health  Security  Act,  we 
propose  three  systems  of  rights  and  remedies  to  help  achieve  the 
Act's  important  goals:  (1)  individual  claims  through  an 
administrative  process;  (2)  private  rights  of  action  in  federal  and 
state  courts;  and  (3)  organized  consumer  advocacy  at  all  levels  of 
the  system. .  After  discussing  these  approaches,  we  also  present 
comments  on  two  other  matters  relating  to  justice  and  health  care 
reform:  (4)  privacy  of  the  personal  information  generated  by  the 
system,  and  (5)  medical  malpractice  reform. 

(1)  Individual  Claims 

The  reformed  health  care  system,  like  the  system  that  exists 
today,  will  generate  millions  of  claims  and  disputes.  Particularly 
in  the  early  years,  decisions  resolving  these  disputes  serve  a 
valuable  function  in  defining  and  stabilizing  standards  and 
practices  regarding  coverage,  copayments,  "necessary  or  appropriate 
care,"  (sec. 1141(a) )  and  other  matters.  It  makes  sense,  from 
everyone's  point  of  view,  that  these  claims  be  adjudicated  as  much 
as  possible  in  an  administrative  process,  rather  than  in  state  or 
federal  courts.  However,  serious  commitment  to  a  fair  and 
effective  process,  as  well  as  concern  to  minimize  the  numbers  of 
claims  adjudicated  in  the  courts,  requires  careful  attention  to 
assure  that  the  administrative  process  is  fair  and  effective.  As 
currently  written,  Title  V,  Subtitle  C,  Part  I  of  the  Act  provides 
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significant  protections  for  individuals  seeking  redress  for  denied 
benefits,  but  it  also  omits  important  provisions  necessary  to 
provide  fully  effective  avenues  of  relief. 

(a)  Access  to  Claims  and  Appeals:  (i)  defining  a  "claim." 
fii)  triggering  an  individual's  right  to  notice  that  an  adverse 
decision  has  been  made,  and  (iii)  to  notice  that  an  appeal  system 
exists.  As  the  Act  is  currently  written,  the  entire  claims  system 
begins  with  an  individual  patient  filing  a  "claim"  with  a  health 
plan  for  "payment"  or  "provision"  (including  preauthorization)  of 
services.  Section  5201(a)(1).  Submission  of  such  a  claim  to  a 
health  plan  "in  complete  form"  then  triggers  a  duty  on  the  plan  to 
notify  the  patient  within  30  days  of  its  disposition,  including 
specific  reasons  for  a  denial  and,  if  applicable,  a  description  of 
necessity/appropriateness  guidelines  and  of  the  process  used  in 
making  the  determination,  together  with  notice  of  the  right  to 
appeal.  Sections  5201(b)(1),  5201(e).  "Urgent  requests  for 
preauthorization"  must  be  acted  upon  within  24  hours,  or  the  plan 
is  deemed  to  have  approved  the  claim.  Section  5201(c). 

While  these  provisions  protect  participants  in  traditional 
insurance  plans,  they  are  not  adequate  for  the  millions  of  patients 
who  have  enrolled,  and  whom  the  Act  encourages  to  enroll,  in  HMOs 
and  other  capitated  managed  care  plans.  In  these  settings, 
patients  do  not  typically  submit  "claims"  for  services  already 
received,  and  "pre-authorization  requests"  may  apply  to  only  a 
limited  number  of  services.  Rather,  patients'  explicit  or 
implicit  requests  for  services  will  occur  primarily  in  discussions 


412 


6 
with  individual  health  care  providers,  whose  response  may  be 
influenced  by  practice  guidelines  and  financial  incentives 
structured  by  the  plan.4  If  providers  do  not  inform  patients  that 
certain  service  options  are  or  might  be  helpful,  patients  will  not 
likely  be  able  to  submit  a  claim  regarding  them.  Utilization 
management  guidelines  and/or  financial  incentives  may  also  lead  to 
the  termination  or  reduction  of  a  course  of  treatment,  including 
hospitalization,  nursing  home  care,  or  home  health  services, 
without  the  patient  being  clearly  aware  that  a  coverage  decision 
has  been  made. 

Effective  procedures  for  reviewing  these  low-visibility 
decisions  to  deny  or  reduce  care  are  essential  for  patient  well- 
being  and  equity  of  treatment.  This  is  because  the  increasing 
efforts  by  payors  (including  HMOs)  to  influence  the  care  of 
individual  patients  are  diverse,  changing,  and  the  subject  of 
vigorous  debate.  As  the  1989  Institute  of  Medicine  (IOM)  study  of 
utilization  management  put  it,  "we  find  a  series  of  working 
hypotheses  and  partial  solutions  that  are  continually  revised, 
discarded,  and  even  reinvented  as  changes  occur  in  medical 
technology,   social   values,   economic   conditions,   and   other 


4  See,  e.g.,  Bradford  H.  Gray,  The  Profit  Motive  and  Patient 
Care  223-233  &  passim.  (1991) (reviewing  wide  range  of  financial 
incentives  and  noting  that  "What  is  clear  ...  is  that  the 
arrangements  in  some  plans  create  some  very  strong  disincentives 
against  physicians'  making  patient  care  decisions  (regarding 
hospitalization,  diagnostic  services,  specialist  referrals)  that 
would  cost  the  plan  money.") 
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circumstances."5  Insurance  contracts  typically  use  terms  such  as 
"medically  necessary"  and  "experimental  treatment"  without  clear 
definition,  there  is  no  authoritative  national  body  to  clarify 
their  meaning,  and  their  proper  application  in  individual  cases  is 
hotly  disputed.6  Moreover,  the  Institute  of  Medicine  study  found 
that  in  1989,  " [s]ystematic  evidence  about  the  impact  of 
utilization  management  methods  on  the  guality  of  care  and  on 
patient  and  provider  costs  is  virtually  nonexistent."7  Given  the 
wide  variety  of  criteria,  incentives,  training,  supervision,  and 
implementation  methodologies  found,  the  Institute  of  Medicine 
recommended,  inter  alia,  that  utilization  management  criteria 
(including  those  used  by  hospitals  and  HMOs)  should  be  available 


5  Institute  of  Medicine,  Committee  on  Utilization  Management 
by  Third  Parties,  Controlling  Costs  and  Changing  Patient  Care?  The 
Role  of  Utilization  Management  1  (Bradford  H.  Gray  &  Marilyn  J. 
Field,  eds.,  1989) (hereinafter  cited  as  IOM  Study) . 

6  Compare  Fuia  v.  Benefit  Trust  Life  Insurance  Co.  .  809  F. 
Supp.  1333  (N.D.  111.  1992) (finding  high  dosage  chemotherapy  with 
autologous  bone  marrow  transplant  (HDC/ABMT)  a  covered  treatment 
for  breast  cancer)  with  Farley  v.  Benefit  Trust  Life  Insurance  Co. . 
979  F.2d  653  (8th  Cir.  1992) (finding  HDC/ABMT  to  be  not  a  covered 
treatment  for  skin  cancer) .  See  also  Spain  v.  Aetna  Life  Insurance 
Co.  .  11  F.3d  129  (9th  Cir.  1993) (insurance  company  approves  ABMT 
for  treatment  of  testicular  cancer  and  patient  undergoes  first  two 
stages  of  treatment;  company  then  withdraws  approval  for  third 
stage  of  treatment,  then  reverses  itself  again  and  approves  third 
stage  after  notification  of  lawsuit  by  patient;  wrongful  death 
action  based  on  effects  of  delay  in  treatment  held  preempted  by 
ERISA) ;  Associated  Press,  "$90  Million  Lawsuit  Cuts  to  the  Core  of 
Managed  Care  Debate;  Critics  See  the  Case  as  an  Example  of  Cost 
Obsession;  Cancer  Patient  Dies  after  her  HMO  Refused  to  Pay  for  an 
Expensive  Treatment,"  Los  Angeles  Times.  Feb. 7,  1994,  at  p.D4:l 
(summarizing  Nelene  Fox  v.  Health  Net  and  guoting  officials  of 
other  HMOs  to  the  effect  that  companies  make  exceptions  to 
guidelines  for  "business  reasons"  not  related  to  medical  outcomes) . 

7  IOM  Study  at  4.  See  also  Marc  A.  Rodwin,  Medicine.  Money, 
and  Morals  163  (1993). 
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for  outside  scrutiny  by  physicians,  purchasers,  and  patients,  and 
that  a  system  for  patients  and  physicians  to  appeal  utilization 
management  decisions  "is  an  essential  protection  for  patients."8 

PROPOSED  CHANGES: 

The  Health  Security  Act,  as  currently  written,  does  not 
provide  an  adequate  and  realistic  claims  and  appeals  process 
because  it  does  not  create  a  realistic  entry-point  into  the  system. 
The  entry-point  or  trigger  cannot  be  based  solely  on  the  patient 
taking  action  to  "file  a  claim,"  because  it  may  not  be  clear  to  the 
patient  that  an  adverse  decision  has  been  made  or  a  guideline  or 
incentive  applied.  Rather,  the  appeals  process  must  also  be 
triggered  by  the  action  of  the  plan  itself.  Building  on  the 
concept  of  an  "initial  determination"  contained  in  the  current 
Medicare  regulations  regarding  HMO  services  for  Medicare 
beneficiaries,   see  42  C.F.R.   sec. 417. 606   (1992), 9  the  Health 


8  IOM  Study  at  6  (emphasis  supplied) . 

9  @  417.606  Initial  determinations. 

(a)  Actions  that  are  initial  determinations.  An  initial 
determination  is  a  determination  made  by  an  organization,  or 
carrier  or  intermediary  acting  for  the  organization,  concerning  the 
rights  of  an  enrollee  with  regard  to  services  payable  by  Medicare 
that  are  furnished  by  the  organization.  In  addition,  an  initial 
determination  is  also  any  determination  made  with  respect  to — 

(1)  Reimbursement  for  emergency  or  urgently  needed  services; 

(2)  Any  other  health  services  furnished  by  a  provider  or 
supplier  other  than  the  organization  that  the  enrollee  believes — 

(i)  Are  covered  under  Medicare;  and 

(ii)  Should  have  been  furnished,  arranged  for,  or  reimbursed  by 
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Security   Act   should   require  health   plans   to   notify   plan 
participants  of  an  adverse  initial  determination  whenever: 

1.  the  plan  terminates  or  reduces  a  course  of  treatment  during 
an  ongoing  series  of  services,  such  as  hospital,  nursing  home, 
rehabilitation,  or  home  health  services; 

2.  the  plan  declines  to  provide  a  service  requested  orally  or 
in  writing  by  the  participant  (or  on  his/her  behalf) ;  or 

3.  an  individual  participant  expresses  dissatisfaction  orally 
or  in  writing  with  the  type  or  extent  of  services  being  provided  by 
the  plan.10 

To  be  effective,   the  notice  triggered  by  an   initial 
determination   or   claim  denial   must   take   into   account   the 
participant's  need  for  information  and  possibly  for  assistance. 
Statutory  language  implementing  these  principles  is  as  follows: 

Section  5201.  HEALTH  PLAN  CLAIMS  AND  APPEAL  PROCEDURE. 

(a)  DEFINITIONS.  For  purposes  of  this  section  — 

[retain  existing  sections  (1),  (2),  and  (3)] 

(4)  The  term  "initial  determination"  means  — 


the  organization. 


(3)  The  organization's  refusal  to  provide  services  that  the 
enrollee  believes  should  be  furnished  or  arranged  for  by  the 
organization  and  the  enrollee  has  not  received  the  services  outside 
the  organization. 

10  See  The  Center  for  Medicare  Advocacy,  "Position  Paper  on 
the  Remedies  and  Enforcement  Provisions  in  HR  3600/S  1757," 
available  from  Congressional  Consultants,  711  Second  St.,  Suite 
300,  Washington,  DC  2  0002. 
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(A)  a  decision  by  a  health  plan  (including  any  person 
acting  on  its  behalf)  to  terminate  or  reduce  a  course  of 
treatment   during   an   ongoing   series   of   services, 
including,  but  not  limited  to,  hospital,  nursing  home, 
rehabilitation,  or  home  health  services; 

(B)  a  decision  by  a  health  plan  (including  any  person 
acting  on  its  behalf)  to  deny  or  not  to  provide  a  service 
requested  orally  or  in  writing  by  the  plan  participant 

(or  on  his  or  her  behalf)  ; 

(C)  a  decision  by  a  health  plan  (including  any  person 
acting  on  its  behalf)  to  deny,  reduce,  or  not  pay  for 
emergency  or  urgently  needed  services,  and  any  other 
health  services  furnished  by  a  provider  or  supplier  other 
than  the  health  plan  that  the  plan  participant  believes — 

(i)  Are  covered  under  the  health  plan;  and 

(ii)   Should  have  been  furnished,   arranged  for,   or 

reimbursed  by  the  health  plan. 

(D)  a  decision  by  a  health  plan  (including  any 
person  acting  on  its  behalf)  to  deny  or  not  to  provide  a 
service  that  a  participant  believes  should  be  furnished 
or  arranged  for  by  the  health  plan. 

(5)  The  term  "informal  initial  determination"  means  a  decision 
by  a  health  plan  (including  any  person  acting  on  its 
behalf)  not  to  resolve  in  favor  of  a  plan  participant  a 
participant's  expression  of  dissatisfaction  orally  or  in 
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writing  with  the  type  or  extent  of  services  being 

provided  by  the  plan. 

(b)    GENERAL    RULES    GOVERNING    TREATMENT    OF    INITIAL 

DETERMINATIONS  AND  CLAIMS.  

(1)  In  any  case  in  which  a  health  plan  (including  any 
person  acting  on  its  behalf)  makes  an  initial 
determination,  the  plan  shall  provide  to  the  plan 
participant  and  to  any  affected  provider  written  notice  - 

(A)  that  an  initial  determination  has  been  made  and 
the  specific  reasons  for  that  decision,  including  any 
information  reguired  by  subsection  (e) ; 

(B)  that  a  system  for  reviewing  determinations  and 
claims  exists  both  within  and  outside  the  health  plan, 
and  the  names,  addresses,  and  telephone  numbers  needed  to 
access  that  system; 

(C)  that  a  system  for  assisting  patients  in  the 
process  of  reviewing  determinations  and  claims  exists, 
and  the  names,  addresses,  and  telephone  numbers  needed  to 
access  that  system,  including,  at  a  minimum,  those  of  the 
office  of  the  ombudsman  established  pursuant  to  section 
1326; 

(D)  that  to  have  their  reguest  or  claim  considered 
fully,  it  is  advisable  for  participants  to  submit 
supporting  information,  and  that  assistance  in  doing  so 
is  available  as  noted  in  subparagraph  (C) . 
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(2)  In  any  case  in  which  a  health  plan  (including  any 
person  acting  on  its  behalf)  makes  an  informal  initial 
determination,  the  plan  shall  provide  to  the  plan 
participant  written  notice  — 

(A)  that  a  system  for  reviewing  determinations  and 
claims  exists  both  within  and  outside  the  health  plan, 
and  the  names,  addresses,  and  telephone  numbers  needed  to 
access  that  system; 

(B)  that  a  system  for  assisting  patients  in  the 
process  of  reviewing  determinations  and  claims  exists, 
and  the  names,  addresses,  and  telephone  numbers  needed  to 
access  that  system; 

(3)  Notices  to  individual  plan  participants  — 

(A)  shall  be  written  in  language  that  can  be 
understood  by  a  typical  individual  participant; 

(B)  shall  provide  for  access  to  the  information  by 
individuals  whose  primary  language  is  not  English; 

(C)  shall  be  accompanied  by  an  oral  version  of  the 
information,  and  an  offer  of  more  assistance  for  people 
who  have  difficulty  understanding  the  written  notice. 

(b)  The  Ombudsman  Office.  Lay  Advocates,  and  Medical  Expertise 
for  Consumer/Participants 

Physicians  have  traditionally  acted  as  advocates  for  their 
patients  in  dealing  with  coverage  and  reimbursement  issues.11 


11 


See,  e.g.,  cases  cited  in  notes  6  &  17. 
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However,  as  third  party  utilization  management  and  review  has 
become  more  widespread  and  aggressive,  there  has  been  a  "reportedly 
high  level  of  physician  compliance  with  determinations  of 
utilization  managers."12  At  the  same  time,  and  disturbingly, 
"almost  one-third  of  the  physicians  who  responded  to  a  1988  AMA 
survey  said  that  they  had  patients  who  had  suffered  an  aggravation 
of  an  illness  or  injury  as  a  result  of  delays  or  denials  in  a 
prior-authorization  process."13 

The  Act  recognizes  that  physicians'  opinions  are  vital 
evidence  in  the  resolution  of  many  claims  and  disputes.  See  Sec. 
5201(b)(4)(C)  (requiring  the  plan  itself  to  rely  on  qualified 
physicians  to  resolve  medical  issues  raised  by  claims) .  However, 
enrollees  in  managed  care  plans  ordinarily  have  coverage  only  to 
see  physicians  associated  with  the  plan.  "Current  experience  with 
Medicare  HMOs  is  that  plan  physicians  will  not  offer  evidence  that 
contradicts  their  plan  or  employer's  decision  to  deny  a 
service."14  While  some  patients  may  be  able  to  pay  an  out-of-plan 
physician  for  a  second  opinion  out  of  their  own  funds,  and  later 
hope  to  re-coup  such  costs  in  the  event  of  a  successful  appeal 


12  Bradford  H.  Gray,  supra  note  4,  at  309.  Gray  quotes  one 
medical  journalist  as  reporting  that  when  utilization  review 
companies  determine  that  further  hospital  care  is  not  medically 
necessary,  "[i]n  almost  all  cases,  the  attending  physician  will 
discharge  the  patient  .  .  .  ."  Id. 


13 


Id.  at  303, 


14  "Proposed  Revisions  to  Health  Care  Reform  Act,"  p.l, 
submitted  to  Office  of  Health  Legislation,  DHHS,  by  Sally  Hart 
Wilson,  Esq.,  Center  for  Medicare  Advocacy,  Inc.,  Tucson  AZ,  (602) 
577-4611,  and  Alfred  J.  Chiplin,  National  Senior  Citizen's  Law 
Center,  11/4/93. 
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(section  5204 (d) (2) (iv) ,  most  low-  and  moderate  income  patients 
will  not  be  able  to  afford  such  an  up-front  expense,  with  only  a 
contingent  and  delayed  hope  of  later  recovery,  and  thus  many 
meritorious  claims  would  be  foreclosed. 

The  integrity  of  the  claims  process  requires  a  source  of 
advocacy  assistance  for  participants,  so  that  they  can  understand 
the  process,  present  their  claims  appropriately  and  effectively, 
and  have  access  to  medical  expertise  where  needed.  For  cases 
involving  large  amounts  of  money  and  a  high  likelihood  of  success, 
post-litigation  attorney's  and  expert's  fees  may  be  an  adequate  and 
appropriate  source  of  financing.  However,  millions  of  claims  and 
disputes  will  not  involve  large  amounts  of  money,  but  will  be  of 
vital  importance  to  participants.  The  most  efficient  way  of 
providing  such  assistance  would  be  through  a  system  of  qualified 
non-attorney  advocates,  backed  by  legal  and  medical  expertise. 

A  logical  location  for  these  advocacy  services  already  in  the 
Health  Security  Act  is  the  office  of  the  ombudsman.  According  to 
sec. 1326(a),  "[e]ach  regional  alliance  must  establish  and  maintain 
an  office  of  an  ombudsman  to  assist  consumers  in  dealing  with 
problems  that  arise  with  health  plans  and  the  alliance."  These 
offices  could  train  and  employ  non-attorney  advocates,  organize  and 
pay  for  appropriate  medical  expertise,  and  assist  the  private  bar 
(through  continuing  legal  education)  in  representing  consumers. 
Following  the  precedent  in  some  Medicaid  managed  care  programs,  the 
ombudsman  office  could  also  contract  with  independent  groups  for 
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individual  and  group  advocacy.15  Similar  agencies  and  practices 
already  exist  in  the  form  of  nursing  home  ombudsmen,  protection  and 
advocacy  agencies  for  the  developmentally  disabled  and  mentally 
ill,  and  legal  services  programs,  public  defenders,  and  consumer  or 
public  advocates. 

PROPOSED  CHANGES: 

The  ombudsman  offices  should  be  explicitly  authorized  to  carry 
out  the  important  advocacy  and  assistance  functions  noted  above; 
their  independence  should  be  guaranteed;  and  adequate  funding  must 
be  assured.  As  currently  written,  the  Act  allows  states  the  option 
of  permitting  consumers  to  designate  one  dollar  of  the  premium  paid 
for  the  operation  of  the  ombudsman's  office,  section  1326(b) ,  while 
not  requiring  or  prohibiting  additional  funding.  Since  premiums 
are  paid  on  behalf  of  families,  such  a  system  might  generate  (for 
example)  $500,000  in  a  metropolitan  area  of  1.5  million  people  — 
enough  to  fund  only  a  few  advocates  and  support  staff,  and  not 
nearly  enough  to  carry  out  the  needed  functions.  Formulae  for 
adequate  funding  should  be  developed  based  on  existing  norms  for 
legal  services  and  other  advocacy  programs,  and  should  be  expressed 
as  a  percentage  of  premiums  or  as  a  dollar  figure  per  individual  in 
the  alliance  population,  in  order  to  reflect  realistically  the 
numbers  of  participants  being  served. 


15  See  Rand  E.  Rosenblatt,  "Medicaid  Primary  Care  Case 
Management,  The  Doctor-Patient  Relationship,  and  the  Politics  of 
Privatization,"  36  Case  Western  L.  Rev.  915,  964  (1985-86) 
(reporting  on  contract  between  state  Medicaid  agency  and  advocacy 
group  to  monitor  and  improve  consumer  experience  with  managed 
care) . 
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As  currently  written,  the  Health  Security  Act  requires 
regional  alliances,  but  not  corporate  alliances,  to  establish  an 
ombudsman  office.  See  sec.  1326.  The  apparent  assumption  that 
employees  of  large  employers  need  less  assistance  than  other 
consumers  is  not  warranted  by  experience.  Some  of  the  most 
egregious  denial  of  coverage  and  restriction  of  benefits  cases  have 
arisen  from  self -funded  employer  health  benefit  plans.16  The 
relatively  small  permissible  size  of  corporate  alliances  (as  low  as 
5,000  employees,  with  lower  limits  under  active  discussion)  as 
compared  with  regional  alliances  will  make  many  corporate  alliances 
even  more  vulnerable  to  cost  pressures  to  deny  care  than  many 
regional  alliances.  Finally,  the  Act  properly  channels  participant 
complaints  against  health  plans  offered  by  corporate  alliances  to 
the  state  complaint  review  offices  attached  to  the  regional 
alliance  in  whose  geographic  area  the  corporate  alliance  operates 
and  the  employee  resides.  Section  5202(a)(1).  It  would  be  logical 
and  efficient  to  refer  corporate  alliance  consumer/participants  to 
the  ombudsman  office  in  the  same  regional  alliance  in  which  the 
complaint  would  be  heard,  and  require  corporate  alliances  to  make 
the  appropriate  financial  contribution  to  that  office.   The  Act 


16  See  Corcoran  v.  United  Healthcare,  Inc. .  965  F.2d  1321  (5th 
Cir.  1992),  cert,  denied.  113  S.Ct.  812  (1992)  (utilization  review 
company  under  contract  to  South  Central  Bell  Telephone  Company 
denies  coverage  for  requested  hospitalization  for  patient  with 
high-risk  pregnancy) ,  discussed  in  subsection  (d)  below;  McGann  v. 
H.  &  H.  Music.  946  F.2d  401  (5th  Cir.  1991),  cert.  den.  sub  nom. 
Greenberq  v.  H.  &  H.  Music.  113  S.Ct.  482  (1992) (self-insured 
employer's  reduction  of  lifetime  maximum  medical  benefits  from  $1 
million  to  $5,000  for  AIDS-related  claims  only,  after  employee  had 
filed  AIDS-related  claim,  upheld  as  legal  under  ERISA) . 
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should  be  amended  to  require  corporate  alliances  to  establish  their 
own  independent  ombudsman  offices  or  to  contract  with  and 
financially  support  the  ombudsman  offices  in  the  regional  alliances 
in  which  they  operate  and  in  which  their  employees  reside. 

(c)  Independence  for  persons  administering  the  claims  process. 
Appeals  of  plan  denials  are  to  be  heard  by  hearing  officers 
"employed  by  the  State  in  the  [Complaint  Review]  office 
[established  by  the  State  for  each  Regional  Alliance]," 
sees. 5204 (a) (1) ,  5202(a)(1).  Given  the  complexity  and  novelty  of 
this  administrative  structure,  it  is  essential  that  state  hearing 
officers  have  federal  statutory  protection  for  their  independence 
of  judgment,  while  also  being  able  to  develop  the  necessary 
expertise.  States  should  be  required  to  provide  full-time  employee 
hearing  officers  with  protections  equivalent  to  or  similar  to  those 
provided  federal  Administrative  Law  Judges  (ALJs)  or  their  state 
administrative  equivalents,  if  such  state  protections  exceed 
federal  standards.  For  similar  reasons,  the  members  of  the  Federal 
Health  Plan  Review  Board  (sec. 5205)  should  have  terms  of  office  and 
other  protections  equivalent  to  those  provided  for  the  National 
Labor  Relations  Board  (NLRB) . 

(d)  Adequate  Remedies  for  Health  Plan  Negligence  and  Repeal  of 
the  ERISA  Preemption  of  State  Tort  Law.  Increasingly  aggressive 
preauthorization,  utilization  review,  and  financial  incentives  in 
health  care  can  lead  to  serious  patient  harm  and  even  death.17 


See,  e.g.,  Corcoran  v.  United  Healthcare.  Inc..  965  F.2d 
1321  (5th  Cir.  1992),  cert,  denied.  113  S.Ct.  812  (1992) 
(utilization   review   company   denies   coverage   for   requested 
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In  Corcoran  v.  United  Healthcare.  Inc..  965  F.2d  1321  (5th  Cir. 
1992) ,  a  pregnant  patient's  obstetrician  classified  her  as  a  high 
risk  pregnancy  and  recommended  complete  bed  rest  and  eventual 
hospitalization.  965  F.2d  at  1322-23.  Despite  extensive  advocacy 
by  the  obstetrician,  a  prior  high  risk  pregnancy  by  the  same 
patient,  and  concurrence  by  a  employer-solicited  second  medical 
opinion,  see  id.,  the  employer's  utilization  review  subcontractor, 
United  Healthcare,  Inc.  "determined  that  hospitalization  was  not 
necessary,  and  instead  authorized  10  hours  per  day  of  home  nursing 
care."  965  F.2d  at  1324.  "During  a  period  when  no  nurse  was  on 
duty,  the  fetus  went  into  distress  and  died."  Id.  The  Corcorans 
brought  a  wrongful  death  action  under  state  law  against  United 
Healthcare,  alleging  that  various  acts  of  negligence  in  responding 
to  their  request  for  services  led  to  the  death  of  their  unborn 
child.   Id. 

These  facts .  call  out  for  some  external  review  of  how 
utilization  management  operated  in  this  case.  Perhaps  United 
Healthcare  had  good  reasons  for  its  decision  to  deny  authorization 


hospitalization  for  patient  with  high-risk  pregnancy;  after  death 
of  fetus  allegedly  caused  by  denial  of  hospitalization,  court  holds 
that  federal  ERISA  law  preempts  state  tort  law  and  provides  no 
compensatory  relief) ;  in  accord,  Kuhl  v.  Lincoln  National  Health 
Plan  of  Kansas  Citv.  Inc..  999  F.2d  298  (8th  Cir.  1993) 
(preauthorization  for  heart  surgery  delayed,  patient  dies,  ERISA 
preempts  state  tort  law);  Spain  v.  Aetna  Life  Insur.  Co. .  11  F.3d 
129  (9th  Cir.  1993) (wrongful  death  action  based  on  insurance 
company's  withdrawal  (and  subsequent  reinstatement)  of  previously 
granted  authorization  for  procedure  preempted  by  ERISA) ;  Wickline 
v.  State  of  California.  192  Cal.App.3d  1630,  239  Cal.  Rptr.  810 
(1986) (hospitalization  extension  authorized  for  only  4  instead  of 
requested  8  days;  patient  loses  leg  after  post-operative 
complications) . 
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for  a  hospital  stay.  Perhaps  Mrs.  Corcoran 's  obstetrician  failed 
to  present  her  case  effectively  to  the  reviewers.  Perhaps  United 's 
reviewers  were  inadequately  qualified,  trained  or  supervised,  or 
perhaps  its  criteria  were  too  inflexible.  But  these  questions  will 
never  even  be  explored,  much  less  answered,  in  a  court  of  law. 
This  is  because,  following  Supreme  Court  precedent,  the  federal 
courts  have  overwhelmingly  held  that  when  health  coverage  is 
derived  from  employment  (as  most  health  coverage  is)  ,  the  ERISA 
statute  (see  29  U.S.C.  sec. 1144 (a))  preempts  state  tort  law  with 
respect  to  suits  against  health  benefit  plans  and  their  utilization 
review  subcontractors,  and  that  ERISA  itself  provides  no 
compensatory  damages.18  In  denying  any  remedy  for  negligently- 
caused  injury  in  the  Corcoran  case,  the  Fifth  Circuit  Court  of 
Appeals  conceded  that  ERISA  "leaves  a  gap  in  remedies  within  a 
statute  intended  to  protect  participants  in  employee  benefit  plans 
."19  Given  how  little  is  known  about  the  impact  of 
utilization  management  on  quality  of  care,  the  lack  of  industry  and 
professional  standards  regarding  quality  assurance  and  utilization 
management,  and  the  strong  financial  incentives  to  deny  coverage 
and  services,  the  remedial  vacuum  created  by  ERISA  and  its  judicial 
interpretation  is  shockingly  irresponsible. 

As  currently  written,  the  Health  Security  Act  maintains  the 
ERISA  preemption  of  state  law  for  plans  offered  by  corporate 
alliances,  and  appears  to  reduce  the  already  inadequate  federal 


18  See,  e.g.,  Corcoran  and  Kuhl.  supra  note  5 

19  Corcoran.  965  F.2d  at  1333. 
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remedies  under  ERISA.  First,  the  Health  Security  Act  confirms  that 
ERISA's  preemption  provision,  section  514(a)  of  the  ERISA  Act,  29 
U.S.C.  sec. 1144(a),  will  continue  to  apply  to  group  health  plans 
maintained  by  corporate  alliances.  See  Health  Security  Act  section 
8402(a)(3)  (adding  new  section  (c)(5)  to  section  4  of  the  ERISA 
Act,  29  U.S.C.  sec. 1003).  Second,  the  Health  Security  Act 
specifies  that  the  administrative  claims  procedure  set  out  in 
sections  5202  through  5205  "shall  be  the  exclusive  means  of  review" 
for  corporate  alliance  health  plans.  Sec. 5202(d).  The  Act 
explicitly  forecloses  corporate  alliance  consumers  from  access  to 
state  and  federal  courts,  sec. 5203 (a) (1) ,  except  that  Federal 
Health  Plan  Review  Board  decisions  in  cases  arising  out  of 
corporate  alliances  can  be  reviewed  by  federal  courts  of  appeal 
when  the  amount  in  controversy  exceeds  $10,000.   Sec. 5205 (e) (1) . 

These  provisions  perpetuate  the  remedial  gap  noted  in  the 
Corcoran  opinion,  because  the  Health  Security  Act's  administrative 
remedies  include  only  provision  of  benefits  due  under  the  plan,20 
with  no  provisions  for  compensatory  or  punitive  damages. 
Sec. 5204 (d) (2) .  Moreover,  access  to  federal  courts  for  corporate 
alliance  consumers  is  even  more  restricted  than  is  now  the  case 
under  ERISA.  Under  current  ERISA  law,  beneficiaries  of  employee 
health  benefit  plans  can  sue  in  federal  district  court  without 
regard  to  amounts  in  controversy  or  exhaustion  of  administrative 


20  Remedies  also  include  pre-judgment  interest  on  amounts 
spent,  and  attorney's  fees,  expert  witness  fees,  and  other 
reasonable  costs  relating  to  the  hearing  and  subseguent  appeals,  as 
well  as  cease-and-desist  orders  (sees.  5204(d)(2),  5205(g)). 
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remedies,  see  29  U.S.C.  sees. 1132 (a) ,  (e) ,  (f ) ,  and  in  many  cases 
can  obtain  de  novo  judicial  review.  Under  the  Health  Security  Act, 
these  same  beneficiaries  will  have  to  exhaust  administrative 
remedies,  may  be  foreclosed  from  all  judicial  review  by  the  $10,000 
amount-in-controversy  requirement,  and  if  they  can  obtain  judicial 
review,  will  presumably  receive  it  only  under  a  "supported  by  the 
record"  or  "substantial  evidence"  standard. 

Finally,  the  Health  Security  Act  lacks  protections  or 
substantive  standards  regarding  utilization  management  criteria  and 
financial  incentives.  In  the  absence  of  such  standards,  access  to 
state  and  federal  courts,  and  particularly  to  state  tort  law,  is 
essential  to  guard  against  what  one  state  court  termed  "defects  in 
the  design  or  implementation  of  cost  containment  mechanisms,  as, 
for  example,  when  appeals  made  on  a  patient's  behalf  for  medical  or 
hospital  care  are  arbitrarily  ignored  or  unreasonably  disregarded 
or  overridden."21  The  Health  Security  Act  provides  for  complaints 
against  health  plans  that  deny  or  delay  "payment  or  provision  of 
benefits  under  the  plan."  Sec. 5202 (b) (1)  .  Artful  drafting  might 
create  "plans"  that  themselves  were  defective  in  design,  yet  such 
defects  might  be  insulated  from  any  administrative  or  judicial 
review. 

The  inadequacy  of  consumer  remedies  for  members  of  corporate 
alliances  is  especially  disturbing  because  numerous  press  reports 
have  stated  that  reduction  of  the  current  5,000  employee  minimum  is 


21  Wickline  v.  State  of  California.  228  Cal.Rptr.  661,  670-71 
(Cal.  App.1986),  petition  for  review  dismissed,  239  Cal.Rptr.  805, 
741  P. 2d  613  (1987) . 
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being  widely  discussed  in  Congress  and  the  Administration.  If  this 
minimum  is  reduced,  ever  higher  percentages  of  the  population  will 
be  enrolled  in  corporate  alliances,  with  extremely  weak  protections 
for  quality  of  care  against  the  cost  containment  pressures  that 
have  dominated  the  health  reform  debate. 

PROPOSED  CHANGES 

To  guard  against  all  of  the  above  problems,  and  provide 
adequate  consumer  protection  for  consumers  in  corporate  alliances, 
the  "exclusive  means  of  review"  in  sections  5202(d)  and  5203(a)(1) 
should  be  deleted,  and  the  ERISA  preemption  provision,  29  U.S.C. 
sec. 1144 (a),  should  be  repealed.  Consumers  in  corporate  alliances 
should  have  at  least  the  same  rights  and  protections  as  the  general 
population,  supplemented  by  whatever  collective  bargaining 
arrangements  or  other  protections  are  also  in  place. 

(e)  $10.000  amount  in  controversy  requirement  for  access  to 
federal  courts.  A  system  as  complex  as  national  health  reform  is 
likely  to  generate  many  important  disputes  about  statutory  and 
regulatory  interpretation  that  should  be  resolved  by  the  federal 
courts.  Many  of  these  questions  may  arise  in  cases  where  the  claim 
benefits  do  not  amount  to  $10,000,  although  the  questions  at  stake 
may  be  quite  significant.  Congress  recognized  this  truth  when  it 
eliminated  the   $10,000   amount-in-controversy  requirement   for 
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federal  question  jurisdiction  in  1980. 22   As  the  Senate  Judiciary 
Committee  then  observed, 

The  amount  in  controversy  requirement  is  particularly 

troubling  in  that  it  falls  disproportionately  on  the  poor 

since  their  claims  tend  to  be  small  in  absolute  dollar 

terms.  It  operates  in  total  disregard  of  the  importance, 

difficulty  or  far-reaching  nature  of  the  Federal  issues 

raised.    It  ignores  the  fact  that  it  is  virtually 

impossible  to  put  a  monetary  value  on  many  important 

constitutional  and  Federal  statutory  rights.23 

The  Act's  $10,000  requirement,  sec. 5205(e),  should  be  lowered  to 

$1,000  and  review  allowed  in  federal  district  courts,  as  is  now  the 

case  with  Medicare  claims.   In  addition,  the  Act  should  allow 

aggregation  of  claims  with  common  questions  of  law  so  that 

important  issues  are  not  foreclosed  from  federal  judicial  review. 

(f )  Burden  of  proof  and  Hearing  Officer  Expansion  of  the 
Record.  Hearing  officers  are  supposed  to  decide  cases  on  the 
preponderance  of  the  evidence  (sec.  5204(d) ),  but  the  Act  does  not 
specify  who  has  the  burden  of  proof  or  persuasion.  The  Act  should 
be  amended  to  clearly  put  the  burden  of  proof  on  the  health  plan 


22  Federal  Question  Jurisdictional  Amendments  Act  of  1980, 
Pub.  L.  No.  96-486,  94  Stat.  2369  (1980)  (amending  28  U.S.C. 
sec. 1331) . 

23  Federal  Question  Jurisdictional  Amendments  Act  of  1980. 
Rpt.  of  the  Sen.  Judiciary  Comm. ,  96th  Cong.,  2d  Sess..  Rpt.  96- 
827,  June  20,  1980. 


430 


24 
seeking  to  deny  the  claim,  because  of  its  superior  resources  and 
information.  The  Act  should  also  be  amended  to  authorize  and 
require  hearing  officers  to  expand  the  record  on  their  own 
initiative,  so  as  to  ensure  that  substantively  correct  decisions 
are  rendered.  Many  patients  may  not  have  the  skills  and/or 
resources  to  present  their  case,  and  decisions  should  not  be  made 
against  patients  on  the  basis  of  default  or  an  incomplete  record. 

(g)  Review  of  emergency  claims.  Expedited  hearing  officer 
decisions  on  urgent  pre-authorization  requests  are  not  subject  to 
review  by  the  Federal  Health  Plan  Review  Board  (FHPRB) ,  even  in 
cases  of  denial  of  the  request  (section  5204(e)(2).  Such  denials 
may  involve  life-  or  health-threatening  situations24,  and 
therefore  should  be  subject  to  expedited  FHPRB  review. 

(2)  Private  Rights  of  Action 

(a)  Private  Rights  of  Action  Against  Federal  Officials 
Many  federal  agencies,  notably  the  departments  of  Health  & 
Human  Services  (HHS)  and  Labor,  and  the  new  National  Health  Board, 
will  play  a  large  role  in  defining  the  details  of  the  new  health 
care  system  and  in  enforcing  its  rules  and  standards.  Even 
assuming  good  faith  and  sincere  commitment  on  the  part  of  federal 
officials,  political  common  sense  tells  us  that  in  performing  their 
roles,  these  agencies  will  face  many  of  the  same  political  and 


24  See  cases  cited  in  notes  6  and  17  supra, 
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budgetary  pressures  that  are  currently  affecting  the  Administration 
and  Congress.  The  history  of  health  care  reform  clearly  teaches 
that  the  interests  of  patients,  who  face  tremendous  costs  in 
gathering  information  and  organizing  collective  action,  are  often 
underprotected  in  the  federal  administrative  process. 

Three  examples  illustrate  the  importance  of  providing  clear 
rights  and  remedies  against  federal  officials.  First,  after 
Medicaid  was  enacted  in  1965,  HEW  —  even  under  the  initial 
leadership  of  President  Lyndon  Johnson  and  Secretary  John  Gardner  - 
-  did  not  require  hospitals  that  had  received  federal  Hill-Burton 
construction  funds,  and  had  therefore  undertaken  obligations  of 
nondiscrimination  and  community  service,  to  accept  federally-funded 
Medicaid  patients.  This  major  barrier  to  equal  care  for  the  poor 
and  minorities  (also  a  likely  violation  of  Title  VI  of  the  1964 
Civil  Rights  Act)  was  not  prohibited  by  federal  regulation  until 
1974,  and  then  only  after  the  HEW  Secretary  was  ordered  to  do  so  by 
a  federal  judge.25 

Second,  consider  the  important  question  of  federal  and  state 
enforcement  of  quality  of  care  standards  for  Medicaid  patients  in 
nursing  homes.  For  years  the  surveys  required  by  Secretary  of  HHS 
focused  almost  exclusively  on  facilities  and  paper  records,  rather 
than  on  patient  care  itself,  until  the  Tenth  Circuit  Court  of 
Appeals  ruled  that  the  Secretary  "has  a  duty  to  .  .  .  adequately 
inform  herself"  on  a  continuing  basis  about  the  realities  of 


25  See  Cook  v.  Ochsner  Foundation  Hospital,  61  F.R.D.  354,  360 
(E.D.  La.  1972),  and  other  cases  discussed  in  Rosenblatt  (1978), 
supra  note  2  at  278-79  &  264-286. 
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patient  care.26  Third,  although  Congress  enacted  the  Emergency 
Medical  Treatment  and  Active  Labor  Act  (EMTALA)  in  April,  1986 
(also  known  as  the  "COBRA  antidumping  amendment"),  42  U.S.C. 
sec.l395dd,  effective  August  1,  1986,  reguiring  hospitals 
participating  in  Medicare  to  provide  emergency  treatment  to  all 
patients  who  needed  it,  as  late  as  December  1986  the  Health  Care 
Financing  Administration  (HCFA)  had  not  even  communicated  with  its 
own  Regional  Administrators  regarding  implementation  of  the  law.27 
Congress  can  no  longer  rely  on  the  federal  courts  to  take  the 
initiative  in  remedying  administrative  nonenforcement  of  health 
care  reform.  The  courts,  notably  the  Supreme  Court  under  Chief 
Justice  Rehnguist,  have  made  it  clear  that  they  will  not  enforce 
rights  and  remedies  on  behalf  of  federal  program  beneficiaries 
unless  explicitly  ordered  to  do  so  by  Congress.28  Judicial  review 
of  federal  agency  action  and  inaction  is  generally  governed  by  the 
federal  Administrative  Procedure  Act,  5  U.S.C.  sec.  701  et  seg., 
and  here  too  the  Supreme  Court  has  sharply  restricted  the  ability 
of  affected  parties  to  obtain  judicial  relief.29 


26  Estate  of  Smith  v.  Heckler.  747  F.2d  583,  589  (10th  Cir. 
1984)  . 

27  See  House  Committee  on  Government  Operations,  Equal  Access 
to  Health  Care;  Patient  Dumping.  H.  R.  Rep.  No. 531,  100th  Cong.,  2d 
Sess.  (1988)  . 

28  See  Suter  v.  Artist  M. ,  112  S.Ct.  1360  (1992),  discussed  in 
Rosenblatt  (1993),  supra  note  2  at  462-474,  and  in  subsection 
2(b) (i)  below. 

29  See,  e.g.. Heckler  v.  Chaney.  470  U.S.  821  (1985) 
(challenges  to  agency  failures  to  enforce  the  law  in  individual 
cases  are  presumptively  nonreviewable;  Luian  v.  Defenders  of 
Wildlife.  112  S.Ct.  2130  (1992)  (tightening  standing  reguirements 
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PROPOSED  CHANGES: 

The  Act  currently  provides  no  explicit  consumer  rights  of 
action  against  federal  officials,  except  in  the  rare  event  that  the 
Secretary  of  HHS  is  operating  a  regional  alliance  directly  after  a 
state  failure  to  qualify  under  the  Act.  (Sec.  5236).  To  create 
effective  consumer  rights  with  respect  to  federal  agencies,  the  Act 
should  be  amended  to  include  the  following  provisions: 

(a)  The  United  States  District  Court  for  the 
District  of  Columbia  shall  have  jurisdiction,  without 
regard  to  amount  in  controversy,  over  lawsuits 
challenging  (1)  a  federal  agency's  failure  to  promulgate 
on  time  any  regulations  required  by  this  Act  to  be 
promulgated,  (2)  a  federal  agency's  failure  to 
promulgate,  on  petition,  any  regulations  that  may  prove 
necessary  for  the  efficacious  implementation  of  this  Act, 
or  (3)  a  pattern  or  practice  of  a  federal  agency's 
failure  to  enforce  this  Act  or  its  regulations. 

(b)  A  federal  agency's  failure  to  issue  regulations 
shall  be  deemed  reviewable: 

(1)  in  the  case  of  regulations  required 
by  this  Act  to  be  promulgated  by  a  date 
certain,  once  that  date  has  passed  without  the 
promulgation  of  a  final  rule;  and 

(2)  in  the  case  of  other  regulations,  at 
the  earliest  of  the  following  dates:  (A)  once 


under  the  federal  APA) 
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the  agency  has  rejected  a  written  petition  for 
rule  making  or  otherwise  indicated  in  writing 
its  intention  not  to  issue  the  reguested  rule, 
(B)  90  days  after  the  filing  of  a  petition  for 
rule  making  if  no  notice  of  proposed  rule 
making  has  been  issued,  or  (C)  180  days 
following  the  issuance  of  a  notice  of  proposed 
rule  making,  if  no  final  rule  has  been  issued. 

(c)  A  federal  agency's  failure  to  enforce  this  Act 
or  regulations  promulgated  under  this  Act  shall  be  deemed 
reviewable  once  the  agency  has  rejected  a  written  request 
for  enforcement  or  90  days  after  the  filing  of  such  a 
request  if  no  enforcement  activity  has  been  undertaken. 

(d)  Any  person  aggrieved  by  a  federal  agency's 
failure  to  promulgate  regulations  under  this  act  or  by 
its  failure  to  enforce  this  Act  or  regulations 
promulgated  under  this  Act  shall  have  the  right  to 
challenge  such  failure.  In  an  action  challenging  the 
agency's  failure  to  promulgate  regulations,  a  "person 
aggrieved"  shall  be  any  person  whose  rights, 
responsibilities,  obligations,  or  entitlements  under  this 
Act  would  likely  be  clarified,  or  whose  interests  under 
this  Act  would  likely  be  further  protected,  by  the 
issuance  of  the  regulation (s)  at  issue.  In  an  action 
challenging  the  agency's  failure  to  enforce  this  Act  or 
regulations  promulgated  under  this  Act,   a  "person 
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aggrieved"  shall  include  (a)  any  person  who  prima  facie 
has  been  injured  by  the  failure  of  another  person  to 
fulfill  obligations  imposed  by  the  Act  or  such 
regulations  which  are  allegedly  not  being  enforced,  (b) 
or  any  person  who  belongs  to  a  group  on  whose  behalf  the 
agency  exhibits  a  pattern  of  failing  to  take  enforcement 
action. 

(e)  The  term  "federal  agency"  shall  mean  the 
Department  of  Health  and  Human  Services  and  the 
Department  of  Labor,  and  the  Secretaries  thereof  and 
their  designates,  the  National  Health  Board,  the  Federal 
Health  Plan  Review  Board,  and  any  other  federal  agency, 
entity,  or  official  having  responsibilities  under  this 
Act. 

(b)  Private  Rights  of  Action  Against  Non-Federal  Actors 
In  anticipation  of  enforcement  and  implementation  problems, 
the  Health  Security  Act  establishes  federal  private  rights  of 
action  against  states  (sec. 5235)  and  regional  and  corporate 
alliances  (sec. 5237)  who  fail  to  carry  out  their  responsibilities 
under  the  Act.  The  Act  also  creates  a  federal  private  right  of 
action  against  health  plans  (sec. 5238)  who  fail  to  comply  with  sec. 
1402(c),  which  prohibits  health  plans  from  discriminating  in 
purpose  or  effect  on  the  basis  of  race,  national  origin,  sex, 
language,  socioeconomic  status,  disability,  health  status,  or 
anticipated  need  for  health  services.    These  provisions  are 
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commendable.    However,  a  number  of  important  improvements  are 
needed. 

(i)  The  "Suter  Problem" 

From  the  early  1970s  until  the  early  1990s,  the  federal  courts 
usually  permitted  the  beneficiaries  of  federal  statutes  to 
judicially  enforce  their  provisions  against  state  agencies  even 
without  explicit  statutory  language  literally  declaring  that 
beneficiaries  had  certain  "rights."30  Justice  Brennan,  writing 
for  a  five-justice  majority  in  Wilder  v.  Virginia  Hospital 
Association.  110  S.Ct.  2510  (1990),  explained  that  the  proper 
method  of  statutory  interpretation  was  not  to  search  for  magic 
words  such  as  "right"  or  "cause  of  action,"  but  rather  to  inguire 
whether  the  statute  created  a  "binding  obligation"  on  a  government 
agency  to  do  something.  If  so,  and  if  that  obligation  was  intended 
to  benefit  the  party  seeking  to  enforce  it,  then  that  party  (in 
this  case,  hospitals)  had  a  federal  right  under  the  statute  and  a 
federal  cause  of  action  under  42  U.S.C.  sec. 1983,  unless  the 
opposing  party  (in  this  case,  the  state  agency)  could  show,  by 
clear  evidence,  that  Congress  did  not  intend  to  create  enforceable 
rights  or  had  foreclosed  enforcement  under  42  U.S.C.  sec. 1983. 31 

In  1992,  after  the  retirement  of  Justices  Brennan  and 
Marshall,  and  the  appointment  of  Justices  Souter  and  Thomas,  the 


30  See  generally  Rosenblatt  (1993),  supra  note  2. 

31  See  Rosenblatt  (1993),  supra  note  2,  at  459-60;  Rand  E. 
Rosenblatt,  "Statutory  Interpretation  and  Distributive  Justice: 
Medicaid  Hospital  Reimbursement  and  the  Debate  Over  Public  Choice," 
35  St.  Louis  Univ.  L.  J.  793,  801  (1991). 
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Supreme  Court  revisited  this  issue.  In  Suter  v.  Artist  M.  .  112 
S.Ct.  1360  (1992)  ,  a  new  majority,  in  an  opinion  by  Chief  Justice 
Rehnquist,  held  that  a  statutory  funding  requirement  that  child 
protection  agencies  make  "reasonable  efforts"  to  prevent  the 
removal  of  children  from  their  homes  was  not  sufficiently  clear  in 
its  language  to  create  an  enforceable  right  under  sec. 1983,  or  that 
if  it  did,  the  "right"  was  only  to  have  the  state  file  the 
appropriate  forms  with  the  federal  government,  which  had  been  done. 
Although  Wilder  was  technically  not  overruled,  the  Supreme  Court 
has  adopted  a  new  approach  to  interpreting  federal  statutes  that 
could  undercut  the  enforceability  of  many  of  the  responsibilities 
created  by  the  Health  Security  Act.32 

As  currently  written,  the  Health  Security  Act  commendably 
attempts  to  deal  with  this  problem.  Section  52  3  5  provides  that  a 
state's  failure  to  carry  out  an  applicable  statutory  responsibility 
"constitutes  a  deprivation  of  rights  secured  by  this  Act  for  the 
purposes  of  .  .  .  [42  U.S.C.  sec.  1983],"  and  that  courts  can 
exercise  jurisdiction  without  regard  to  administrative  or  other 
remedies.  Sections  5236,  5237,  and  5238  confer  similar  (but  not 
identical)  rights  of  action  against  federally-operated  alliances, 
regional  and  corporate  alliances,  and  health  plans. 

PROPOSED  CHANGE: 


32  See,  e.g.,  Evelyn  V.  v.  Kings  County  Hospital.  819  F.. 
Supp.  183  (E.D.N.Y.  1993)  (holding,  on  the  basis  of  Suter,  that 
numerous  federal  statutes  and  regulations  regulating  quality  of 
care  in  the  Medicaid  program  did  not  create  enforceable  federal 
rights  on  behalf  of  patients  against  a  public  hospital  or  local 
government) . 
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These  provisions  effectively  override  the  strong  presumption 
in  Suter  and  its  predecessor,  Pennhurst  State  School  and  Hospital 
v.  Halderman.  451  U.S.  1  (1981),  that  Congress  did  not  intend  to 
create  enforceable  rights.  However,  these  provisions  do  not  speak 
to  the  other  dimension  of  Suter:  that  the  rights  created  may  be 
perceived  by  the  Supreme  Court  as  formalities,  reguiring  the 
obligated  entity  to  do  no  more  than  file  a  paper  with  the 
appropriate  statutory  words.  To  avoid  this  kind  of  interpretation, 
the  following  provision  should  be  added  to  the  Act: 

In  an  action  brought  under  sections  5235,  5236,  5237, 
5238  or  5240  [or  under  the  above  proposed  section 
creating  private  rights  of  action  against  federal 
agencies],  the  provisions  of  this  Act  creating 
responsibilities  or  duties  on  the  part  of  federal 
agencies,  states,  health  alliances,  health  plans,  or  any 
other  entity  shall  be  considered  judicially  enforceable 
substantive  reguirements  unless  the  language,  structure, 
and  legislative  history  of  the  Act  clearly  indicate  the 
contrary.  Statutory  provisions  reguiring  an  entity  to 
submit  information,  plans,  certifications,  assurances, 
and  the  like  to  another  entity  shall  not  be  construed  as 
precluding  enforcement  of  substantive  provisions 
regarding  such  submissions. 

(ii)  The  Problem  of  Discrimination 

Race,  color,  national  origin,  sex,  sexual  orientation, 
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language,  socioeconomic  class,  age  and  disability  all  affect  the 
accessibility  and  adeguacy  of  health  care.  Discrimination, 
although  often  subtle  and  even  unintentional,  nonetheless  pervades 
the  health  care  industry.33  The  true  depth  of  discrimination  is 
actually  unknown  because  agency  monitoring  and  enforcement  of  civil 
rights  compliance  by  federally  subsidized  health  providers  has,  at 
best,  been  deficient.34  Nevertheless,  available  information 
from  state  Medicaid  reports,  private  research,  and  an  abundance  of 
anecdotal  information  amply  document  the  seriousness  of  provider 
discrimination  that  contributes  to  the  shocking  disparities  in 
health  status.35 

While  the  Health  Security  Act  contains  a  number  of  helpful 
antidiscrimination  provisions,  important  improvements  need  to  be 
made. 


33  See,  e.g,  sources  cited  in  note  3  supra .  See  also 
Testimony  of  Dr.  William  Gibson  of  the  National  Association  for  the 
Advancement  of  Colored  People  before  the  Subcommittee  on  Health  & 
Environment  of  the  House  Committee  on  Energy  and  Commerce,  on 
Quality  Assurance  in  the  Clinton  Health  Plan,  January  31,  1994. 

34  See  Ken  Wing,  "Title  VI  and  Health  Facilities:  Forms 
without  Substance,"  30  Hastings  L.J.  137  (1978).  During  the 
Reagan-Bush  years,  such  enforcement  was  abandoned  altogether.  See 
Investigation  of  the  Office  for  Civil  Rights  in  the  Department  of 
Health  and  Human  Services,  Committee  on  Government  Operations, 
April  15,  1987.  As  a  result,  data  that  might  reveal  the  full 
extent  and  contours  of  health  care  discrimination,  data  that  is 
essential  to  civil  rights  enforcement,  is  missing.  See  David 
Barton  Smith,  "The  Racial  Integration  of  Health  Facilities,  18  J. 
of  Health  Politics.  Policy  and  Law  851  (1993) . 

See,  e.g.,  Council  on  Ethical  and  Judicial  Affairs,  AMA, 
"Black-White  Disparities  in  Health  Care,"  263  JAMA  2345  (1990); 
Kenneth  C.  Goldberg  et  al.,  "Racial  and  Community  Factors 
Influencing  Coronary  Artery  Bypass  Graft  Surgery  Rates  for  All  1986 
Medicare  Patients,"  267  JAMA  1473  (1992). 
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(aa)  Data  collection.  Effective  enforcement  of  civil  rights 
is  dependent,  in  large  part,  upon  the  existence  of  relevant  data. 
Indeed,  the  Act  provides  for  the  broad  collection  of  data  regarding 
enrollment,  utilization,  outcome,  health  care  provider 
certification,  and  consumer  satisfaction.  (Sec. 5101). 
Significantly,  however,  the  Act  does  not  provide  for  collection  and 
dissemination  of  data  on  enrollment,  utilization  and  treatment  of 
protected  groups.  The  Act  should  be  clarified  to  provide  for  the 
collection  of  self-reported  data  on  the  consumer's  race/ethnicity, 
gender,  potentially  disabling  conditions,  age,  national  origin, 
language,  and  socioeconomic  class.  In  addition,  computerized  data 
in  all  parts  of  the  system  —  the  National  Health  Board,  states, 
Alliances,  health  plans,  and  plan  providers  —  needs  to  be  gathered 
in  a  uniform,  compatible  format.  This  data  should  be  made 
available  to  the  public  in  a  manner  and  in  a  format  that  protects 
individual  privacy  while  allowing  for  effective  civil  rights 
enforcement. 

A  uniform  health  care  claim  form  is  proposed.  (Sec. 5130)  It 
is  to  be  modeled  after  the  recently  promulgated  UB-92  used  for 
hospital  billing.  The  UB-92  collects  information  on  gender  and 
age.  Significantly,  however,  it  does  not  record  the  race/ethnicity 
of  the  consumer.  The  UB-92  recently  received  OMB  clearance  and  is 
being  disseminated  for  use  by  the  Department  of  Health  and  Human 
Services  despite  complaints  from  civil  rights  organizations  that 
the  form  fails  to  collect  race/ethnicity-based  utilization  data 
and,  as  a  result,  fails  to  allow  enforcement  of  Title  VI  of  the 
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Civil  Rights  Act  which  prohibits  health  care  providers  that  receive 
federal  financial  assistance  from  discriminating  on  the  basis  of 
race,  color,  or  national  origin.  This  data,  and  amendment  of  the 
UB-92  claim  form  and  successor  forms,  is  essential  to  monitor 
adequately  the  treatment  and  health  status  of  people  of  color. 

(bb)  Uniform  prohibition  on  discrimination  throughout  the 
system.  Although  the  Act  contains  many  varying  antidiscrimination 
provisions,  it  does  not  broadly  prohibit  discrimination  by  all 
components  of  the  system.  For  example,  the  Act  is  silent  with 
respect  to  discrimination  by  the  National  Health  Board,  states  are 
prohibited  only  from  discriminating  in  establishing  alliance 
boundaries  (sec. 1202 (b) (4) ) ,  and  regional  (but  not  corporate) 
alliances  are  prohibited  from  discriminating  against  health  plans 
on  the  basis  of  race,  gender,  ethnicity,  religion,  mix  of  health 
professionals,  location  of  plan's  headquarters,  or  (subject  to 
exceptions)  organizational  arrangement,  (sec. 1328 (a) ) .  Health 
plans  offered  by  both  regional  and  corporate  alliances  appear  to  be 
covered  by  the  same  antidiscrimination  provisions  (sec. 1402).  No 
mention  is  made  of  discrimination  by  individual  providers. 

The  Act  should  contain  a  broad,  general  anti-discrimination 
provision  prohibiting  federal  agencies,  states,  regional  and 
corporate  alliances,  health  plans  (including  employer-funded  or 
self-insured  plans)  and  individual  providers  from  engaging  in 
practices  that  have  the  effect  of  discriminating  on  the  basis  of 
race,  color,  national  origin,  language,  sex,  sexual  orientation, 
age,  socioeconomic  class,  religion,  disability,  perceived  health 
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status,  or  anticipated  need  for  services.  Practices  such  as 
reducing  coverage  for  a  single  diagnosis  (such  as  AIDS)  should  be 
clearly  prohibited  for  all  types  of  alliances  and  health  plans.36 

(cc)  Uniform  designation  of  protected  groups.  The  listing  of 
groups  protected  against  discrimination  ought  to  be  consistent 
throughout  the  Act.  It  is  not.  The  Act  contains  five  different 
prohibitions  on  discrimination:  one  applies  to  states,  another  to 
Alliances,  and  three  different  provisions  apply  to  health  plans. 
Each  of  these  sections  lists  a  slightly  different  set  of  protected 
groups.  The  characteristic  of  sexual  orientation,  a  source  of 
widespread  discrimination  in  connection  with  the  HIV  epidemic  and 
in  other  contexts,37  is  not  mentioned  as  a  protected  group. 

The  groups  contained  in  S  1402(a)  prohibiting  health  plans 
from  discriminating  in  enrolling  consumers  is  different  from  the 
groups  set  forth  in  S  1402(c)  generally  prohibiting  health  plans 
from  engaging  in  discriminatory  practices.  The  specific  anti- 
discrimination provision  that  applies  to  alliances  extends  only  to 
race,  color,  national  origin,  disability,  and  age,  a  more  limited 


36  See  McGann  v.  H.  &  H.  Music.  946  F.2d  401  (5th  Cir.  1991), 
cert.  den.  sub  nom.  Greenberg  v.  H.  &  H.  Music.  113  S.Ct.  482 
(1992) (self-insured  employer's  reduction  of  lifetime  maximum 
medical  benefits  from  $1  million  to  $5,000  for  AIDS-related  claims 
only,  after  employee  had  filed  AIDS-related  claim,  upheld  as  legal 
under  ERISA) . 

37  See,  e.g.,  Testimony  of  the  Human  Rights  Campaign  Fund, 
National  Center  for  Lesbian  Rights,  National  Gay  and  Lesbian  Task 
Force,  and  the  American  Association  of  Physicians  for  Human  Rights 
before  the  Subcommittee  on  Health  and  the  Environment  of  the  House 
Energy  and  Commerce  Committee,  January  31,  1994,  at  3-4 
(documenting  widespread  discrimination  on  the  basis  of  sexual 
orientation  against  lesbian  and  gay  patients  and  health  care 
providers) . 
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listing   of   protected   groups   than   those   protected   against 
discrimination  by  health  plans. 

The  Act  should  contain  a  broad,  general  anti-discrimination 
provision  prohibiting  practices  that  have  the  effect  of 
discriminating  on  the  basis  of  race,  color,  national  origin, 
language,  sex,  sexual  orientation,  age,  socioeconomic  class, 
religion,  disability,  perceived  health  status,  or  anticipated  need 
for  services. 

(dd)  Use  of  an  "effects"  test.  The  Act  explicitly 
incorporates  an  effects  test  to  measure  discrimination  by  health 
plans.  However,  it  does  not  expressly  apply  an  "effects  test"  to 
the  activities  of  the  National  Health  Board,  the  states,  or 
Alliances.  By  including  an  effects  test  only  for  health  plans,  the 
Act  opens  the  door  to  the  argument  that  only  intentional 
discrimination  is  prohibited  elsewhere. 

The  Act's  other  prohibitions  on  discrimination  need  to  include 
an  effects  test.  In  addition,  adding  a  broad,  general  anti- 
discrimination provision  prohibiting  all  components  of  the  system 
from  engaging  in  practices  that  have  the  effect  of  discriminating 
would  clarify  this  issue. 

(ee)  Standards  governing  an  "effects"  test.  The  Act  needs  to 
state  clear  evidentiary  standards  to  be  used  in  evaluating 
complaints  of  discriminatory  effects.  This  standard  should  provide 
that  a  policy  or  practice  that  has  the  effect  of  discriminating  is 
prohibited  unless  the  entity  can  demonstrate  that  the  policy  or 
practice  is  necessary  to  the  provision  of  health  care  and  cannot  be 
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substantially  accomplished  through  less  discriminatory  means.  All 
components  of  the  system  should  also  be  required  to  make  reasonable 
modification  in  policies  and  procedures  when  necessary  to  provide 
health  care  services  to  protected  groups. 

At  present  the  Act  provides  that  health  plans  do  not  violate 
the  ban  against  practices  that  have  the  effect  of  discriminating  if 
the  policy  or  practice  "is  required  by  business  necessity."  Sec. 
1402(c)(3).  Aside  from  not  making  clear  that  the  defendant  should 
have  the  burden  of  proving  business  necessity,  the  use  of  the  term 
"business  necessity"  is  troubling  because  that  term  is  used  in  both 
Title  VII  and  the  Americans  with  Disability  Act  to  test  employment 
criteria  that  have  a  disparate  impact.  The  purpose  of  the  Health 
Security  Act  is  to  guarantee  access  to  health  services.  Use  of 
employment  law  terminology  will  almost  certainly  confuse  courts 
about  the  goals  and  purposes  of  the  act's  anti-discrimination 
provisions  and  the  appropriate  standards  to  determine  what 
explanations  can  justify  a  health  care  policy  with  a 
disproportionate  adverse  effect. 

Because  providing  health  care  is  the  goal  of  health  care 
reform,  the  standard  to  justify  a  policy  with  a  disproportionate 
impact  should  reflect  the  fact  that  it  is  "necessary  to  the 
provision  of  health  care  and  cannot  be  accomplished  through  less 
discriminatory  means."  This  phrase  is  modeled  on  the  one  used  in 
Title  III  of  the  Americans  with  Disabilities  Act  which  prohibits 
places  of  public  accommodation  from  using  practices  that  have  the 
effect  of  discriminating  on  the  basis  of  disability  unless  the 
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criteria  can  be  "shown  to  be  necessary  for  the  provision  of  the 
goods,    services,    facilities,    privileges,    advantages,    or 
accommodations  being  offered."   ADA  §  12182 (b)  (2)  (A)  (i)  .38 

The  standard  must  do  more  than  test  whether  the  challenged 
policy  is  necessary  to  the  provision  of  health  care;  it  must  also 
ensure  that  the  goal  cannot  be  substantially  accomplished  through 
less  discriminatory  means.  Evidence  of  less  discriminatory 
alternatives  provides  the  framework  for  evaluating  the  need  for  a 
practice  that  disparately  impacts  on  a  protected  group.  The 
existence  of  workable  alternatives  demonstrates  that  the  challenged 
policy  is  insufficiently  related  to  the  asserted  goal  or  that  the 
interests  advanced  by  a  particular  policy  are  not  important  enough 
to  justify  use  of  the  policy  in  light  of  its  disparate  impact. 

A  reguirement  that  states,  regional  and  corporate  alliances, 
plans  and  providers  make  reasonable  modification  of  policies  and 
procedures  when  necessary  to  provide  health  services  to  protected 
groups  seeks  to  ensure  egual  access  to  health  care  by  placing  an 
affirmative  duty  on  all  components  of  the  system  to  consider  the 
needs  of  minority  and  other  protected  consumers,  and  to  deliver 
services  in  a  manner  that  meets  these  needs.  The  reguirement  of 
"reasonable"  modification  recognizes  that  meeting  the  needs  of 
these  consumers  may  sometimes  reguire  more  costly  administrative 
policies.   Thus,  a  modification  may  be  "reasonable"  and  still  be 


The  ADA  also  reguires  reasonable  modifications  in 
policies  and  practices  to  accommodate  individuals  with  disabilities 
unless  the  entity  can  demonstrate  that  making  such  modifications 
would  fundamentally  alter  the  nature  of  the  services.  ADA 
12182(b) (2) (A) (ii) . 


"»/>   «r*  A 


446 


40 
more  expensive  as  long  as  it  does  not  place  an  undue  financial  and 
administrative  burden  or  require  fundamental  alteration  in  the 
nature  of  the  program.39 

The  Act  provides  that  complaints  against  health  plans  alleging 
a  violation  of  section  1402(c) (3)  on  the  basis  of  age  or  disability 
will  use  the  "standards  applied  under"  the  Age  Discrimination  Act 
and  the  Americans  with  Disabilities  Act.  Sec. 5238.  The  standard 
just  proposed  for  other  violations  of  the  Act  complements  the 
evidentiary  standards  in  the  Age  Discrimination  Act  and  the 
Americans  with  Disabilities  Act,  and  thus  would  provide  a  coherent, 
consistent  approach  to  antidiscrimination  standards  throughout  the 
Health  Security  Act. 

(ff)  Private  rights  of  action.  Section  5238(A)(1)  provides 
for  private  rights  of  action  to  enforce  claims  of  discrimination  by 
health  plans  arising  under  section  1402(c).  The  Act  should  be 
amended  to  also  create  private  rights  of  action  against  health 
plans  that  discriminate  in  enrollment  practices  in  violation  of 
section  1402 (a) . 

In  addition,  sec.  5238(a)(3)  does  not  explicitly  allow  courts 
to  award  equitable  and  injunctive  relief  in  a  private  action  by 
aggrieved  persons,  and  should  be  amended  to  so  provide,  as  does 
sec. 5238(c) ,  governing  enforcement  actions  by  the  Attorney  General. 

(gg)  Alliances  as  federal  fund  recipients.  The  Rehabilitation 


39  See,  e.g.,  ADA  sec.  12182 (b) (2) (A) (ii) ,  requiring  places  of 
public  accommodation  to  make  reasonable  modifications  to 
accommodate  people  with  disabilities  unless  the  entity  can 
demonstrate  that  the  modification  would  fundamentally  alter  the 
nature  of  the  services. 
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Act,  the  Age  Discrimination  Act  and  Title  VI  of  the  Civil  Rights 
Act  (which  applies  to  race,  national  origin,  and  ethnic 
discrimination)  prohibit  "programs  and  activities"  that  receive 
federal  funds  from  discriminating.  According  to  the  Act,  Alliances 
are  treated  as  federal  fund  recipients  for  purposes  of  these  civil 
rights  statutes.  However,  to  achieve  its  maximum  effect,  the  Act 
should  be  clear  that  "programs  and  activities"  include  the  actions 
of  health  plans  and  individual  providers  that  receive  federal  funds 
through  the  Alliance.  Broad  anti-discrimination  protections  within 
the  Act  itself  are  still  crucial  because  the  existing  civil  rights 
laws  do  not  preclude  discrimination  based  on  sex,  religion, 
language,  socioeconomic  class,  perceived  health  status  or 
anticipated  need  for  health  services. 

(hh)  Health  Status  and  Access  Goals.  Finally,  the  bill  needs 
to  create  a  process  by  which  states  establish  periodic  goals  for 
reducing  racial,  economic  and  other  disparities  in  health  status 
and  health  access.  One  way  to  accomplish  this  is  to  require  states 
to  submit  a  periodic  plan  for  improving  health  outcomes  and 
reducing  health  status  disparities.  A  civil  rights  pre-clearance 
of  these  documents  prior  to  receipt  of  federal  funds  would  create 
an  important  incentive  to  assure  that  a  reorganized  delivery  system 
actually  results  in  improved  health  status  for  the  most 
disadvantaged  of  Americans.  Federal  pre-clearance  should  be  part 
of  the  submission  of  state  plans  to  the  National  Health  Board,  with 
time  frames  sufficiently  long  to  permit  meaningful  federal  review 
and  negotiation  with  the  states.  Moreover,  states  failing  to  meet 
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their  pre-clearance  promises  should  be  required  to  remedy  the 
problem. 

(ii)  Exclusion  of  Undocumented  Aliens.  The  Health  Security 
Act,  while  promising  universal  coverage,  in  fact  excludes  millions 
of  persons  living  in  the  United  States  as  undocumented  aliens.  See 
sees.  1001(c)(2),  (3),  1005(a),  1902(1),  1902(36).  Four  groups  of 
such  persons  have  particularly  strong  cases  for  eligibility.  First, 
pregnant  women  who  are  otherwise  eligible  for  Medicaid  and  who  are 
residing  in  the  United  States  without  approval  from  the  Immigration 
and  Naturalization  Service  (INS)  are  currently  eligible  for 
Medicaid  prenatal  care.  See  Lewis  v.  Gr inker.  965  F.2d  1206  (2nd 
Cir.  1992)  Such  care  is  of  obvious  human,  public  health,  and  cost- 
saving  value  to  the  children  themselves  (who  are  American  citizens 
when  born  in  the  United  States)  and  to  the  society  at  large.  The 
Health  Security  Act  should  not  reduce  the  extent  of  coverage 
already  available. 

Second,  there  are  strong  arguments  that  all  children, 
including  children  with  the  status  of  undocumented  aliens,  should 
be  eligible  under  the  Health  Security  Act.  Children  do  not  choose 
their  legal  status,  and  are  especially  at  risk  for  illness  that 
impedes  development  and  functioning,  as  Congress  has  recognized  in 
the  EPSDT  and  other  children-oriented  Medicaid  programs.  Many  of 
these  children  will  eventually  legalize  their  status,  and  in  any 
event,  denying  them  care  "will  have  long-term  costs  for  American 
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society  as  well  as  the  children  themselves."40 

Third,  some  aliens  have  employment  authorization  from  the  INS, 
but  do  not  fall  into  the  categories  granted  eligibility  by  the  Act. 
These  persons  are  legal  employees  for  whom  employers  appear  to  be 
required  to  pay  health  care  premiums.  (See  sees.  6121,  6122(b) (3)) . 
Nevertheless,  they  and  their  families  (some  of  whom  may  be  American 
citizens)  are  not  eligible  for  coverage  under  the  Act  (sees. 
1001(c)(2),  (3),  1005(a),  1902(1).  This  is  unfair  (because 
premiums  are  being  paid) ,  unwise  (because  of  health  risks  to  the 
individuals  and  to  the  community) ,  and  inconsistent  with  the  goal 
of  universal  coverage. 

Fourth,  the  Act  does  not  provide  coverage  for  the  citizen  and 
legal  immigrant  members  of  undocumented  household  heads.  This  is 
discriminatory,  and  undermines  public  health  and  cost  savings  goals 
in  the  areas  of  child  health,  pre-natal  care  and  contagious  disease 
control . 

( 3 )  Organized  Consumer  Advocacy 

In  addition  to  individual  claims  and  private  rights  of  action, 
a  third  approach,  organized  consumer  advocacy,  is  essential. 

The  experience  of  low-  and  middle-income  consumers  enrolled  in 
HMOs  in  Wisconsin,  Michigan,  Pennsylvania,  California,  and  other 
states  suggests  that  many  important  issues  are  actually  addressed 


40  Jane  Perkins  and  Abigail  English,  "Evaluating  Health  Reform 
Proposals  in  the  Interest  of  Children  and  Adolescents," 
Clearinghouse  Rev. .  Aug. /Sept.  1993  at  428,  430. 
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through  structures  other  than  individual  grievances.41  State 
employees  may  have  union  representation  on  health  plan  purchasing 
boards.  Low-income  patients  or  their  advocates  may  serve  on  formal 
or  informal  advisory  groups.  In  Wisconsin,  for  example,  a 
coalition  of  advocates,  including  a  minority  health  coalition, 
nurses  and  other  health  care  workers,  housing  and  children's  health 
activists  and  legal  services  and  public  interest  lawyers,  meet 
regularly  with  HMO  management  and  state  regulators  to  provide  input 
into  the  contracting  process  between  the  HMOs  and  the  state.  From 
this  organized  and  persistent  effort,  there  have  been  significant 
changes  in  the  Wisconsin's  Reguest  for  Proposals  (RFPs)  that  have 
addressed  such  issues  as  increased  reimbursement  for  primary  care 
providers  in  underserved  areas,  HMO  capacity  to  communicate  in  the 
language  of  enrol lees,  improved  mental  health  and  drug  abuse 
treatment,  and  HMO  training  for  providers  to  improve  communication 
with  enrollees.42 

While  in  theory  these  issues  might  have  been  raised  through 
individual  grievances  or  "claims,"  it  seems  evident  that  a  great 
many  important  issues  may  not  be  raised,  or  may  not  receive 
adeguate  attention,  in  a  process  based  solely  on  the  initiative  of 
individual  patients.  Organized  consumer  input  is  thus  very 
important  both  at  the  level  of  the  health  plans,  and  at  the 


41  See,  e.g.,  Louise  Trubek,  "Making  Managed  Competition  A 
Social  Arena:  Strategies  for  Advocates,"  Brooklyn  L.  Rev. 
(forthcoming,  1994)  ;  Rosenblatt  (1985-86) ,  supra  note  15,  at  962- 
965. 

42  See  Trubek,  supra  note  41. 
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Regional  Health  Alliance  and  state  government  levels,  where 
important  decisions  are  made  about  contracts  with  and  reimbursement 
to  plans,  guality  of  care,  consumer  information,  and  additional 
services  to  overcome  access  barriers  due  to  geography,  income, 
race,  and  language. 

As  currently  written,  the  Health  Security  Act  does  not 
acknowledge  the  role  of  organized  consumer  advocacy  or  explicitly 
support  its  functioning.    Three  kinds  of  support  are  important. 

(a)  Availability  of  Information.  In  order  to  articulate  and 
pursue  consumer  interests,  advocates  and  consumers  must  have  access 
to  a  broad  range  of  relevant  information.  Although  the  information 
that  the  Alliances  must  make  available  to  consumers  under  section 
1325  is  useful  for  enabling  consumers  to  make  comparisons  among 
plans,  it  is  considerably  less  than  that  currently  made  available 
to  organized  advocates  in  some  areas.  The  Act  should  be  amended  to 
create  a  presumption  that  all  health  care  information  collected 
pursuant  to  section  5101  by  the  National  Health  Board,  the  states, 
and  the  alliances,  and  other  information  collected  by  other 
government  agencies,  should  be  available  to  the  public,  subject  to 
protections  for  patient  privacy  (discussed  below)  or  publicly 
articulated  justifications  for  nondisclosure  permitted  by  National 
Health  Board  regulation.43 

(b)  Access  to  the  Decisionmaking  Process.   Organized  consumer 


43  See  also  Testimony  by  Geraldine  Dallek,  Executive  Director 
of  the  Center  for  Health  Care  Rights,  520  S.  Lafayette  Park  Place, 
Suite  214,  Los  Angeles,  CA  90057,  before  the  Subcommittee  on  Health 
&  Environment  of  the  House  Committee  on  Energy  and  Commerce,  on 
Quality  Assurance  in  the  Clinton  Health  Plan,  February  3,  1994. 
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advocates  (and  others)  should  not  have  less  access  than  they  do  now 
to  the  decisionmaking  process,  and  indeed  should  have  more.  At  a 
minimum,  the  Act  should  be  amended  to  require  regional  and 
corporate  alliances  to  create  consumer  advisory  boards  as  well  as 
the  currently  required  (for  regional  alliances)  provider  advisory 
boards  (sec. 1303),  and  to  insure  disclosure  of  information  about, 
and  the  opportunity  for  public  input  into,  the  contracting  process 
between  the  alliances  and  the  plans. 

(c)  Funding.  The  Act  currently  contains  funding  for  advocacy 
on  behalf  of  individuals  in  its  provisions  for  attorneys  fees 
(sections  5204,  5205,  5237-38,  5240),  and  SALT  strongly  supports 
these  provisions.  In  the  light  of  the  importance  of  organized 
consumer  advocacy,  two  additional  forms  of  funding  should  be  added 
to  the  Act.  First,  consumer  membership  on  the  governing  board  or 
(if  enacted)  advisory  board  of  an  alliance  is  likely  to  involve  a 
major  commitment  of  time  and  energy.  Representatives  of  employers, 
particularly  large  employers,  are  likely  to  have  extensive 
financial  and  staff  support  from  their  companies.  Funds  should  be 
made  available  to  pay  the  out-of-pocket  expenses  and  reasonable 
time  reimbursement  for  consumer  and  small-business  governing  board 
members,  and  to  provide  designated  staff  support  for  those  members. 
Second,  funds  should  be  made  available  at  the  regional  alliance 
level  to  pay  for  at  least  some  of  the  costs  of  organized  consumer 
advocacy,   following  the  precedent  of  Medicaid  managed  care 
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programs44  and  of  protection  and  advocacy  agencies  under  the 
Developmental  Disabilities  Act. 

(4)  Privacy  of  Personal  Information 

A  complex  health  care  information  infrastructure  will  exist 
under  a  reformed  health  care  system  as  proposed  in  the  Health 
Security  Act.  The  success  of  the  new  system  will  depend,  in  part, 
on  the  accuracy  of  the  information  and  the  privacy  rights  of 
individuals  to  control  the  disclosure  of  personal  information. 
Americans  believe  that  their  privacy  rights  are  not  adequately 
protected.  In  a  1993  Harris  poll  on  health  information  privacy, 
80%  of  the  respondents  indicated  their  concern  about  threats  to 
privacy.  Eight  out  of  ten  respondents  believed  that  consumers  had 
lost  all  control  over  how  personal  information  about  them  is 
circulated  and  used.45 

(a)  Problems  with  use  of  the  Social  Security  Number  (SSN) 

Health  security  cards  would  be  issued  to  all  citizens  and 
lawful  residents.  Eligible  individuals  should  have  a  unique 
identifier  to  enable  the  new  health  care  system  to  operate  more 
efficiently.  Perhaps  the  most  critical  decision  regarding  privacy 
is  whether  to  use  the  social  security  number  (SSN)  as  the 
individual  identifier.    The  SSN  is  not  a  completely  reliable 


44  See  Rosenblatt  (1985-86),  supra  note  15,  at  964  (reporting 
on  contract  between  state  Medicaid  agency  and  advocacy  group  to 
monitor  and  improve  consumer  experience  with  managed  care) . 

45  Louis  Harris  and  Associates,  Westin  A.F.  Health 
Information  Privacy  Survey.   Atlanta:  Equifax,  1993. 
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identifier:  it  is  not  unique,  there  are  multiple  users  of  a  single 
number,  and  it  is  difficult  to  determine  whether  a  random  nine- 
digit  number  is  a  valid  SSN.  The  SSN  is  used  extensively  for  a 
large  variety  of  non-health  related  purposes.  Among  the  users  of 
the  SSN  are  debt  collectors,  department  stores,  utilities,  check 
validation  services,  supermarkets,  cable  television,  credit  card 
issuers,  banks,  major  oil  companies,  the  Internal  Revenue  Service, 
other  Federal  agencies  (military,  Parent  Locator  Service,  Food 
Stamps,  Selective  Service  System) ,  mailing  list  companies,  credit 
bureaus,  law  enforcement  agencies,  insurance  companies,  the  Medical 
Information  Bureau,  motor  vehicles  departments,  employers,  schools 
and  universities,  and  state  agencies.  The  SSN  provides  a  capacity 
to  link  databases  on  many  aspects  of  a  person's  life. 

(b)  Needed  Actions 

The  constitutionality  of  the  new  health  care  system  and  the 
confidence  of  consumers  can  be  achieved  only  by  establishing  a 
national  privacy  policy.  The  actions  needed  to  establish  a 
coherent  national  framework  include  the  following: 

(1)  Establish,  through  preemptive  federal  legislation, 
national  privacy  safeguards  based  upon  Fair  Information  Practices. 
In  order  to  ensure  that  the  privacy  of  health  care  data  is  taken 
seriously,  it  will  be  necessary  to  establish  effective  mechanisms 
for  enforcement.  This  includes  a  private  right  of  action  by 
aggrieved  parties  and  significant  penalties  for  persons  or 
institutions  that  breach  legal  requirements.  A  national  privacy 
framework  should  be  founded  on  a  code  of  fair  information 
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practices.  The  code  would  stipulate,  inter  alia,  that  individuals 
about  whom  data  are  collected  have  the  right  to  know  about  and  to 
approve  the  uses  to  which  the  data  are  put,  that  no  secret  data 
systems  are  permitted  to  exist,  that  individuals  have  the  right  to 
review  and  to  correct  data  about  themselves,  and  that  data  may  be 
collected  and  used  only  for  legitimate  purposes. 

(2)  Establish  a  universal  identifier  that  is  secret  and 
secure;  do  not  use  the  SSN  for  this  purpose. 

(3)  Issue  effective  security  standards  and  guidance  for  health 
care  information. 

(4)  Establish  a  Data  Protection  and  Security  Panel (s)  as  part 
of  the  National  Health  Board  for  overseeing  privacy  and  security. 

(5)  Establish  a  comprehensive  program  fostering  privacy  and 
security  education  and  awareness. 

The  success  of  a  new  health  care  system  depends  in  large  part 
on  the  integrity  of  information  and  the  confidence  of  the  public 
that  private  information  will  be  vigorously  protected. 

(5)  Medical  Malpractice  Reform 

The  medical  malpractice  reforms  in  Title  V,  Section  D,  create 
additional  barriers  to  patient  claims,  while  providing  little  in 
the  way  of  more  efficient  resolution. 

The  Act's  reforms  do  not  take  into  account  recent  empirical 
research  on  medical  malpractice.  Patients  suffer  injury  at  the 
hands  of  providers  with  surprising  frequency,  but  usually  do  not 
sue.   The  Harvard  Medical  Practice  Study,  the  largest  and  most 
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comprehensive  study  to  date  of  medical  injuries  in  the  hospital 
setting  and  the  role  of  the  malpractice  system  in  compensating 
those  injuries,  found  that  patients  injured  by  provider  error  are 
not  adeguately  compensated.46  The  Harvard  Team  surveyed  a 
representative  sample  of  31,000  patients  hospitalized  in  New  York 
state  in  1984  to  determine  the  levels  of  iatrogenic  injury  and  to 
separate  injuries  traceable  to  a  provider's  negligence  from  pure 
"accidents."  The  Study  found  that  the  incidence  of  adverse  events 
suffered  by  hospitalized  patients  was  3.7%,  with  28%  of  these  due 
to  negligence.  About  1%  of  all  hospitalized  patients  suffered  a 
negligent  medical  injury,  (p.  43)  If  this  finding  is  extrapolated 
to  the  United  States  as  a  whole,  150,000  iatrogenic  deaths  occur 
every  year,  with  more  than  half  due  to  negligence  (pp.  55-56) . 

Poor,  elderly,  or  minority  patients  suffered  higher  negligence 
rates,  with  age  and  insurance  strong  determinants  of  negligent 
injury  (p.  56)  .  Hospitals  varied  in  negligence  from  1%  to  60% 
(p. 47),  with  teaching  hospitals  having  lower  rates  of  negligence 
(p.  49-50) .  Those  hospitals  with  significant  numbers  of  minority 
patients  had  higher  levels  of  negligence  than  other  hospitals. 

The  Harvard  Team  concluded  that  the  real  problem  with  the 
current  malpractice  system  is  "...not  a  litigation  surplus,  but  a 
litigation  deficit."  (p. 140)  Patients  file  too  few  claims.  The 
chances  that  a  claim  will  be  filed  by  a  patient  with  an 
identifiable  negligent  injury  is  only  one  in  fifty  (p. 73).   The 


46  For  a  summary  of  the  findings,  see  Paul  C.  Weiler  et  al., 
A  Measure  of  Malpractice:  Medical  Injury.  Malpractice  Litigation, 
and  Patient  Compensation  (Harvard  University  Press  1993) . 
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poor,  minorities  and  the  old  suffer  higher  levels  of  harm,  and  sue 
less  often.47 

Against  this  background,  the  Act's  proposed  reforms  are 
markedly  one-sided.  The  Act  preempts  state  law  unless  state  law 
"provides  for  defenses  or  places  limitations  on  a  person's 
liability"  in  addition  to  those  in  the  act  (sec.  5301, (a) (2) ) . 
This  is  strictly  a  one-way  street  in  which  the  only  state 
discretion  allowed  is  for  restricting  consumer  rights  to  sue.  The 
provision  requiring  patients  to  obtain  a  "certificate  of  merit" 
from  a  qualified  medical  specialist  (sec.  5303)  imposes  substantial 
up-front  costs  on  patients  that  may  deter  filing  or  settlement  of 
meritorious  smaller  claims.  Moreover,  sanctions  may  be  imposed 
only  on  patients  or  their  attorneys  for  required  statements 
"submitted  without  reasonable  cause  and  .  .  .  found  to  be  untrue." 
(Sec. 5303 (d) ) .  No  comparable  penalties  are  imposed  on  defendants 
or  their  attorneys  whose  defenses  fail  to  achieve  a  threshold 
standard  of  plausibility. 

In  addition,  the  required  alternative  dispute  resolution 
methods  (sec. 5302 (b) )  are  not  likely  to  be  effective.  The 
literature  on  alternative  dispute  resolution  has  consistently  found 
that  the  benefits  of  ADR  are  often  outweighed  by  costs  in  delay. 


47  Compare  Burstin  et  al.,  "Do  the  Poor  Sue  More?",  270  JAMA 
1697  (1993) (finding  that  poor  patients  and  uninsured  patients  were 
significantly  less  likely  to  file  malpractice  claims,  after 
controlling  for  severity  of  medical  injury,  and  finding  no 
significant  differences  in  filing  rates  by  race,  gender,  payer 
status,  or  age.) 
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ADR  provides  another  layer  of  discovery,  but  little  more.48 

The  malpractice  reform  proposals  in  the  Health  Security  Act 
are  a  step  in  the  wrong  direction.  Reforms  must  instead  find  ways 
to  identify  medical  error,  promote  compensation  to  injured 
patients,  and  simultaneously  improve  the  quality  of  care  delivered. 
The  enterprise  liability  demonstration  project  (sec.  5311)  in  the 
Act  may  offer  such  potential.  Such  a  form  of  liability,  channeling 
liability  to  health  care  institutions,  may  better  promote  quality, 
and  provide  compensation  to  more  injured  patients. 


48  A  study  by  the  Florida  Medical  Association  in  1985  found 
that  panel  effectiveness  was  unproven,  and  that  other  court  efforts 
such  as  a  special  malpractice  court,  or  other  procedural  reforms, 
might  be  more  effective.  Studies  by  several  states  of  the 
performance  of  their  panels  have  also  not  been  encouraging.  New 
Jersey  and  New  York  both  recommended  that  a  mandatory  screening 
approach  be  dropped  in  favor  of  some  form  of  voluntary  system,  such 
as  optional  mediation.  Arizona  studies  have  found  severe  problems 
with  the  Arizona  panels.  See  Florida  Medical  Association,  Medical 
Malpractice  Policy  Guidebook  (1985);  Perna  v.  Pirozzi.  92  N.J.  446, 
457-59,  457  A. 2d  431,  437  (1983)  (presenting  committee  findings  on 
New  Jersey's  panel  system) ;  Jona  Goldschmidt,  "Where  Have  all  the 
Panels  Gone?"  23  Ariz. St. L.J.  1013  (1992) . 
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(6)  Conclusion 

This  testimony  represents  the  SALT  Committee's  initial  effort 

to  deal  with  numerous  and  complex  issues  raised  by  the  Health 

Security  Act.   Because  of  time  constraints,  the  Committee  was  not 

able  to  review  the  entire  final  text  of  the  testimony  before  its 

submission.   However,  many  Committee  members  made  valuable  and 

generous  contributions  to  the  testimony,  and  all  of  the  Committee 

members  stand  ready  to  work  with  Congress  and  the  Administration  on 

developing  and  resolving  the  important  issues  of  national  health 

reform. 
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Mr.  Waxman.  Mr.  Lindberg. 

STATEMENT  OF  BRIAN  W.  LINDBERG 

Mr.  Lindberg.  Thank  you. 

Again,  my  name  is  Brian  Lindberg,  I  am  the  executive  director 
of  the  Consumer  Coalition.  I  apologize  for  having  to  fill  in  today  for 
our  colleague  from  the  National  Consumers  League. 

I  want  to  thank  you  for  inviting  us,  Chairman  Waxman,  and  con- 
gratulate you  on  your  long-time  efforts  in  behalf  of  improving  our 
health  care  system.  We  appreciate  that.  The  coalition  also  applauds 
the  President's  all-out  effort  to  reform  the  health  care  system,  and 
we  feel  it  is  our  job  now  to  make  some  recommendations  to  improve 
the  legislation  as  it  has  been  introduced. 

Any  health  care  system  needs  strong  consumer  protections  and 
quality  improvement  mechanisms,  but  particularly  a  managed  care 
model  relies  on  competition  between  health  care  plans  and  provid- 
ers to  drive  down  the  costs  of  care  and  supposedly  the  quality  of 
care  upward.  There  is  obviously  some  incentives,  though,  in  that 
kind  of  a  system  to  have  providers  provide  less  service  to  the 
consumer. 

I  would  like  to  ask  that  my  written  testimony  and  our  two  white 
papers  on  consumer  information  and  due  process  be  entered  into 
the  record. 

Mr.  Waxman.  We  will  be  pleased  to  receive  that  for  the  record. 

Mr.  Lindberg.  Thank  you. 

Let  me  start  with  consumer  information.  Under  any  new  system, 
consumers  need  easy  access  to  unbiased  information  to  help  them 
make  meaningful  choices  between  the  plans,  providers,  and  cov- 
erage options.  I  should  mention  here  that  consumers  will  benefit 
greatly  by  the  inclusion  of  the  point-of-service  option.  A  managed 
care  system's  competitive  success  depends  greatly  on  the  quality  of 
the  information  that  is  provided  to  consumers.  We  have  some  ideas 
about  improvements  that  should  be  made  in  this  area. 

The  consumer  handbook  should  include  the  results  of  the 
consumer  satisfaction  survey,  for  example,  and  enrollment  and 
disenrollment  figures  collected  by  the  health  care  information  sys- 
tem. Consumers  will  also  need  information,  such  as  physician  cer- 
tification and  repeated  disciplinary  actions,  and  they  will  need  con- 
dition-specific information  to  be  able  to  choose  between  doctors  and 
hospitals  when  they  face  a  major  surgery  or  health  care  decision. 

A  lot  has  already  been  mentioned  here  on  the  ombudsman  pro- 
gram. Let  me  just  make  a  couple  of  quick  points.  We  believe  that 
it  is  a  great  idea  to  have  some  sort  of  a  check-off  where  consumers 
can  actually  put  part  of  their  premium  toward  an  ombudsman  pro- 
gram, but  it  has  to  also  have  a  steady  source  of  funding.  I  look  at 
that  as  only  additional  funding  added  on  to  whatever  a  set  amount 
would  be  for  the  ombuds  program. 

We  also  believe  strongly  that  the  ombuds  program  must  be  avail- 
able to  individuals  who  are  in  corporate  alliances,  and  that  alli- 
ances themselves  should  not  house  the  ombuds  program.  This  we 
believe  would  be  a  conflict  of  interest  because  of  the  fact  that  con- 
sumers will  have  problems  with  both  plans  and  alliances. 

With  regard  to  quality  improvement  and  public  accountability, 
we  believe  that  there  is  an  excellent  foundation  set  forward  in  the 
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Clinton  plan.  We  also  believe  that  there  is  a  missing  component. 
We  believe  that  what  we  would  call  "quality  improvement  founda- 
tions" should  be  created  in  each  State  by  the  National  Quality 
Management  Council  through  competitive  grants. 

These  QIF's  would  be  governed  by  a  consumer  majority  board 
which  would  also  include  experts  in  a  variety  of  health  and  quality 
research  fields.  Their  job  would  be  to  monitor  quality  and  help  im- 
prove quality.  They  would  be  involved  in  development  of  and  sup- 
port of  quality  improvement  activities  at  the  plan  level,  provide 
guidelines,  adherence  monitoring  and  profiles  of  the  database  for 
low  rates  of  utilization. 

With  regard  to  consumer  representation,  we  believe  public  ac- 
countability depends  greatly  on  consumer  representation  on  boards, 
on  the  advisory  boards,  including  the  advisory  boards  of  the  re- 
gional and  corporate  alliances.  Note  that  the  corporate  alliances 
currently  don't  have  this  kind  of  representation.  We  feel  that  if  you 
look  at  all  the  boards  throughout  the  plan,  it  would  serve  consum- 
ers greatly  to  increase  their  membership  on  all  of  them. 

Licensing  and  certification.  Rigorous  professional  licensing  and 
accreditation  and  plan  certification  is  needed  to  ensure  quality.  We 
believe  this  subcommittee  should  address  ways  to  mandate  suffi- 
cient financial  support  for  licensing  boards  and  mandate  at  the  na- 
tional level  at  least  minimum  functions  to  ensure  consistency  from 
State  to  State. 

With  regard  to  consumer  due  process  protections,  our  coalition 
feels  that  there  has  been  a  very  strong  move  by  the  administration 
in  this  area,  and  there  are  some  corrections  or  improvements  that 
could  be  made,  but  in  general,  they  have  done  a  good  job. 

In  conclusion,  I  request  also  that  the  subcommittee  consider  the 
written  testimony  of  the  National  Health  Law  Program  which  ad- 
dresses a  very  important  issue  for  consumers,  that  is  the  market- 
ing practices  of  managed  care. 

Thank  you  for  having  us  testify  today. 

[Testimony  resumes  on  p.  472.] 

[The  prepared  statement  of  Linda  Golodner  follows:] 
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STATEMENT   OF   LINDA   GOLODNER 

Mr.  Chairman,  members  of  the  Committee,  my  name  is  Linda  Golodner.  I  am 
the  President  of  the  National  Consumers  League,  a  private  nonprofit  organization  that 
has  represented  consumers  since  1899  on  workplace  and  marketplace  consumer  issues. 
Health  care  quality  has  always  been  one  of  our  highest  priorities.  Today,  I  am 
representing  the  Coalition  for  Consumer  Protection  and  Quality  in  Health  Care 
Reform,  a  coalition  of  more  than  25  consumer  groups. 

We  thank  you  for  providing  us  with  the  opportunity  to  testify  today.   We 
congratulate  you,  Chairman  Waxman,  for  your  distinguished  record  of  support  for 
health  care  improvements  for  all  Americans.   The  Coalition  also  would  like  to  thank, 
for  the  record,  your  colleague  Representative  Ron  Wyden,  who  has  shown  early  and 
steady  support  for  our  efforts. 

The  Coalition  applauds  the  President's  all-out  effort  to  reform  the  health  care 
system.  Specifically,  we  are  pleased  with  the  attention  to  consumer  empowerment 
through  an  extensive  system  of  data  collection,  analysis  and  dissemination.     For  the 
first  time  ever,  consumers  will  base  their  plan  selection  on  comparative  information. 
We  are  delighted  that  the  plan  recognizes  the  importance  of  choice  through  requiring 
the  offering  of  point-of-service  options.  Included  in  the  plan  is  an  ombudsman 
program,  a  vigorous  appeals  procedure  and  a  separate  grievance  procedure,  and  a 
sound  foundation  for  quality  improvement  and  public  accountability.   The  language  in 
the  bill  sends  the  strong  signal  that  consumer  protection  and  quality  are  important  to 
this  Aciministration.   Our  job  now  is  to  flesh  out  the  intent  of  specific  consumer  and 
quality  provisions  and  to  suggest  specific  improvements  where  necessary. 

First,  I  would  like  to  briefly  outline  our  vision  of  consumer  protection  in  the 
new  health  care  system.   This  new  system  relies  on  competition  between  health  care 
plans  and  providers  to  drive  the  cost  of  care  down  and  the  quality  of  care  up.   But  there 
are  obvious  incentives  for  plans  to  contain  costs  by  providing  less  service. 

Under  any  r-ew  system  consumers  will  need  easy  access  to  unbiased  information 
to  help  them  make  meaningful  choices  between  plans,  providers,  and  coverage  options. 
They  will  need  an  advocate  or  ombudsman  to  help  them  understand  and  navigate 
through  the  system  and  assist  with  resolving  complaints.   They  will  want  a  grievance 
procedure  for  patient  complaints.  They  will  need  an  appeals  process  to  address  the 
denial,  reduction,  or  termination  of  benefits,  and  quality  issues  quickly  and  fairly. 

The  system  will  need  independent  quality  improvement  organizations  and 
quality  assurance  and  public  accountability  through  improved  licensing,  certification, 
and  accreditation  systems,  and  consumer  control  of  governance  structures.  There  must 
be  guaranteed  funding  for  these  programs. 

These  are  the  elements  of  a  health  care  system  that  is  sensitized  to  the  basic  fact 
that  the  system  -  physicians,  nurses,  pharmacists,  other  health  care  professionals, 
hospitals,  and  health  care  plans  -  is  there  to  serve  those  who  need  care,  the  consumers. 
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Today,  I  would  like  to  address  four  areas  of  particular  interest  to  consumers: 

1 .  Information  that  should  be  provided  to  consumers  through  the  consumer 
report  card  and  other  means; 

2.  The  financing,  location,  and  additional  details  for  the  ombudsman 
program; 

3.  Due  process  issues  -  grievance  and  appeals  provisions;  and 

4.  Quality  improvement  and  public  accountability. 

Consumer  Information 

The  Administration  plan  calls  for  easily  understood,  useful,  comparative, 
consumer  information  published  annually.  The  National  Health  Board  will  decide  the 
type  of  information,  but  it  is  io  include  at  a  minimum:  first,  cost  of  plan;  second, 
characteristics  and  availability  of  health  care  professionals  and  institutions  in  the  plan; 
third,  any  restrictions  on  access  to  providers  and  services;  fourth,  a  summary  of  quality 
performance  standards.  Consumers  will  need  basic  educational  information  to  use  the 
new  health  care  system.  In  addition,  some  clarification  and  expansion  is  needed  in  the 
area  of  consumer  information. 

Comparative  information.   Congress  should  consider  adding  to  the  consumer 
handbook  the  following  items:  1)  the  results  of  the  consumer  satisfaction  survey 
conducted  by  the  National  Quality  Management  Council;  2)  enrollment  and 
disenrollment  figures  collected  by  the  Health  Care  Information  System  to  inform 
Consumers  about  plan  size  and  percentage  of  enrollees  leaving  the  plan;  3)  the  ratio  of 
complaints  to  enrollees;  4)  the  cost  or  implications  of  using  services  outside  the  plan; 
5)  premium  increase  trends  to  let  consumers  know  which  plan  has  the  slowest  rate  of 
increase;  6)  benefits  covered  beyond  the  standard  benefit  package;  7)  how  long  the  plan 
has  been  in  operation;  8)  ratio  of  primary  care  practitioners  to  enrollees;  9)  ratio  of 
board  certified  physicians  to  non-board  certified;  10)  names  of  participating  hospitals 
and  other  providers;  11)  the  financial  health  of  the  plan;  12)  phone  numbers  for 
information  specialists  who  can  explain  plan  details  and  the  ombudsman;  13)  any 
limitations  on  prescription  drugs  or  procedures  for  each  plan;  and  14)  any  financial 
incentives  that  health  care  providers  have  regarding  the  services  they  provide.  I  refer 
you  to  our  White  Paper,  "Minimum  Requirements  for  Consumer  Information, "  which  I 
would  like  to  request  permission  to  submit  for  the  record,  for  additional  suggestions. 

Plan-Specific  Information.  Once  a  person  has  chosen  a  plan,  he  or  she  should 
have  access  to  further  details  about  the  plan's  health  care  professionals  to  help  select  a 
physician.  This  information  should  be  provided  by  the  plan  itself  or  by  the  health 
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alliance.   Fact  sheets  on  each  of  the  physicians  in  the  plan,  their  training,  years  of 
practice,  board  certification,  faculty  responsibilities,  and  confirmed  disciplinary  actions 
such  as  repeated  malpractice  payments  should  be  provided  in  this  documentation.   Fact 
sheets  on  individual  hospitals,  home  health  agencies,  laboratories,  pharmacies,  and 
other  contracted  health  providers  with  lists  of  services  and  other  details  should  be 
available  upon  request. 

Condition-Specific  Information.  Condition  or  treatment-specific  information 
is  important  to  the  person  who  faces  a  major  operation  or  health  care  decision  and 
should  be  available  upon  request.  This  information  includes  both  hospital  and 
physician  specific  practice  profiles  and  outcomes  data  on  a  particular  procedure  or 
condition.   This  is  similar  to  what  has  been  done  for  coronary  artery  bypass  graft 
surgery  in  both  Pennsylvania  and  New  York.  The  information  could  be  presented  on 
either  a  nation-wide,  region-wide,  or  state-wide  basis  and  could  be  available  from  the 
National  Quality  Management  Council  or  its  state-located  Quality  Improvement 
Foundations  -  which  I  will  discuss  later.   The  data  should  be  appropriately  adjusted  for 
severity  to  avoid  skewing  outcomes  for  surgeons  and  hospitals  serving  a  more 
vulnerable  population.   For  a  particular  condition,  this  data  could  include: 

*  number  of  surgeries  performed  (by  hospital  and  by  surgeon); 

*  death  rates  within  a  certain  time  period; 

*  infection  rates  and  readmissions  for  the  same  condition;  and 

*  patient  satisfaction  survey  results. 

We  believe  that  this  committee  should  add  these  details  to  the  Health  Security 
Act  which  currently  leaves  too  much  of  the  consumer  information  up  to  chance  and 
may  promote  inconsistency  across  the  nation. 

Ombudsman 

We  are  pleased  that  the  Health  Security  Act  calls  for  the  creation  of  ombudsman 
offices.  We  believe  it  is  important  to  have  ombudsman  programs  to  assist  consumers 
with  their  questions  and  concerns  about  the  quality  of  services  and  facilities  and  in 
obtaining  information  about  grievance  and  appeals  options.   The  ombudsman  should 
serve  as  a  consumer  advocate  and  should  help  him  or  her  negotiate  the  system  when 
necessary  and  resolve  complaints  if  possible.   We  believe,  however,  that  the  Health 
Security  Act  should  provide  much  greater  detail  regarding  how  this  program  will  be 
designed,  how  it  can  be  used  by  consumers,  and  what  kinds  of  consumer  information 
about  the  program  will  be  provided. 
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For  example,  a  major  function  of  the  ombudsman  would  be  to  work  with 
individuals  in  (a)  securing  necessary  information  and  assistance  (including  obtaining 
representation  —  information  and  referral  —  in  filing  a  claim  under  sec. 520 1-5243  of 
the  Health  Security  Act  and  (b)  providing  information  and  assistance  in  filing 
grievances  within  a  plan.  This  type  of  detail  should  be  added  to  the  Act. 

If  we  are  to  take  the  ombudsman  program  seriously  -  and  consumers  have 
every  intention  of  doing  so  —  it  must  have  a  stable  source  of  financing,  not  one  of 
voluntary  contribution.  We  think  it  would  make  sense  to  determine  the  cost  of  this 
and  other  quality  improvement  and  consumer  protection  systems  within  the  Health 
Security  Act  and  mandate  that  a  percentage  of  premiums  collected  be  set  aside  to  cover 
their  costs.  The  Health  Security  Act  includes  the  option  for  alliance  eligible  individuals 
to  designate  one  dollar  of  their  premium  towards  an  ombudsman  program.  This 
approach  puts  the  program  in  jeopardy  from  the  beginning.   Our  concern  is  that  not 
every  enrollee  will  be  aware  of  the  value  of  an  ombudsman  until  they  have  a  problem 
and  need  such  services.  For  the  ombudsman  system  to  be  effective,  it  needs  a  trained, 
full-time  staff.  Without  an  assured  financial  base,  it  will  be  unable  to  plan  from  year  to 
year.  Under  the  current  framework  it  is  unlikely  to  become  a  successful  advocacy 
program  for  consumers.    We  recommend  that  this  important  program  be  assured 
dependable  financing. 

The  Aciministration's  legislation  states  that  "each  regional  alliance  must 
establish  and  maintain  an  office  of  an  ombudsman  to  assist  consumers  in  dealing  with 
problems  that  arise  with  health  plans  and  the  alliance."  To  whom  does  the  corporate 
alliance  enrollee  turn?  These  enrollees  should  have  the  same  access  to  a  consumer 
advocate  or  ombudsman. 

Further,  the  Health  Security  Act  locates  the  ombudsman  offices  in  the  alliances, 
which  creates  a  clear  conflict  of  interest.  We  agree  that  the  ombudsman  must  assist 
with  both  plan  and  alliance-related  problems,  but  it  is  unrealistic  to  expect  the 
ombudsman  to  effectively  deal  with  problems  that  arise  within  the  alliance  if  it  is 
located  there  and  receives  its  funding  from  it.  We  understand  that  some  hospitals, 
newspapers,  and  other  organizations  serving  the  public  employ  their  own  ombudsman. 
However,  this  is  not  the  model  consumers  have  in  mind.  Rather,  we  believe  that  the 
program  should  be  modeled  after  the  State  Long-Term  Care  Ombudsman  Program 
mandated  by  the  Older  Americans  Act  that  serves  consumers  in  nursing  homes,  and 
other  programs  which  attempt  to  avoid  such  potential  conflicts  of  interest.  We  have 
seen  this  model  work  quite  successfully.  It  is  the  consensus  of  the  Long-Term  Care 
Ombudsmen  that  the  program  is  most  effective  when  it  is  housed  independent  of  the 
organization(s)  whose  services  it  has  a  mandate  to  monitor. 

The  following  is  a  list  of  issues  that  we  believe  should  be  specifically  addressed 
regarding  the  ombudsman:  its  relationship  to  the  State  Long-Term  Care  Ombudsman 
Program;  ensuring  nationwide  consistency;  conflict  of  interest  protections;  eligibility 
requirements;  procedures  for  access  by  ombudsman  to  facilities,  patients,  records,  etc.; 
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a  uniform  system  to  collect  and  report  data  regarding  complaints;  confidentiality  and 
disclosure  procedures;  and  access  to  legal  counsel  for  the  ombudsman.  We  ask  the 
Subcommittee  to  consult  with  the  National  Association  of  State  Ombudsman  Programs 
and  the  National  Association  of  Protection  and  Advocacy  Systems  for  addition  input  on 
this  important  issue. 

Consumer  Due  Process  Protections 

The  Coalition  believes  that  consumer  notice,  appeal,  and  grievance  rights  ~ 
collectively  referred  to  as  consumer  "due  process"  rights  —  are  essential  in  any  national 
health  care  plan.  Under  a  managed  care  system,  health  plans  and  the  utilization  review 
systems  work  to  keep  the  cost  of  care  down.  In  some  instances  this  will  be  done  at  the 
expense  of  the  health  of  the  enrollee  who  seeks  services.  Therefore,  access  to  an 
independent  and  timely  appeals  process  is  critical  to  maintaining  quality  care  for 
consumers. 

Appeals  Process.   The  Coalition  is  quite  pleased  with  the  review  structures 
envisioned  by  the  Health  Security  Act,  "Subtitle  C  -  Remedies  and  Enforcement."  Its 
basic  approach  is  consistent  with  our  White  Paper,  "Consumer  Due  Process 
Protections,"  which  we  request  be  inserted  in  the  record.  We  would,  however,  like  to 
raise  several  concerns  that  should  be  addressed  as  refinements  to  the  Health  Security 
Act. 

First,  we  believe  that  Congress  must  clarify  the  circumstances  for  providing 
notice  to  patients  when  decisions  to  deny,  reduce,  or  terminate  a  service  or  payment 
have  occurred.  We  have  concern  for  patients  who  may  not  know  their  benefits  or 
options  -  these  are  often  low-income  or  less  educated  consumers.   This  notice  should 
state  the  specific  reasons  for  the  decision  and  describe  the  appeals  process  available  to 
the  patient.   We  would  argue  that  notices  should  be  triggered  automatically  when 
certain  benefits,  such  as  hospital,  nursing  home  and  home  health  care,  have  been 
denied,  reduced,  or  terminated.  Other  circumstances  triggering  automatic  notice 
should  be  defined  in  regulations. 

It  should  be  clarified  that  a  "claim"  under  the  Health  Security  Act,  includes  the 
review  of  a  decision  to  terminate  services.  Proper  notice  to  patients  is  particularly 
important  in  this  situation.  We  have  concern  for  patients  who  may  not  know  that  their 
benefits  or  options  have  been  reduced  or  that  certain  options  are  not  being  made 
available  to  them.  We  suggest  that  you  also  consider  using  periodic  notices  to  remind 
consumers  of  their  rights. 

Another  issue  that  the  Subcommittee  may  consider  is  whether  under  the 
Administration's  proposal  the  burden  of  proving  the  necessity  for  a  particular  treatment 
or  service  is  the  consumer's.  It  appears  to  us  that  the  burden  falls  too  heavily  on  the 
consumer  and  could  prove  to  be  a  great  obstacle,  particularly  for  low-income 


467 


beneficiaries.  Similarly,  the  current  bill  places  the  responsibility  and  costs  of 
purchasing  second  opinions  on  the  beneficiary.  This  places  an  unacceptable  burden  of 
proof  on  the  beneficiary.   For  low-income  individuals  in  particular,  this  burden  will 
negate  the  appeal  right. 

Grievance  Process.   Each  alliance  should  assure  that  its  plans  initiate  and 
maintain  a  grievance  process  for  patient  complaints  about  problems  other  than  denial, 
reduction,  or  termination  of  service  or  payment.  We  believe  the  grievance  process 
should  have  the  following  components: 

(a)  initial  investigation  of  oral  and  written  complaints  from  patients  shall  be 
performed  by  a  patient  advocate,  who  will  prepare  a  written  report  for 
the  plan  and  the  consumer  within  15  days; 

(b)  action  in  response  to  the  patient  advocate's  report  shall  be  recommended 
by  a  grievance  committee  within  the  insurer  or  health  plan  within  30 
days;  copies  of  the  complaint  and  recommended  response  shall  be 
available  to  members  of  the  insured  group  or  health  plan  and  appropriate 
regulatory  agencies;  and 

(c)  beneficiaries  who  are  dissatisfied  with  the  grievance  committee  action 
shall  be  able  to  lodge  further  review  with  the  Complaint  Review  Office, 

1  which  is  created  by  the  Health  Security  Act. 


We  would  also  like  the  Subcommittee  to  consider  the  role  played  by  the  Early 
Resolution  Program  or  alternative  dispute  resolution  mechanisms.  We  mention  this 
because  it  is  our  belief  that  although  these  mechanisms  should  be  available  to 
consumers  and  can  be  helpful  in  some  instances  in  resolving  grievances  and 
complaints,  not  all  grievances  and  complaints  are  suitable  for  the  alternative  dispute 
resolution  process. 

Other  issues  that  we  believe  are  important  for  you  to  consider  are:  1)  shortening 
to  15  days  the  time-period  for  plans  to  make  decisions  on  claims;  2)  removing 
jurisdictional  amounts  as  a  barrier  to  litigation  about  coverage  policy  and  Constitutional 
issues,  particularly  for  low-income  beneficiaries;  3)  requiring  uniform  appeals  rights 
under  all  plans  and  alliances;  4)  further  details  on  what  this  system  will  address  (e.g. 
refusal  by  gatekeeper  to  refer  to  a  specialist,  out-of-plan  emergency  disputes);  and  4) 
whether  consumers  will  have  access  to  utilization  review  criteria  information. 

We  will  submit  any  further  recommendations  on  due  process  issues  to  the 
Subcommittee  in  writing. 

Quality  Improvement  and  Public  Accountability 
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The  Consumer  Coalition  believes  that  consumer  information,  consumer 
protection,  and  quality  improvement  programs  must  be  accountable  to  the  public, 
independent  of  providers  and  payers  of  health  care,  and  free  of  potential  conflicts  of 
interest. 

Health  Security  Act  Quality  Provisions.  As  I  mentioned,  we  believe  with 
great  conviction  that  quality  oversight  must  be  independent  and  external  of  providers. 
The  Health  Security  Act  provides  an  excellent  foundation  for  independent  monitoring 
of  quality  in  the  following  ways.  First,  the  National  Health  Board  would  establish  a 
National  Quality  Management  Program  (NQMP)  designed  to  oversee  a  performance 
based  quality  management  and  improvement  program. 

Second,  the  National  Quality  Management  Council  would  manage  the  NQMP 
and  develop  a  set  of  national  measures  of  quality  performance.  These  will  be  used  to 
assess  health  care  services  in  relation  to  access,  appropriateness,  effectiveness, 
outcomes,  health  promotion,  prevention,  and  consumer  satisfaction. 

Third,  the  Council  will  conduct  periodic  surveys  of  health  care  consumers  based 
on  a  standard  design  and  administered  to  all  plans.   This  information  will  be  of  great 
importance  to  other  consumers  and  should  be  used  by  plans  for  quality  improvement. 

Fourth,  the  performance  reports  that  each  alliance  will  publish  and  that  the 
Council  will  provide  to  Congress,  and  the  practice  guidelines  and  utilization  protocols 
will  serve  consumers  and  providers  with  information  to  improve  quality  and  provide 
consistency  throughout  the  system. 

Quality  Improvement  Foundations.  The  aforementioned  approach  in  tandem 
with  the  data  collection  system  provides  a  foundation  for  quality  improvement. 
However,  the  Coalition  strongly  believes  that  there  is  a  missing  component  in  the 
Health  Security  Act's  quality  improvement  system.   The  elimination  of  the  technical 
assistance  foundations  from  the  September  7th  draft  of  the  Administration's  plan 
exacerbates  this  problem.   We  had  considered  the  technical  assistance  foundations  as  a 
possible  location  for  the  independent,  external  entity  to  monitor  and  improve  the 
quality  of  care.   The  bill  currently  does  not  satisfy  our  basic  principle  that  there  must 
be  an  external  quality  review  entity,  independent  of  the  payer-based  (alliance)  and 
provider-based  (plan)  systems  to  monitor  and  improve  quality  in  each  state. 

For  lack  of  a  better  name,  we  will  call  these  entities  "Quality  Improvement 
Foundations."  They  are  needed  to  ensure  that  the  consumer  information,  due  process, 
advocacy,  and  other  quality  related  aspects  of  our  new  health  care  system  function 
properly.  This  entity  must  be  free  from  potential  conflicts  of  interest.  If  must  have  as 
a  primary  goal  the  protection  of  consumers  from  providers  who  would  create  barriers 
to  quality  care. 
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Let  me  take  this  opportunity  to  describe  how  Quality  Improvement  Foundations 
(QIFs)  would  fit  into  the  new  system. 

The  National  Quality  Management  Council  would  provide  competitive  grants  to 
create  one  QEF  in  each  state.   Funding  would  come  from  the  National  Health  Board 
through  an  amount  designated  from  each  premium.  The  QIF  would  be  governed  by  a 
consumer  majority  board,  which  includes  others  who  are  experts  in  a  variety  of  health 
and  quality  research  fields. 

A  QIF  must  be  independent  of  purchasers  and  providers  of  care.  Each  QIF 
would  perform  the  following  quality  monitoring  and  improvement  functions: 

*  Data  analysis  and  data  quality  testing; 

*  Dissemination  of  information  on  successful  quality  improvement 
programs; 

*  Technical  assistance  to  plans  and  alliances; 

Development  of  and  support  for  quality  improvement  activities; 

*  Consumer  information  beyond  the  report  card; 

*  Practice  guidelines  adherence  monitoring/feedback; 

Profiles  of  database  for  low  rates  of  utilization  (immunization,  infection 
rates,  voluntary  surgery);  and 

*  Quality  assurance: 

-by  providing  information  to  consumers 
-feedback  to  licensing,  certification,  and  accrediting  entities  and 
the  National  Quality  Management  Council. 

We  believe  that  all  health  care  plans  should  be  required  to  participate  in  the 
quality  improvement  activities  of  the  QIF.  This  will  ensure  that  quality  improvement 
activities  which  are  currently  very  successful  in  some  hospitals  and  with  some  health 
care  professionals  will  be  used  consistently  across  the  nation.  The  QIF  also  will  ensure 
that  information  regarding  consistently  poor  care  and  plans  that  do  not  implement 
successful  quality  improvement  programs  will  be  forwarded  to  the  appropriate 
licensing,  and  other  regulatory  entities,  so  that  they  can  take  appropriate  action. 

The  Coalition  believes  that  the  QIF  has  an  integral  role  to  play  in  ensuring  the 
quality  of  care  for  consumers.  Given  the  current  structure  of  the  Administration's 
quality  program,  this  independent  entity  would  be  in  an  ideal  position  to  assist  health 
care  plans  to  learn  from  nationally  collected  and  analyzed  data.  Outcomes  data  could 
be  used  by  plans  for  quality  improvement  and  by  the  QIFs  for  examining  plans 
compliance  with  national  practice  guidelines  and  health  services  utilization  protocols. 
As  I  mentioned,  when  plans  do  not  meet  standards  or  deviate  from  best  practices,  this 
information  will  be  provided  to  the  appropriate  entities.  This  will  lead  to 
improvements  in  the  quality  of  care  for  consumers  and  sanctions  for  those  plans  or 
providers  that  do  not  improve  quality  appropriately. 
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Along  these  same  lines,  the  quality  of  care  under  the  Medicare  program  must 
not  be  reduced  as  a  result  of  a  merger  with  the  new  system  and  its  yet  to  be  tested 
quality  programs.  In  fact,  until  the  new  system  can  demonstrate  equal  or  better  quality 
improvement  and  consumer  protection  systems,  it  does  not  make  sense  to  merge  the 
two.  The  Coalition  opposes  the  Health  Security  Act  provisions  which  terminate  the 
Medicare  Peer  Review  Organizations. 

Consumer  Representation.   One  of  the  most  effective  ways  to  ensure  public 
accountability  is  to  mandate  consumer  representation  on  advisory  boards,  including  the 
advisory  boards  for  regional  and  corporate  alliances,  the  National  Quality  Management 
Council,  and  state-located  Quality  Improvement  Foundations.  In  fact,  Coalition 
members  would  argue  that  consumers  must  have  a  majority  on  these  advisory  boards 
since  they  are  both  the  recipients  of  care  and  the  ultimate  source  of  financing.  The 
Administration's  legislation  does  not  yet  provide  adequate  representation  for  consumers 
on  these  and  other  boards.   Consumers  are  in  a  unique  position  to  advocate  for  a 
system  that  delivers  high  quality  care  -  unlike  payers  or  providers  of  care,  they  are 
immediately  affected  by  any  changes  in  the  quality  of  care  delivered  and  are  free  from 
potential  conflicts  of  interest. 

The  Coalition  is  pleased  that  the  Health  Security  Act  recognizes  the  importance 
of  consumer  involvement  by  providing  for  consumer  representation  on  some  of  the 
boards  and  advisory  councils  specified  in  the  bill.   However,  we  believe  that  the 
consumer  role  in  the  governance  of  the  health  care  system  must  be  strengthened. 
Consumers  should  have  control  of  the  boards  of  the  regional  alliances.  With  respect  to 
the  corporate  alliances,  we  did  not  find  any  provision  for  consumer  representation.   We 
recommend  that  corporate  alliances  and  Quality  Improvement  Foundations  be  governed 
by  a  board  or  council  that  is  controlled  by  consumers,  as  well.   We  are  also  concerned 
that  there  is  currently  no  provision  for  consumer  representation  on  the  National  Quality 
Management  Council  or  on  the  National  Long-Term  Care  Insurance  Advisory  Council 
among  others.   We  envision  significant  consumer  representation  on  these  and  other 
councils  and  boards.  Consumers  have  the  greatest  stake  in  assuring  and  improving 
quality  in  the  new  health  care  system  and  must  be  adequately  represented. 

In  addition,  for  consumers  to  have  a  real  impact  on  these  various  boards,  funds 
must  be  made  available  for  training  and  technical  assistance.   Adequate  staff  and 
resources  must  also  be  provided  to  enable  consumers  to  effectively  fulfill  there  roles. 
The  Coalition  believes  that  the  health  care  legislation  should  specify  that  consumers 
should  be  generally  representative  of  the  ethnic,  geographic,  and  socio-economic 
demographics  of  the  people  served. 

Licensing  and  Certification.   One  area  of  quality  assurance  for  which  the 
Coalition  has  not  yet  completed  its  analysis,  is  improving  the  effectiveness  of  licensing, 
certification,  and  accreditation  entities.   They  will  play  critical  roles  both  in 
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establishing  that  providers  and  plans  will  provide  quality  care  and  in  sanctioning  those 
that  fail  to  provide  acceptable  care. 

For  example,  we  believe  that  the  Subcommittee  should  address  ways  to  mandate 
sufficient  financial  support  for  licensing  boards  to  enable  them  to  effectively  carry  out 
their  functions.  It  would  also  make  sense  for  at  least  minimum  functions  to  be 
determined  at  the  national  level  to  ensure  consistency  from  state  to  state.  Of  course, 
consumers  should  also  be  represented  on  the  boards  of  these  entities.   Furthermore,  we 
suggest  that  you  consider  incentives  and  penalties  to  make  licensing  boards  fulfill  their 
missions  and  improve  public  protection. 

Mr.  Chairman,  We  believe  that  those  who  would  like  to  protect  the  status  quo 
in  our  health  care  system  will  distort  the  facts  and  attempt  to  scare  consumers  into 
believing  that  quality  will  suffer  under  the  Health  Security  Act.  We  believe  the 
improvements  that  we  are  recommending  will  protect  quality  further  and  provide 
consumers  with  the  information,  advocacy,  due  process  rights,  quality  improvement, 
and  public  accountability  that  will  make  this  reform  better  for  American  consumers  of 
health  care. 

Chairman  Waxman,  the  Coalition  is  grateful  to  you  for  holding  this  hearing  and 
focusing  your  attention  and  the  work  of  this  Subcommittee  on  these  critical  issues.  We 
look  forward  to  working  with  you  during  the  year  as  these  issues  are  resolved. 
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Mr.  WAXMAN.  Thank  you  for  your  testimony. 

Last  week,  we  had  testimony  from  the  National  Right  to  Life 
Committee,  and  they  said  they  were  against  the  President's  plan 
on  the  ground  that  it  will,  I  quote:  "Perpetuate  a  two-tier  system. 
Only  the  very  wealthy  who  have  enough  resources  to  pay  for  even 
the  most  expensive  health  care  on  their  own  will  be  able  to  get  ade- 
quate care,  and  the  second  tier  subject  to  rationing  will  be  not  only 
the  poor  but  also  those  in  the  middle  class.  This  is  because  Ameri- 
cans will  be  forbidden  to  use  our  own  money  for  supplemental  in- 
surance to  protect  our  families  from  rationing",  end  quote.  That 
was  their  statement. 

They  also,  of  course,  are  against  the  bill  because  of  the  abortion 
issue. 

I  would  like  to  ask  this  panel,  whose  credentials  as  consumer  ad- 
vocates no  one  could  challenge,  whether  there  is  any  reasonable 
basis  for  the  claim  that  the  bill  would  lead  to  rationing  of  care  to 
the  poor  and  the  middle  class  alike,  sparing  only  the  rich. 

Mr.  Lindberg? 

Mr.  Lindberg.  Well,  I  think  that  there  is  a  possibility  without 
the  necessary  protections  for  rationing  to  occur  under  most  sys- 
tems, but  I  would  say  that  our  current  health  care  system  is  one 
of  the  most  cruel  in  terms  of  rationing  health  care.  We  provide  only 
the,  shall  we  say,  the  last  resort  kind  of  care  to  many  low  income 
individuals. 

There  is  very  little  activity  in  the  preventive  care  area,  and  so 
I  would  argue  that  the  Clinton  plan  does  provide  access  to  all 
Americans.  I  think  that  there  are  a  couple  concerns.  We  would 
want  to  make  sure  that  consumers  who  were  denied  care  under  the 
current  system  would  have  the  right  to  appeal  and  have  the  second 
opinion  cover 

Mr.  Waxman.  You  don't  see  rationing  for  certain  segments  of  our 
population  based  on  economic  class? 

Mr.  Lindberg.  I  don't  see  that  that — that  this  plan  promotes 
that,  and  certainly  eliminates  the  kind  of  unfair  treatment  that  low 
income  and  nonworking  individuals  who  don't  have  health  care 
right  now  have  in  our  current  system. 

Mr.  Waxman.  I  would  like  to  hear  from  Professor  Rosenblatt  and 
Professor  Law  what  you  think  about  that  charge. 

Ms.  Law.  Well,  I  think  that  rationing  is  pervasive  today  and  it 
is  not  simply  in  relationship  to  low  income  people.  I  get  calls  all 
the  time  from  people  who  have  private  insurance  that  denies  them 
payment  for  service  that  they  think  are  essential,  and  for  years  I 
have  had  to  say  to  them  there  is  really  nothing  you  can  do  unless 
you  can  put  money  out  of  pocket  to  pay  a  lawyer  because  a  lawyer 
won't  take  this  kind  of  case  on  contingency,  and  some  people  have 
money  and  pay  it  and  sue  and  win. 

Now,  I  have  to  say,  there  is  really  nothing  you  can  do  unless  you 
can  pay  a  lawyer  and  unless  you  are  insured  other  than  through 
employment  because  the  risk  preempts  even  if  you  are  willing  to 
plunk  down  money  and  pay  a  lawyer. 

So  the  arbitrary  actions  of  private  insurance  today  is  pervasive, 
and  I  think  it  is  one  of  the  things  that  scares  the  American  people 
about  a  new  plan,  because  they  know  the  old  plan  and  they  know 
that  there  is  a  lot  of  room  for  arbitrary  treatment  and  it  all  just 
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underscores — we  won't  have  a  dual-track  system  unless  we  have  ef- 
fective remedies  to  make  sure  that  dual  track  is  not  built  into  the 
system  in  the  creation  of  the  alliances,  built  in  the  practices  of  the 
people,  and  also  unless  we  make  sure  that  people  have  access  to 
advocates  along  the  lines  that  Professor  Rosenblatt  was  suggesting. 

Mr.  Waxman.  Before  we  get  to  that  resolution  process  where  we 
are  going  to  have  the  determination  about  these  disputes  as  to 
whether  care  was  appropriately  withheld,  we  want  to  see  if  there 
are  ways  to  prevent  these  unjustified  denials  of  care  from  occurring 
in  the  first  place. 

Clearly  one  item  we  need  to  watch  very  carefully  is  the  matter 
of  physician  incentives  that  health  plans  are  allowed  to  use.  I  be- 
lieve the  financial  incentives  affect  physician  behavior.  If  plans  in 
effect  pay  physicians  not  to  deliver  care,  many  participating  physi- 
cians won't. 

We  have  had  enough  experience  with  this  in  Medicare  and  Med- 
icaid, private  insurance,  and  we  have  enacted  specific  prohibitions 
against  plans  placing  physicians  at  substantial  financial  risk  for 
hospital  or  other  services  without  adequate  protections. 

Unfortunately,  there  is  no  comparable  provision  in  the  Presi- 
dent's bill.  My  question  is,  would  a  system  of  administrative  and 
judicial  review  of  care  denials,  even  one  designed  to  your  specifica- 
tions, be  sufficient  to  protect  consumers  from  systematic  under 
servicing  or  do  you  think  we  also  need  tighter  Federal  standards 
for  plans  to  reduce  the  incentives  to  under  serve  before  they  are 
even  allowed  to  market  to  people  in  an  alliance? 

Mr.  Rosenblatt.  Yes,  I  agree  very  strongly  that  a  system  of  ap- 
peals, no  matter  how  well  designed,  is  not  going  to  capture  all 
these  problems,  that  some  preventive  standards  of  the  sort  you  are 
talking  about  are  very,  very  important  and  should  be  in  the  act. 

I  also  think  this  ties  into  the  notion  of  organized  advocacy  that 
we  also  talk  about  in  the  written  testimony.  There  is  a  very  impor- 
tant need  to  have  input  at  the  plan  and  alliance  level  to  fine  tune 
whatever  standards  are  there  and  deal  with  new  types  of  incentive 
programs  that  come  along  that  may  escape  the  regulatory  process, 
and  then  there  is  a  very  important  need  for  that  ultimate  judicial 
review  backup  if  all  these  things  fail,  but  I  think  you  need  all  three 
things. 

Mr.  Waxman.  Do  you  need  a  regulatory  system  to  make  sure 
that  we  can  deal  with  some  of  these  ways  the  plans  are  going  to 
come  up  with  that  we  don't  even  foresee  at  the  moment  that 
underserve? 

Mr.  Rosenblatt.  I  would  say  so.  You  are  familiar  with  the  long 
history  of  HMO's  in  Medicare  and  Medicaid  and  there  are  strong 
market  incentives  toward  under  service.  The  regulatory  system  at 
least  provides  some  backstop  for  the  most  egregious  kinds  of 
things,  and  with  the  other  systems,  maybe  can  make  this  thing 
work  the  way  it  is  supposed  to. 

Mr.  Waxman.  I  didn't  get  much  of  a  sense  of  a  regulatory  system 
from  Dr.  Lee  when  he  discussed  the  bill  today.  He  seemed  to  rely 
heavily  on  report  cards  that  would  be  prepared  by  the  alliances  or 
the  plans  themselves. 

Some  review  by  public  health  agencies  which  by  and  large  really 
don't  know  about  medical  services  as  such,  although  they  certainly 
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have  some  knowledge  about  it,  and  in  the  hope  the  States  might 
enact  something  along  these  lines. 

Do  you  see  more  in  this  bill  than am  I  missing  something? 

Ms.  Law.  I  was  surprised  at  the  administration  testimony  be- 
cause I  know  that  both  Dr.  Lee  and  Nan  Hunter  are  familiar  with 
our  history  of  the  last  30  years  and  it  teaches  us  that  the  State 
agencies  are  not  likely — do  not  have  the  capacity  to  do  this,  that 
the  private  accreditation  agencies  do  not  have  a  good  track  record, 
and  that  we  need  a  stronger  regulatory  mechanism  to  make  sure 
that  the  plans  meet  minimal  standards,  including  minimal  stand- 
ards of  financial  arrangements  and  incentives. 

Also,  that  information  could  be  and  is  not  now  included  in  the 
consumer  report  card.  I  mean,  consumers  should  know  if  their  doc- 
tor is  going  to  make  money  by  denying  them  services.  That  is  rel- 
evant information  that  is  not  part  of  the  administration's  proposal. 

But  whatever  regulatory  structure  we  have,  I  think  our  history 
suggests  that  it  will  only  work  if  there  is  some  opportunity  for  peo- 
ple who  care  about  making  it  work  to  go  to  court  and  try  to  insist 
that  their  rights  be  enforced. 

Mr.  Rosenblatt.  I  would  just  like  to  add  to  your  sense  of  the 
importance  of  this  information  being  available  for  public  scrutiny, 
the  financial  incentives.  It  is  extremely  important. 

We  refer  to  some  case  studies  in  Wisconsin  where  advocates  have 
gotten  into  the  process  of  the  contracting.  It  has  been  critical  for 
protecting  consumer  rights. 

Mr.  LiNDBERG.  Mr.  Chairman. 

Mr.  Waxman.  Before  I  get  to  you,  just  to  follow  up  on  this  point, 
if  there  were  contractual  arrangements  where  doctors  pay  a  certain 
amount  and  are  put  at  risk  for  additional  expenditures,  which  is 
a  clear  financial  incentive  not  to  provide  services,  that  could  be  dis- 
closed, but  isn't  inherent  in  managed  competition  itself  the  idea 
that  a  lot  of  services  that  some  people  think,  perhaps  rightly  and 
sincerely,  are  unnecessary,  overutilized,  ought  to  be  withheld  so 
that  we  are  not  paying  for  things  that  don't  really  turn  out  to  be 
cost  effective? 

Isn't  that  inherent  in  the  idea  of  managed  competition? 

Mr.  Rosenblatt.  Yes,  I  think  it  is. 

Ms.  Law.  It  is  but  it  doesn't  necessarily  make  it  a  bad  idea  to 
make  people  pay  attention  to  whether  unnecessary  services  are 
being  provided.  It  just  makes  it  imperative  that  there  be  a  process 
for  challenge  and  dialogue  and  check  and  avoiding  excessive  man- 
aged competition,  and  forcing  the  competition  to  be  on  the  basis  of 
efficiency  and  quality  rather  than  on  the  basis  of  denying  necessary 
services. 

Mr.  Waxman.  But  isn't,  when  we  hear  this  word  efficiency,  isn't 
that  really  another  way  of  saying,  they  are  just  not  going  to  pro- 
vide a  lot  of  services  to  people  that  they  think  are  unnecessary,  and 
what  they  think  is  unnecessary  may  be  right  in  a  mega,  macro,  I 
should  say,  point  of  view,  but  not  for  an  individual  or  individual's 
family? 

Ms.  Law.  It  can  be  that  or  it  can  mean  hiring  nurse  practitioners 
to  do  stuff  that  they  are  more  competent  to  do  than  doctors.  It  can 

'•  bad  or  it  can — there  are  examples  of  competitive  systems  that 
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provide  very  high  quality  care,  and  the  trick  is  to  figure  out  how 
you  set  up  the  structures  to  make  that  happen. 

Mr.  Waxman.  Well,  I  was  amazed  when  a  group  of  psychologists 
came  in  to  see  me  because  I  thought  if  there  was  any  group  that 
ought  to  be  relaxed  about  going  into  the  new  group  of  competition, 
it  ought  to  be  psychologists  and  social  workers. 

They  told  me  they  were  scared  that  these  systems  would  be  run 
by  physicians  who  would  have  a  hesitation  to  rely  on  the  services 
of  psychologists  and  social  workers  because  of  the  bias  of  the  physi- 
cian against  them. 

How  do  you  evaluate  that  kind  of  a  concern? 

Mr.  Rosenblatt.  I  think  there  is  some  truth  to  that  concern.  I 
think  there  are  pressures  in  both  directions.  To  the  extent  the  eco- 
nomic theory  works,  it  should  lead  the  leaders  of  these  plans  to 
higher  cost  effective  personnel  who  can  do  it. 

As  Professor  Law  was  saying,  it  seems  to  me  the  critical  element 
is  to  have  enough  countervailing  regulations  and  structures  that 
you  get  the  competition  over  the  right  sorts  of  things,  which  is,  of 
course,  the  good  side  of  the  competition  movement. 

Mr.  Waxman.  Well,  if  you  are  looking  at  consumer  satisfaction, 
wouldn't  most  people  who  are  basically  healthy,  who  don't  use  a  lot 
of  medical  services  be  satisfied  with  a  plan  that  provides  them  ordi- 
nary care  and  screening,  and  couldn't  it  be  that  they  would  just  not 
be  aware  of  the  fact  that  if  they  really  got  sick,  they  would  not  be 
happy  with  their  plan  because  the  services  would  not  be  what  they 
would  want  them  to  be? 

Ms.  Law.  That  is  why  it  is  not  sufficient  to  rely  on  consumer  re- 
actions in  the  report  card.  And  I  think  the  question  from  the  social 
workers  goes  very  much  back  to  your  initial  question  about  giving 
doctors  incentives,  giving  doctors  the  ability  to  make  money  by  not 
providing  care. 

Rather,  we  have  to  give  the  plans  the  incentives  to  provide  care 
in  the  most  economical  and  high  quality  way,  and  if — I  think 
nurses  are  right  to  be  concerned  that  if  doctors  can  set  up  a  plan 
where  they  will  benefit  by  providing  the  services  and  the  nurses 
won't,  that  there  is  reason  for  concern. 

But  theoretically  the  plans  are  supposed  to  have — to  be  con- 
trolled by  somebody  other  than  the  individual  physicians,  I  think. 

Mr.  LlNDBERG.  Chairman  Waxman,  in  the  original  Clinton  plan 
draft,  there  was  something  called  technical  assistance  foundations 
and  they  were  taken  out  before  the  bill  was  introduced.  The  coali- 
tion believes  that  there  has  to  be  an  external  entity  in  each  State 
that  would  monitor  the  quality  of  care. 

Beyond  all  these  protections  we  want  to  provide  for  consumers, 
we  think  someone  should  be  doing  analyses  of  under  service  and 
under  utilization  data  and  report  that  information  back  to  the  reg- 
ulatory entities,  the  licensing  boards,  the — if  it  is  the  State  insur- 
ance commissioners  that  will  be  certifying  the  plans,  so  that  there 
is — there  are  negative  ramifications  for  consistently  poor  behavior 
in  care,  and  also  for  not  implementing  quality  improvement  pro- 
grams. 

We  have  talked  to  a  number  of  experts  in  the  area  of  quality  im- 
provement and  one  thing  that  seems  clear  to  me  is  that  most  of  the 
quality  improvement  that  goes  on  saves  the  plan  money.  I  am  in- 
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terested  in  what  happens  when  quality  improvement  for  the 
consumer  wouldn't  save  the  plan  money  and  would  cost  them  more, 
but  would  be  better  off — or  the  patients  would  be  better  off. 

I  think  we  have  to  have  somebody  in  each  State  watching,  look- 
ing at  the  data  and  making  sure  that  when  those  trends  are  occur- 
ring, that  it  is  reported  and  reported  back  to  the  National  Quality 
Management  Council  as  well  so  that  they  can  take  actions  to 
change  the  standards  as  they  are  needed  to  be  changed. 

Mr.  Waxman.  Mr.  Rosenblatt,  you  stated  in  your  written  testi- 
mony that  the  development  in  the  insurance  and  managed  care  in- 
dustry of  more  aggressive  utilization  review  has  allegedly  led  on  oc- 
casion to  serious  patient  harm  and  even  death. 

You  cite  a  number  of  disturbing  cases  in  which  courts  have  found 
that  patients  who  are  covered  through  their  employers  have  no 
remedies  for  such  injuries  under  State  tort  laws  because  those  tort 
laws  are  preempted  by  ERISA. 

You  read  the  President's  bill.  It  contained  no  provisions  for  com- 
pensatory or  punitive  damages  in  such  circumstances. 

While  the  President's  bill  requires  that  health  plans,  as  a  condi- 
tion of  being  offered  by  an  alliance,  disclose  to  consumers  the  proto- 
cols they  use  to  control  utilization  and  costs,  it  does  not  establish 
any  substantive  requirements  that  plans  use  such  protocols  or  that 
they  conform  to  any  minimum  standards. 

My  question  is:  Do  you  think  disclosure  of  protocols  to  consumers 
is  an  adequate  protection  against  overly  aggressive  utilization  re- 
view, or  is  judicial  review  in  the  case  of  harm  also  necessary,  and 
if  so,  do  you  think  this  review  should  be  available  in  State  or  Fed- 
eral Court? 

Mr.  Rosenblatt.  Yes,  I  agree  that  disclosure  alone  is  certainly 
not  enough.  It  is  just  common  sense  that  most  people,  when  they 
sign  up  for  insurance  plans,  can't  possibly  absorb  the  pages  and 
pages  of  information  and  fine  print,  and  even  if  they  could,  the 
sense  of  choice  of  true  voluntary  choice  is  often  very  weak  in  that 
situation,  depending  on  what  the  different  options  are. 

So  I  would  say  that  there  must  be  other  mechanisms  in  addition 
to  disclosure,  and  particularly  the  judicial  review  mechanisms  are 
very  important,  and  ERISA  is  a  major  block  here.  Even  the  Na- 
tional Governors  Association  yesterday  was  saying  ERISA  is  a 
major  block  to  coherent  regulation  of  health  plans  in  the  States. 

I  would  just  add  to  this  also  the  importance  of  judicial  review 
and  of  the  coherent  anti-discrimination  part  of  the  law  also  needs 
significant  improvement  here,  and  the  special  populations  that 
other  witnesses  have  referred  to,  again,  the  economic  incentives 
could  really  cut  against  them,  and  it  is  very  important  to  have 
clear  standards  and  goals  to  protect  them  and  judicial  review  if 
necessary. 

Mr.  Waxman.  Another  way  for  consumers  to  be  protected  in 
terms  of  quality  is  that  when  there  is  medical  malpractice,  to  bring 
lawsuits,  not  just  to  remedy  the  person  aggrieved,  but  to  try  to 
change  the  behavior  of  medical  professionals  or  systems,  such  as 
hospitals. 

There  is  a  lot  of  interest  in  the  Congress  in  trying  to  limit  medi- 
cal malpractice  cases  and  recoveries  because  of  the  fact  that  medi- 
cal malpractice  lawsuits  are  driving  up  the  cost  of  health  care  in 
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two  ways.  One,  the  cost  of  premiums  are  going  up,  and  second,  we 
hear  over  and  over  again  that  doctors  particularly  are  doing  things 
that  they  wouldn't  otherwise  in  their  best  medical  judgment  do  for 
fear  that  they  are  going  to  be  second  guessed  later  on. 

If  we  follow  the  recommendations  of  those  who  would  like  us  to 
limit  medical  malpractice,  what  do  you  think  the  impact  would  be 
on  the  quality  of  care?  Can  we  rely  on  competition  with  report 
cards  and  some  regulatory  system  to  take  the  place  of  what  the 
medical  malpractice  system  has  provided? 

Ms.  Law.  I  think  people  who  have  studied  this  carefully,  notably 
the  Rand  Corporation,  are  convinced  that  we  save  more  in  quality 
improvement  by  the  malpractice  system  on  balance  than  we  spend 
in  the  malpractice  system,  that  the  malpractice  system  is  worth  the 
money  we  devote  to  it,  that  a  lot  of  the  concerns  about  the  mal- 
practice system  are  overstated. 

In  fact,  we  spend  a  very  small  proportion  of  our  health  care  dol- 
lar directly  on  malpractice. 

The  concern  that  is  often  expressed  about  defensive  medicine  and 
malpractice  driven  unnecessary  care  is  also,  I  believe,  overstated. 
One  person's  good  conservative  medical  practice  is  another  person's 
defensive  medicine.  But  on  balance,  this  is — the  malpractice  con- 
cern has  kind  of  become  a  scapegoat  for  a  problem  that  really 
needs  to  be  addressed  in  a  more  systematic  way,  as  the  administra- 
tion's act  does. 

Mr.  Waxman.  And  Mr.  Lindberg,  do  you  want  to  say  anything  on 
that  issue? 

Mr.  Lindberg.  Well,  the  coalition's  viewpoint  on  malpractice  is 
very  diverse,  and  so  we  have  tried  to  stay  away  from  it  and  focused 
on  the  consumer  protections  and  due  process  rights  that  they 
should  have  within  the  system. 

Mr.  Waxman.  Well,  I  think  you  have  given  us,  both  by  your  oral 
presentations  and  your  written  statements,  very  important  worth- 
while information  for  this  subcommittee  to  consider. 

Thank  you  so  much. 

I  do  want  to  proceed  with  the  last  panel,  but  I  want  to  take  a 
5-minute  break  and  so  don't  go  too  far  away  and  then  we  will  finish 
up  the  hearing. 

[Brief  recess.] 

Mr.  Waxman.  For  our  final  panel  today,  we  will  focus  on  the  civil 
and  privacy  rights  protections  in  the  President's  proposal,  Edward 
A.  Hailes,  Jr.,  counsel,  Washington  bureau,  representing  the  Na- 
tional Association  for  the  Advancement  of  Colored  People.  He  is  ac- 
companied by  Dr.  Benjamin  F.  Javis,  Jr.,  executive  director  and 
CEOoftheNAACP. 

Marcia  Greenberger  is  a  co-president  of  the  National  Women's 
Law  Center  in  Washington.  Tim  McFeely  is  executive  director  of 
the  Human  Rights  Campaign  Fund  and  is  testifying  today  on  be- 
half of  HRCF,  the  National  Gay  and  Lesbian  Task  Force  and  the 
National  Center  for  Lesbian  Rights. 

Kathleen  Frawley  is  director  of  the  Washington  Office  of  the 
American  Health  Information  Management  Association. 

We  are  pleased  to  welcome  you  all  to  our  hearing  today.  Your 
prepared  statements  are  going  to  be  in  the  record  in  full  without 
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objection.  What  we  would  like  to  ask  each  of  you  to  do  is  to  limit 
the  presentation  to  no  more  than  5  minutes. 
Mr,  Hailes. 

STATEMENTS  OF  EDWARD  A  HAn.ES,  JR.,  COUNSEL,  WASH- 
INGTON BUREAU,  NATIONAL  ASSOCIATION  FOR  THE  AD- 
VANCEMENT  OF  COLORED  PEOPLE;  MARCIA  D. 
GREENBERGER,  CO-PRESDDENT,  NATIONAL  WOMEN'S  LAW 
CENTER;  TIMOTHY  I.  McFEELY,  EXECUTD7E  DIRECTOR, 
HUMAN  RIGHTS  CAMPAIGN  FUND;  AND  KATHLEEN  A. 
FRAWLEY,  DIRECTOR,  WASHINGTON  OFFICE,  AMERICAN 
HEALTH  INFORMATION  MANAGEMENT  ASSOCIATION 

Mr.  Hailes.  Good  morning,  Mr.  Chairman,  and  thank  you  for  the 
opportunity  to  present  the  views  of  the  National  Association  for  the 
Advancement  of  Colored  People.  I  am  prepared  to  present  the 
statement  of  our  esteemed  chairman,  Dr.  William  Gibson,  who  is 
the  chairman  of  the  National  Board  of  Directors  of  the  NAACP.  He, 
as  well  as  the  entire  organization,  has  a  very  strong  interest  in  the 
proposed  health  care  legislation  which  seeks  to  improve  the  health 
status  of  all  Americans,  and  this  is  of  particular  concern  to  African- 
Americans  because  at  present,  our  health  status  is  quite  unequal 
to  that  of  white  Americans. 

For  a  long  period  of  time,  the  NAACP  has  had  an  interest  in  im- 
proving the  health  care  system  in  our  Nation,  and  we  are  particu- 
arly  concerned,  after  taking  a  close  look  at  the  administration's 
Dill,  about  what  we  view  as  being  inadequate  protections  for  civil 
rights,  and  so  we  are  making  specific  recommendations  on 
strengthening  those  provisions  that  relate  to  civil  rights  protec- 
tions, anti-discrimination  protection. 

First,  though,  I  must  emphasize  that  there  is  a  health  crisis  in 
the  African-American  community,  and  it  will  take  a  reformed  sys- 
tem to  address  the  urgent  need  for  improvements,  and  while  we 
discuss  and  debate  today  some  of  the  nuances  of  specific  provisions, 
there  are  two  ultimate  questions  that  we  seek  answers  to.  Will  the 
health  status  of  African-Americans,  which  is  significantly  unequal 
to  that  of  white  Americans,  be  improved?  And  will  the  new  system 
be  free  of  racial  and  economic  discrimination? 

Currently  50  percent  of  African-Americans  are  uninsured  and  at 
present  there  are  75,000  excess  deaths  in  the  African -American 
community  each  year.  That  is,  75,000  more  African-Americans  than 
white  Americans  die  each  year  from  preventable  illnesses. 

So,  indeed,  we  have  to  reject  the  callous  notion  that  there  is  no 
health  crisis  in  our  community. 

The  NAACP  supports  specific  changes  in  the  administration's 
bill.  While  we  support  and  commend  many  of  the  elements  of  the 
administration's  bill,  still  we  have  concerns  about  the  vague  and 
ambiguous  civil  rights  protections. 

For  example,  we  are  now  recommending  that  there  be  incor- 
porated in  the  bill  or  any  health  care  legislation  that  passes  the 
Congress  a  preclearance  requirement,  a  mechanism  that  ensures 
that  States  do  not  violate  civil  rights  protections.  It  is  an  affirma- 
tive approach  to  ensure  compliance  with  existing  civil  rights  laws 
as  well  as  with  the  civil  rights  provisions  included  in  the  adminis- 
tration's bill. 
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Such  a  preclearance  process  would  require  as  part  of  the  plan  ap- 
proval process  that  a  State  provide  specific  information  about  its 
plan  to  permit  the  agency  vested  with  approval  authority  to  deter- 
mine whether  the  plan  will  ensure  access  to  covered  services  for  all 
segments  of  the  State's  eligible  population. 

States  should  be  required  to  provide  information  on  the  demo- 
graphic makeup  of  each  alliance  area,  including  the  number  of  resi- 
dents earning  under  100  percent  of  the  Federal  poverty  level. 
States  should  also  be  required  to  state  the  number  of  licensed  and 
certified  health  providers  in  the  alliance  area,  including  hospitals, 
clinics  and  private  physicians  and  their  locations  within  the  alli- 
ance area. 

They  should  be  required  to  state  whether  there  are  segments  of 
the  alliance  area  that  currently  lacks  a  sufficient  number  of  health 
providers  to  meet  the  needs  of  that  community.  If  such  currently 
underserved  communities  exist  in  the  alliance  area,  the  State  must 
provide  a  plan  for  encouraging  providers  to  locate  in  these  commu- 
nities and  for  insuring  the  continued  survival  of  the  health  provid- 
ers currently  in  these  communities. 

States  should  not  receive  the  Federal  financial  assistance  pro- 
vided under  the  act  unless  or  until  the  plans  are  actually  approved, 
and  we  note,  as  you  mentioned  earlier,  Mr.  Chairman,  that 
preclearance  procedures  are  currently  used  and  are  effective  in 
routing  out  discrimination. 

We  view  this  in  one  sense  as  preventive  medicine,  and  that  this 
Nation  tends  to  treat  racial  discrimination  in,  if  you  will,  emer- 
gency courtrooms  when  the  preventive  medicine  of  preclearance  is 
most  cost  effective. 

Our  testimony  also  recommends  other  specific  areas  we  think 
should  be  strengthened  within  the  administration's  bill,  ways  in 
which  the  comprehensive  benefits  package  can  and  should  be  ex- 
panded improving  the  infrastructure,  and  we  ask  you,  Mr.  Chair- 
man, to  take  under  consideration  and  advisement  some  of  the  spe- 
cific recommendations  we  make  in  the  written  testimony. 

Thank  you,  very  much. 

Mr.  Waxman.  Thank  you  very  much.  We  certainly  will. 

[Testimony  resumes  on  p.  491.] 

[The  prepared  statement  of  Mr.  Gibson  follows:] 


480 

STATEMENT 

OF  THE 

NATIONAL  ASSOCIATION  FOR  THE  ADVANCEMENT  OF  COLORED  PEOPLE 


Mr.  Chairman  and  Members  of  this  subcommittee,  I  am  Dr. 
William  Gibson,  the  Chairman  of  the  National  Board  of  Directors  of 
the  National  Association  for  the  Advancement  of  Colored  People 
(NAACP) .  I  am  pleased  to  have  this  historic  opportunity  to  present 
the  views  of  the  NAACP  on  the  Health  Security  Act  and, 
specifically,  to  address  the  interests  of  the  African  American 
community  as  they  relate  to  national  health  care  reform. 

The  NAACP,  founded  in  1909,  has  over  500,000  members, 
organized  into  2,2  00  branches,  youth  councils  and  college  chapters 
throughout  the  nation.  It  is  the  oldest  and  largest  organization 
devoted  to  the  securing  of  egual  rights  and  opportunities  for 
African  American  citizens  and  other  Americans  denied  equal 
protection  under  the  law.  It  is  in  this  regard  that  the  NAACP 
intends  to  work  with  the  United  States  Congress  to  establish  a 
national  health  care  system  that  is  free  of  racial  and  economic 
discrimination  that  will,  in  turn,  benefit  all  Americans. 

I  offer  these  views  from  several  vantage  points.  I  am,  for 
example,  a  health  care  provider,  a  civil  rights  activist,  a  health 
care  consumer  and  a  small  businessman.  As  a  health  care  provider, 
I  have  responded  to  the  oral  health  needs  of  my  patients  often  at 
critical  times.  As  a  civil  rights  activist,  I  have  fought 
tirelessly  to  end  Jim  Crow  laws  and  practices.  As  a  health  care 
consumer,  I  know  the  importance  of  having  personal  access  to 
quality  health  care  services.  Further,  as  a  small  businessman,  I 
understand  how  difficult  it  becomes  at  times  to  address  mandates 
intended  to  protect  employees'  interests  when  confronted  with 
budgetary  constraints. 

In  many  ways,  my  professional  and  personal  experiences  reflect 
the  diverse  interests  of  the  members  of  the  NAACP.  More 
importantly,  I  represent  an  organization  that  has  a  long  history  of 
seeking  and  securing  equal  access  to  quality  health  care  services 
and  resources  for  African  Americans  and  other  disadvantaged 
citizens.1  In  the  final  analysis,  I  take  this  opportunity  to 
emphasize  that  any  national  legislation  which  intends  to  create  a 


1  For  example,  in  1946,  Dr.  Montague  Cobb  (who  later  became 
the  National  President  of  the  NAACP)  submitted  testimony  on  behalf 
of  the  NAACP  on  the  National  Health  Bill,  s.  1606  at  hearings  held 
by  the  U.S.  Senate  Committee  on  Education  and  Labor,  (April  16, 
1946) . 
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meaningful  solution  to  the  current  health  crisis  we  face  as  a 
nation  must  effectively  address  racial  and  socio-economic  realities 
that  exist  in  our  society. 

The  NAACP  has  carefully  examined  the  Administration's  proposal 
for  health  care  reform  and  other  proposals  as  well.  We  have 
measured  these  proposals  against  health  care  principles  we  have 
embraced.2  While  we  support  many  elements  of  the  Administration's 
proposal  and  commend  the  Administration  for  its  monumental  effort 
to  reform  the  nation's  health  care  system,  we  believe  that  the 
Health  Security  Act  must  be  strengthened  in  several  respects  to 
gain  our  full  support.  We  are  particularly  concerned  that  the  Act 
is  too  vague  and  ambiguous  in  addressing  important  civil  rights 
protections  and  enforcement  mechanisms  that  are  needed  to  ensure 
equal  access  for  all  Americans. 

INTRODUCTION 

The  NAACP  applauds  President  Clinton  for  his  pledge  to  veto 
any  health  care  reform  legislation  that  fails  to  provide  universal 
coverage.  This  pledge  is  significant  because  a  number  of  health 
care  reform  proposals  that  the  NAACP  would  oppose  do  not  meet  this 
threshold  test.  On  the  other  hand,  the  NAACP  looks  favorably  upon 
a  single  payer  health  care  system,  because  it  would  satisfy  this 
fundamental  requirement.  It  is  important  to  point  out,  however, 
that  universal  coverage  does  not  in  every  instance  guarantee  to 
every  citizen  universal  access  to  quality  health  care  services. 

For  this  reason,  I  will  attempt  to  emphasize  universal  access 
and  coverage  issues  that  are  raised  by  the  Administration's  bill. 
Specifically,  through  this  testimony,  I  will  seek  to  highlight 
NAACP  concerns  about  areas  of  the  Administration's  bill  that  do  not 
adequately  address  these  access  and  coverage  issues  and  to 
recommend  specific  changes  that  we  believe  are  in  the  interest  of 
the  common  welfare.   In  this  regard,  I  intend  to  discuss: 

o    strengthening   redlining   prohibitions,   incorporating 
civil  rights  preclearance  requirements,  insuring  that 
effective  enforcement  mechanisms,  data  collection  and 
affirmative  marketing  tools  are  in  place; 


2  The  NAACP  convened  a  HEALTH  SUMMIT  in  July,  1992,  bringing 
together  a  cross-section  of  health  care  experts  and  NAACP  officials 
to  consider  the  current  health  status  of  African  Americana  and  to 
recommend  a  set  of  policies  and  programs  that  would  improve  the 
health  status  of  African  Americans.  Later,  the  NAACP  adopted  a 
Health  Policy  Resolution  at  its  Annual  Convention,  which  set  forth 
guiding  principles  on  health  care  reform. 


482 


o    improving  the  health  care  infrastructure 

and  increasing  the  availability  of  culturally-sensitive 
providers  and  training  opportunities  in  the  African 
American  community; 

o  removing  financial  dis-incentives  and  barriers  to  health 
care  access; 

o  expanding  the  comprehensive  benefits  package  to 
guarantee  that  the  specific  health  needs  of  African 
Americans  are  met;  and  providing  assurances  of 
representation  in  the  bureaucracies  created  under  the 
Act. 

First,  however,  I  must  emphasize  that  there  is  a  health  crisis 
in  the  African  American  community.  This  crisis  can  only  be  abated 
through  extreme  measures  —  we  urgently  need  a  substantial  reform 
of  the  existing  health  care  system.  While  we  discuss  and  debate 
the  nuances  of  specific  provisions  of  the  current  health  care 
proposals  under  consideration,  the  NAACP  searches  for  the  ultimate 
answers  to  the  following  guestions: 

will  the  health  status  of  African  Americans,  which  is 
significantly  unequal  to  that  of  white  Americans,  be 
improved;  and 

will  the  new  system  be  free  of  racial  and  economic 
discrimination. 

CIVIL  RIGHTS  PROTECTIONS 

Many  African  Americans  do  not  receive  the  health  care  they 
need.3  It  is  clear  that  race  remains  a  factor  in  the  distribution 
of  health  care  services.  For  these  reasons,  African  Americans  have 
a  vital  need  for  comprehensive  health  care  reform.  Although 
African  Americans  are  only  12%  of  the  nation's  population,  almost 
one  third  of  our  nation's  poor  are  African  American.  In  addition, 
over  16%  of  those  who  live  in  poverty  but  are  above  the  federal 
poverty  level  (the  "near  poor")  are  African  American.  Thirty  seven 
percent  of  African  Americans  rely  on  Medicaid  to  pay  for  health 
services,  while  currently,  50%  of  African  Americans  are  uninsured  - 


3  For  example,  among  senior  citizens  for  whom  coronary  artery 
bypass  surgery  is  potentially  lifesaving,  few  African  Americans 
receive  the  procedure.  See,  Goldberg,  et  al.,  "Racial  and 
Community  Factor  Influencing  Coronary  Artery  Bypass  Graft 
Surgery..."  267  jama  1473  March  18,  1992). 
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neither  eligible  for  Medicaid,  nor  employed." 

These  statistics  are  vitally  important  in  the  context  of 
health  care  reform  since  a  person's  economic  status  is  directly 
linked  to  one's  ability  to  obtain  adequate  health  care  services. 
For  this  reason,  it  is  essential  that  financial  barriers  to  health 
services  for  low  income  consumers  must  be  eliminated.  The 
statistics  alone  do  not  begin  to  tell  the  shocking  stories  that  are 
so  familiar  to  many  African  American  families  who  face  illnesses, 
diseases  and  injuries  without  the  financial  capacity  to  acquire 
needed  health  services. 

These  alarming  statistics  are  meaningful  standing  alone, 
however,  when  we  recognize  that  the  number  of  excess  premature 
deaths  of  African  Americans  each  year  is  75,000.  In  other  words, 
75,000  African  Americans  die  each  year  because  the  existing  health 
care  system  does  not  meet  their  needs.  Thus,  we  are  compelled  to 
reject  the  callous  notion  that  there  is  no  health  crisis  in  the 
nation. 

In  order  to  increase  access  to  covered  health  care  services 
for  African  Americans  and  other  traditionally  underserved 
populations,  the  Health  Security  Act  must  assure  that  States, 
regional  alliances  and  health  plans  do  not  violate  civil  rights 
protections  under  existing  civil  rights  laws,  such  as  Title  VI  of 
the  Civil  Rights  Act  of  1964,  and  the  civil  rights  provisions  of 
the  Act  itself. 

Anti-discrimination  provisions 

The  NAACP  applauds  the  Administration  for  taking  steps  to 
address  potential  civil  rights  violations.  We  believe, 
nonetheless,  that  the  legislation  must  be  more  explicit  in  this 
regard  so  that  it  is  made  clear  that  the  recipients  of  federal 
funds  under  the  Act  cannot  lawfully  engage  in  practices  that  have 
the  effect  of  discriminating  against  protected  populations. 
Accordingly,  the  legislation  should  include  stronger,  enforceable 
prohibitions  against  discrimination.  For  that  reason/  the  NAACP 
supports  the  incluaion  of  an  anti-discrimination  amendment  that 
addresses  the  inadequacies  of  the  present  proposal.  This  amendment 
would  provide  the  protections  necessary  to  assure  meaningful  aeoeaa 
to  quality  health  care  services  for  every  citiaen. 

Redlining  provisions 

Further,  strong  legal  protection  against  redlining  on  a  racial 


4  S.H.  Long,  "Public  Versus  Private  Employment -Related  Health 
Insurance:  Experience  and  Implications  for  Black  and  Non-Black 
Americans,"  in  D.  Willis,  ed.  Health  Policies  and  Black  Americans 
(198?),  200,  Hi. 
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basis  must  be  a  fundamental  part  of  the  legislation.  Historically, 
the  health  care  industry  has  viewed  African  Americans  and  low 
income  populations  as  high  risk  consumers.  Insurance  companies 
admit  that  H[m]any  insurers,  if  they  have  the  choice,  will  invest 
in  techniques  to  avoid... high  risk  [populations]"5  and  that 
"[insurance]  carriers  in  the  regional  alliances  would  have  strong 
incentives  to  avoid  attracting  high  risk  individuals.4  There  are 
certain  safeguards  against  redlining  set  forth  in  the  Health 
Security  Act,  but  additional  safeguards  are  required. 

states  must  have  an  affirmative  obligation  to  create  regional 
alliances  that  do  not  have  the  effect  of  discriminating  against 
racial  minorities.  Also,  states  must  be  prohibited  from  creating 
racially  or  economically  identifiable  regional  alliance  areas. 
Moreover,  citizens  must  have  an  enforceable  right  to  challenge 
states  that,  through  intention  or  inattention,  permit  health  plans 
and  health  care  providers  to  use  policies  and  practices  that  appear 
race-neutral  on  their  face  but  that  have  an  adverse, 
disproportionate  impact  on  racial  minorities,  simply  put,  state* 
must  be  held  accountable  when  the  recipients  of  Federal  dollars 
avoid  servicing  African  Americans  and  low  income  populations. 


A  mechanism  to  ensure  that  states  do  not  violate  civil  rights 
protections  is  a  civil  rights  "pre-clearance"  process.  It  is  an 
affirmative  approach  to  ensure  compliance  with  existing  civil 
rights  laws  as  well  as  the  civil  rights  provisions  Included  in  the 
Act.  Such  a  pre-clearance  process  would  require,  as  part  of  the 
plan  approval  process,  that  a  state  provide  specific  information 
about  its  plan  to  permit  the  agency  vested  with  approval  authority 
to  determine  whether  the  plan  will  ensure  access  to  covered 
services  for  all  segments  of  the  states  eligible  population. 

States  should  be  required  to  provide  information  on  the 
demographic  makeup  of  each  alliance  area,  including  the  number  of 
residents  earning  under  100%  of  the  federal  poverty  level.  States 
should  also  be  required  to  states  the  number  of  licensed  and 
certified  health  providers  in  the  alliance  area,  including 
hospitals,  clinics  and  private  physicians  and  their  location  within 
the  alliance  area. 


5  Testimony  of  Blue  Cross  and  Blue  Shield  Association,  before 
the  Subcommittee  on  Commerce,  Consumer  Protection  and 
Competitiveness,  committee  on  Energy  and  Commerce,  U.S.  House  of 
Representatives  (Nov.  16,  1993)  . 

6  Testimony  by  the  Risk  Adjustment  Work  Group,  American 
Academy  of  Actuaries,  before  the  Subcommittee  on  Commerce,  Consumer 
Protection  and  competitiveness,  Committee  on  Energy  and  Commerce, 
U.S.  Representatives  (Nov.  16,  1993) 
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They  should  be  required  to  state  whether  there  are  segments  of 
the  alliance  area  that  currently  lacks  a  sufficient  number  of 
health  providers  to  meet  the  needs  of  the  community.  If  such 
currently  underserved  communities  exist  in  the  alliance  area,  the 
state  must  provide  a  plan  for  encouraging  providers  to  locate  in 
those  communities  and  for  ensuring  the  continued  survival  of  the 
health  providers  currently  in  those  communities.  States  should  not 
receive  the  federal  financial  aasiatanoe  provided  under  the  Act 
unless  or  until  the  plans  are  actually  approved. 

Pre-clearances  have  been  used  successfully  in  other  contexts 
to  ensure  civil  rights  compliance  in  federally  funded  programs, 
including  those  programs  devised  to  promote  public  school 
desegregation.7  The  premise  was  simple.  State's  should  bear  the 
burden  of  determining  hov  to  use  federal  funds  in  a  way  that 
advances  the  objective  of  the  federal  statute  under  which  the  funds 
were  provided,  including  the  end  of  race  discrimination.8 

It  is  the  position  of  the  NAACP  that  a  similar  model  can  be 
adopted  and  modified  to  ensure  equal  access  to  health  care  for 
African  Americans  and  other  protected  groups.  Currently,  the  Act 
would  require  states  to  submit  to  the  National  Health  Board  a 
"document  (in  a  form  and  manner  specified  by  the  Board)  that 
describes  the  State  health  care  system  that  the  state  is 
establishing  (or  has  established)."  Sec.  1200  (b)(1).  The 
National  Health  Board  is  invested  with  the  power  to  disapprove  the 
state  plan  if  it  does  not  meet  the  responsibilities  for 
participating  under  the  Act.   Sec.  1511(a)(1). 

This  responsibility  would  be  more  appropriately  placed  with 
the  Department  of  Health  and  Human  Services  (HHS) .  HHS  currently 
uses  a  form  of  preclearance  to  seek  state  compliance  with  federal 
Medicaid  Act  requirements.   State  agencies  are  required  to  submit 


7In  the  late  1970' s  the  U.S.  Department  of  Health,  Education 
and  Welfare's  Office  for  Civil  Rights  promulgated  regulations  under 
the  Emergency  School  Aid  Act  to  ensure  that  school  districts 
devised  their  own  school  desegregation  plans,  without  regard  to 
whether  a  court  ordered  a  desegregation  plan.  These  regulations 
led  to  the  creation  of  over  150  school  desegregation  plans. 

8  The  regulations  required  a  school  district  or  state  agency 
that  applied  for  Emergency  School  Aid  funds  to  explain  how  it  would 
desegregate  its  schools.  The  Office  for  Civil  Rights  (OCR)  at  the 
then  Department  of  Health,  Education  and  Welfare  had  to  approve  a 
desegregation  plan  before  the  school  district's  application  for 
funds  would  be  approved  and  the  funds  released.  OCR  worked  with 
school  districts  to  revise  plans  that  were  not  sufficiently 
calculated  to  create  a  unitary  school  system. 
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plans  for  participation  in  Medicaid.   See  42  U.S.C.   sec.  1396.* 

These  provisions  provide  the  Secretary  statutory  authority  to 
promulgate  regulations  and  policy  guidelines  requiring  state 
agencies  to  indicate,  prior  to  receiving  federal  Medicaid  funds, 
how  their  programs  will  create  equal  access  to  quality  health  care 
services  for  people  of  color  and  other  underserved  communities. 
The  same  type  of  pre- clearance  can  be  adopted  to  ensure  states1 
compliance  with  applicable  federal  civil  rights  laws.  To  the 
extent  that  the  Medicaid  program  will  continue  to  exist,  these 
regulations  would  still  be  in  effect  and  states  would  presumably 
continue  to  be  required  to  meet  them.  As  a  result,  administrative 
processes  would  not  be  duplicated. 

Data  collection  and  Affirmative  marketing  requirements 

To  further  encourage  compliance  with  existing  and  newly 
created  civil  rights  laws  and  to  measure  compliance  with  civil 
rights  protections,  the  Aot  must  provide  for  the  collection  of  data 
of  aooess  to  and  utilization  of  services  by  protected  groups, 
including  racial  minorities  and  low-inoome  groups.  Under  the 
current  proposal,  the  National  Health  Board  is  required  to  develop 
and  to  implement  a  "health  information  system  including  a  variety 
of  necessary  information,  such  as  enrollment  and  disenrollment  from 
health  plans,  clinical  encounters  and  demographic  characteristics 
of  regional  alliances.10  However,  the  Act  does  not  require  the 
collection  of  data  by  race  or  national  origin. 

The  Act  should  be  amended  to  provide  for  the  collection  of 
data  on  utilization  of  health  care  services  by  race,  national 
origin  and  other  groups  protected  by  the  civil  rights  provisions  of 
the  Act  to  measure  access  to  covered  services.  This  information 
should  be  collected  at  the  point  of  enrollment  with  the  regional 
alliances  and  on  provider  billing  forms  in  order  to  identify  point 
of  provider  utilization.  It  must  be  collected,  analyzed  and  made 
publicly  available,  once  this  data  is  available  by  race,  regional 
alliances,  health  plans  and  health  providers  will  be  discouraged 
from  discriminating  against  minorities.  Furthermore,  regional 
alliances,  health  plans  and  health  providers  will  know  what 
policies  or  practices  should  be  changed. 


9  The  plan  is  a  comprehensive  written  statement  describing  the 
nature  and  scope  of  the  state's  Medicaid  program  and  assuring  that 
the  state  will  conform  to  specific  statutory  and  regulatory 
requirements.  42  C.F.R.  Sec.  430.10.  Moreover,  Congress  has 
delegated  broad  discretionary  powers  to  the  Secretary  to  promulgate 
regulations  regarding  state  plans  to  determine  what  the  state  must 
include  in  the  plan,  to  review  state  plans  and  determine  compliance 
of  sub-recipients  within  the  state 

10  See,  Sec.  5101  (a)  and  (e) . 


487 


There  is  an  important  need  to  prevent  the  use  of  any  marketing 
or  advertising  technique  that  has  the  effect  of  discriminating 
against  groups  that  are  traditionally  viewed  as  "high-risk" 
consumers.  The  Act  should  also  create  an  affirmative  obligation  to 
promote  the  availability  of  the  plan  on  an  equal  opportunity  basis. 
Regional  alliances  and  health  plans  and  health  providers  should  not 
be  permitted  to  discriminate  in  marketing  or  advertising. 
Discrimination  in  marketing  and  advertising  is  often  subtle  and 
sophisticated.  Therefore,  these  mora  explicit  protections  are 
necessary. 

HEALTH  CARE  INFRASTRUCTURE 

The  health  care  reform  legislation  must  protect  existing 
health  care  providers  and  underserved  communities.  African 
Americans  often  do  not  receive  the  health  services  they  need 
because  there  are  not  enough  physicians,  hospitals  and  other  health 
care  providers  in  African  American  communities  to  serve  the 
population.  As  a  result,  they  rely  heavily  on  hospital  emergency 
rooms  for  treatment  of  preventable  illnesses  or  conditions.  As 
Ronda  Kotelchick,  executive  director  of  the  New  York  Times  article, 
"I  don't  care  what  kind  of  health  care  card  you're  carrying,  it 
won't  help  you  if  the  doctors  and  facilities  aren't  there."" 

We  commend  the  Administration  for  recognizing  the  importance 
of  providing  some  protection  for  community  health  clinics  in  low- 
income  communities.  However,  this  protection  is  inadequate.  There 
are  no  assurances  that  health  plans  will  contract  with  minority 
physicians  to  serve  these  communities  shunned  by  other  providers. 
Minority  providers  should  be  included  as  essential  oomaunity 
providers  and  affirmative  obligations  must  exist  to  include  them  in 
the  health  plans. 

We  are  particularly  concerned  that  health  plans  will  enroll 
low-income  persons  and  not  provide  services.  As  Dan  Hawkins, 
Director  of  the  National  Association  of  Community  Health  Centers 
stated,  "The  fear  is  HMO's  will  enroll  you,  take  your  money  and 
take  their  phone  off  the  hook."12  The  legislation  must  be 
strengthened  to  protect  "essential  providers"  and  consumers  against 
profiteering  schemes  that  enroll  but  do  not  provide  health  services 
to  poor  and  minority  enrollees. 

To  further  guarantee  universal  access  to  quality  health  care 
services  in  the  African  American  community,  the  NAACP  recommends 


Elisabeth  Rosenthal.  Shortage  of  Doctors  in  Poor  Areas  is 
Seen  as  Barrier  to  Health  Plans.  New  York  Times,  October  18,  1993, 
Al,  Col. 5. 

,a   Jessica   Lee,   In   Inner City.   Invasion   of && "Body 

Snatchers".  USA  Today,  October  12,  1993,  10A,  Col  1. 
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that  meaningful  incentives  be  available  for  providers  who  are 
committed  to  serving  underserved  communities.13 

REMOVING  FINANCIAL  BARRIERS  TO  HEALTH  CARE  ACCESS 

The  Administration  is  to  be  commended  for  its  focus  on 
reducing  financial  barriers  to  health  services  for  low-income 
consumers.  We  strongly  support,  in  particular,  the  guarantee  of 
"blended  rates"  through  which  health  plans  receive  the  same  amount 
from  each  participant.  This  should  greatly  reduce  the  extent  to 
which  low-income  consumers  are  shunned  by  health  plans. 

At  the  same  time,  we  recognize  that  certain  cost-sharing 
requirements  will  prevent  many  African  Americans  from  seeking  and 
receiving  needed  health  services.  All  individuals  and  families, 
regardless  of  how  little  they  earn,  would  have  to  pay  fees  for 
covered  health  services.14  They  will  be  required  to  pay  $10.00  for 
each  physician  visit,  $5.00  for  each  prescription  and  $25.00  for 
each  outpatient  psychotherapy  visit. 

Low-income  people  who  are  not  eligible  for  Aid  to  Families 
with  Dependent  Children  (AFDC)  or  Social  Security  insurance  (SSI) 
benefits,  about  40%  of  the  Medicaid  eligible  populations,  and  other 
low-income  people  ineligible  for  Medicaid,  must  not  be  required  to 
make  co-payments  higher  than  those  currently  allowed  under  the 
Medicaid  program.15 

Further,  many  low- income  consumers  are  employed  but  do  not 
earn  enough  money  to  pay  health  insurance  premiums  or  deductibles 
required  by  their  employer  based  health  plans,  even  with  the 
premium  subsidy  under  the  Act.16It  should  be  clear  that  the  bill 
fully  subsidizes  premiums  and  deductibles  for  low-income  workers 

15  The  NAACP  supports  provider  education  and  training  and 
incentives  for  training  African  Americans,  prevention  and  primary 
care  specialists,  and  providers  committed  to  health  care  service  in 
underserved  communities. 

14  Health  screenings,  immunizations,  prenatal  care  and  one 
post-partum  visit  are  excepted  from  this  requirement. 

15  Co-payments  for  AFDC  and  SSI  beneficiaries  will  be  $2.00  per 
doctor  visit;  $1.00  for  each  prescription  and  $5.00  for  outpatient 
psychotherapy.  This  level  of  cost-sharinq  is  consistent  with  that 
currently  required  under  the  Medicaid  program  in  states  that  have 
cost-sharing. 

16  Some  individuals  and  families  would  be  eligible  for  premium 
discounts (Sec.  9102(b)) ;  the  federal  government  would  pay  a  premium 
subsidy  for  AFDC  and  SSI  families  and  families  with  adjusted 
incomes  below  150%  of  the  federal  poverty  level  (Sec.  6104  (a)(1)). 
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below  200%  of  the  federal  poverty  level. 

THE  COMPREHENSIVE  BENEFITS  PACKAGE 

The  comprehensive  benefits  package  should  include  a  minimum  of 
services  that  respond  to  the  unique  health  needs  of  the  African 
American  community  and  that  are  required  for  African  Americans  to 
live  longer,  healthier  lives.17  It  is  unclear  whether  African 
Americans  and  other  low-income  persons  will  actually  lose  health 
services  they  currently  receive  under  Medicaid.18  The  legislation 
should  not  reduce  or  eliminate  health  services  currently  required 
by  the  Medicaid  program  for  all  Medicaid  eligible  individuals. 

The  NAACP  also  seeks  assurances  to  ensure  that  Early, 
Periodic,  Screening,  Diagnostic  and  Treatment  (EPSDT)  services  are 
funded.  These  services  provide  comprehensive  health  benefits  to 
children,  including  assessment  of  physical  and  mental  development, 
immunizations,  vision  and  hearing  evaluations  and  dental  care.  Of 
particular  concern  to  the  African  American  community  is  EPSDT 's 
required  testing  for  and  treatment  of  lead  poisoning.  1* 
Accordingly,  va  urge  you  to  insure  that  EPSDT  services  are 
adequately  funded  under  the  Act. 

Further,  we  encourage  you  to  provide  coverage  for  other 
specific  services  that  are  essential  for  certain  high-risk  groups 
and  to  provide  coverage  for  necessary  testing  and  diagnostic 
ser-  ices  for  adults.   For  example,  breast  cancer  is  the  leading 


'  Pharmacological  and  pharmacogenetic  research  studies  have 
revealed,  for  example,  that  there  exist  significant  cross-racial 
differences  in  responses  to  medicines.  It  appears,  therefore,  that 
individualized  drug  therapy,  accounting  for  these  differences  in 
metabolism  rates,  clinical  drug  responses  and  side  affects,  may  be 
essential  to  quality  care  for  racial  minorities.  (See,  Richard  A. 
Levy,  PhD.,  ETHNIC  &  RACIAL  DIFFERENCES  IN  RESPONSE  TO  MEDICINES, 
1993) . 

18  Currently,  Medicaid  cover  the  following  services:  dental 
care,  eyeglasses  and  contact  lens  for  adults;  rehabilitation  and 
therapy  services  for  congenital  conditions  or  to  maintain  current 
functioning;  and  additional  mental  health  and  substance  abuse 
services  beyond  those  covered  in  the  Health  Security  Act. 

19Karen  L.  Florini,  et  al. .  Environmental  Defense  Fund  Legacy 
of  Lead:  American's  Continuing  Epidemic  of  Childhood  Lead  Poisoning 
(1990) .  Lead  poisoning  is  the  most  common  health  problem  facing 
children  in  the  United  States  today.  Center  for  Disease  Control, 
Department  of  Health  &  Human  Services,  Preventing  Lead  Poisoning  in 

Yo-unq  Chilqrgqj.  (Oct.  1991). 
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cause  of  death  for  African  American  women  under  the  age  of  50.  20 
Cervical  cancer  is  the  second  leading  cause  of  death  for  African 
American  women  between  the  ages  of  15  -  34.  Black  women  are  three 
times  more  likely  than  white  women  to  develop  cervical  cancer. 
Yet,  the  Administration's  bill  only  covers  pap  smears  and 
mammograms  every  two  years  after  the  age  of  50.  These  services  for 
women  under  the  age  of  50  are  sorely  inadequate  under  the 
Administration's  bill.  Many  African  Aaerioan  women  will  die  due 
to  delayed  detection  of  treatable  uterine  and  breast  cancer.21 
These  services  should  be  covered  when  a  doctor  determines  that  the 
patient  requires  them. 

There  are  certain  health  services  that  help  to  reduce  the 
tragic,  debilitating  effects  of  interminable  violence.  At  a 
minimum  the  legislation  should  increase  the  critical  mental  health 
benefits  and  provide  substantial  coverage  for  substance  abuse 
treatment  to  assist  with  the  reduction  and  prevention  of  crime  and 
violence  in  the  communities  nationwide,  which  is  having  a 
particularly  devastating  impact  on  our  children. 

Finally,  the  bright  future  of  a  reformed  health  care  system 
that  benefits  all  citizens  must  include  an  implementation  plan  that 
envisions  the  representation  of  all  segments  of  our  diverse 
population  at  every  decision-making  level  to  make  certain  that  the 
new  system  is  free  of  racial  and  economic  discrimination. 

coNCLys^oN 

The  Administration's  health  care  legislation  makes  significant 
strides  towards  dismantling  the  nation's  dual  health  care  system. 
Still,  it  does  not  adequately  address  the  unique  circumstances 
which  negatively  affect  health  delivery  for  African  Americans.  The 
NAACP  looks  forward  to  working  with  this  Subcommittee,  the  Members 
of  congress  and  the  Administration  to  strengthen  and  clarify  this 
critical  legislation  so  that  universal  access  to  quality, 
comprehensive  health  care  will  become  a  reality  for  African 
Americans  and  Indeed  all  Americans.  Thank  you  for  this  important 
opportunity  to  present  the  views  of  the  NAACP  on  this  historic 
legislation. 


20  National  Center  for  Health  Statistics,  Health  United  States 
(1990),  DHHS  Pub.  NO.  91-1232. 

21  See,  Testimony  of  Cynthia  I.  Newbille,  Executive  Director 
National  Black  Women '3  Health  Project,  before  the  Government 
Operations  Subcommittee  on  Human  Resources  and  Intergovernmental 
Affairs,  October  15,  1993. 

22  Experts  recognize  that  children  who  witness  violence  may 
experience  post-traumatic  stress  disorder  (PTSD) ,  which  many  war 
combat  veterans  experience.  This  disorder  can  perpetuate  the 
painful  cycle  of  violence  (See,  Lori  S.  Robinson,  et  ml.,  "Kids  and 
Violence",  emerge,  November,  1993,  45  at  46. 
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Mr.  Waxman.  Ms.  Greenberger. 

STATEMENT  OF  MARCIA  D.  GREENBERGER 

Ms.  Greenberger.  Thank  you,  Mr.  Chairman,  I  am  Marcia 
Greenberger,  co-president  of  the  National  Women's  Law  Center.  I 
appreciate  the  opportunity  to  appear  today.  With  me  is  Verna  Wil- 
liams, who  is  senior  counsel  with  the  center,  and  I  am  also  testify- 
ing on  behalf  of  the  Women's  Legal  Defense  Fund. 

The  National  Women's  Law  Center  is  a  nonprofit  organization 
that  has  been  working  since  1972  to  advance  and  protect  the  legal 
rights  and  needs  of  women  and  their  families,  and  given  that  focus, 
nothing  is  more  important  to  us  than  health  care  reform. 

We  too  come  from  a  perspective  of  a  health  care  crisis  for  women 
in  looking  at  this  health  care  proposal.  And  to  begin  with,  we  have 
to  say  that  we  agree  that  central  to  eliminating  discrimination  is 
looking  at  the  structural  provisions  in  the  proposal,  and  there  are 
key  provisions  in  the  administration  plan  which  will  go  a  long  way 
towards  eliminating  discrimination  that  women  currently  face. 

Certainly  key  is  universal  coverage,  not  just  access,  community 
rating,  a  comprehensive  benefits  package,  and  the  like.  There  are 
important  civil  rights  provisions  in  the  proposal,  but  they  need  to 
be  strengthened  to  assure  that  the  kind  of  discrimination  women 
face  doesn't  continue  and  isn't  perpetuated  into  a  new  system. 

I  am  going  to  very  quickly  highlight  a  few  of  those  problems  be- 
cause they  do  relate  to  the  kind  of  protection  that  we  think  needs 
to  be  factored  into  the  plan. 

Women  and  their  children  are  disproportionately  represented 
among  the  uninsured  in  this  country,  including  working  women,  a 
small  percentage  of  whom  have  health  insurance  than  do  working 
men.  When  women  have  access  to  a  health  care  system,  the  care 
they  receive  is  frequently  inadequate. 

Insurance  plans,  both  public  and  private  do  not  provide  com- 
prehensive health  care  for  women,  especially  women  of  color.  As  a 
result,  women  suffer  disproportionately  from  disease  and  illness. 
African-American  women,  for  example,  are  twice  as  likely  as  white 
women  to  contract  and  three  times  as  likely  to  die  from  cervical 
cancer. 

Our  health  care  system  itself  does  not  provide  equal  treatment 
for  women  and  their  illnesses.  When  looking  at  research,  whether 
it  is  the  type  of  diseases  studied,  the  subjects  of  the  studies  that 
are  being  conducted,  both  the  illnesses  that  women  suffer  from  and 
including  them  to  determine  what  kinds  of  treatments  are  appro- 
priate has  not  been  adequately  dealt  with  in  our  health  care  sys- 
tem currently. 

Female  patients  do  not  get  the  same  care  as  their  male  counter- 
parts. They  are  30  percent  less  likely  than  men  to  get  kidney  trans- 
plants, for  example.  There  are  many,  many  more  examples  in  the 
written  testimony  that  I  know  is  part  of  the  record. 

I  did  have  to  say  in  thinking  about  a  question  you  asked  earlier, 
Mr.  Chairman,  about  whether  we  will  wind  up  with  a  two-tier  sys- 
tem now  under  the  Clinton  plan,  when  we  look  for  an  example  in 
prenatal  care  for  women  now  that  is  so  sadly  inadequate,  women 
are  currently  suffering  from  extraordinary  rationed  care,  and  it  is 
often  the  key  kind  of  preventive  care  that  leads  to  healthy  children 
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that  is  the  most  seriously  unavailable,  especially  to  middle  class 
women  who  don't  have  adequate  coverage  in  their  health  insurance 
now. 

So  I  think  those  most  concerned  about  having  pregnancies  that 
are  healthy  and  healthy  children  have  a  major  stake  in  this  plan. 

In  turning  to  the  civil  rights  protections  in  specific,  while  there 
are  key  improvements  here,  there  are  also  a  lot  of  inconsistencies. 
In  particular,  certain  categories  protect  classes,  such  as  sex  dis- 
crimination is  not  always  prohibited  in  the  key  civil  rights  provi- 
sions. That  is  one  of  the  most  important  areas  that  needs  to  be  im- 
proved. 

State  and  corporate  alliances,  for  example,  are  not  prohibited 
from  drawing  boundaries  in  a  sex  discriminatory  way  that  has  par- 
ticularly adverse  consequences  for  elderly  women  or  women  of 
color,  or  a  boundary  if  drawn  on  the  basis  of  age,  which  is  prohib- 
ited, could  then  be  defended  because  it  wasn't  on  the  basis  of  age, 
but  gender,  that  could  be  told  as  a  defense  to  discrimination. 

Health  plans  are  prohibited  from  attracting  and  limiting  enroll- 
ment based  on  characteristics  such  as  health  status,  gender,  race, 
national  origin,  as  examples,  are  not  listed.  They  should  be. 

The  health  act  allows  health  plans  to  limit  enrollment  based  on 
financial  stability  or  lack  of  capacity.  That  is  one  of  the  structural 
areas  that  was  referred  to  earlier  where  we  think  that  there  is  po- 
tential for  abuse  and  needs  specific  attention. 

Neither  sex  nor  race,  for  example,  are  included  in  the  prohibi- 
tions against  limiting  enrollment,  and  when  we  turn  to  some  of  the 
business  assessing  provisions  and  the  civil  rights  provisions,  which 
are  loopholes  as  they  are  currently  drafted,  that  can  reinforce  those 
kinds  of  structural  problems  that  you  had  asked  about. 

One  final  thing  that  I  want  to  refer  to,  and  I  certainly  endorse 
the  recommendations  of  the  NAACP  about  preclearance  procedures 
and  better  enforcement  mechanisms  in  general,  but  one  last  thing 
I  want  to  refer  to  since  the  bell  has  gone  off,  is  the  absence  of  an 
overall  prohibition  against  sex  discrimination  comparable  to  Title 
6504  of  the  Age  Discrimination  Act  and  the  like  which  underlie 
protections  for  many  categories,  but  because  there  has  been  this 
failure  in  the  law  to  have  an  overall  prohibition  against  sex  dis- 
crimination in  the  federally  funded  health  care  programs,  that 
overriding  protection  doesn't  currently  apply  and  that  needs  to  be 
inserted  as  well. 

Thank  you. 

Mr.  Waxman.  Thank  you  very  much  for  your  testimony. 

[Testimony  resumes  on  p.  511.] 

[The  prepared  statement  of  Ms.  Greenberger  follows:] 
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ON 

THE  CIVIL  RIGHTS  PROVISIONS  OF 

THE  HEALTH  SECURITY  ACT 


Mr.  Chairman  and  members  of  the  Subcommittee,  I  am  Marcia  Greenberger,  Co- 
President  of  the  National  Women's  Law  Center.  Thank  you  for  the  opportunity  to  appear  before 
you  today. 

The  Center  is  a  non-profit  organization  that  has  been  working  since  1972  to  advance  and 
protect  the  legal  rights  of  women  across  the  country.  In  particular,  the  Center  focuses  on  major 
policy  areas  of  importance  to  women  and  their  families  such  as  employment,  education,  income 
security,  reproductive  rights,  and  health  care  —  with  particular  attention  paid  to  the  concerns 
of  low-income  women. 

We  have  been  asked  to  testify  on  the  civil  rights  provisions  of  the  Administration's  health 
care  bill.  Civil  rights  protections  in  the  health  care  system  are  crucial  to  ensure  equal  access 
to  medical  care,  particularly  for  women,  who  face  significant  barriers  in  obtaining  adequate 
health  care  under  the  present  system.  Despite  some  important  advances,  such  as  the  creation 
of  the  Office  of  Research  on  Women's  Health  at  the  National  Institutes  of  Health  in  1990, 
women  simply  do  not  get  equal  treatment  in  our  health  care  system  today. 

The  Administration  proposal  contains  structural  reforms  which  go  a  long  way  toward 
removing  some  of  the  major  aspects  of  the  system  which  actually  create  the  problems  women 
face.  For  example,  universal  coverage  and  community  rating  are  absolutely  key  reforms  for 
women.    However,  without  specific  attention  to  problems  of  exclusion,  disadvantage,  and 
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discrimination  faced  by  women  in  the  health  care  system,  many  of  their  problems  will  continue. 

Barriers  To  The  Health  Care  System  for  Women 

Women  and  their  children  are  disproportionately  represented  among  the  uninsured  in  this 
country.  Twelve  million  women  lack  health  insurance  of  any  kind.  Moreover,  getting  a  job  is 
not  a  sure  ticket  to  getting  insurance  for  women.  While  56  percent  of  employed  men  have 
health  insurance  coverage  through  their  jobs,  only  37  percent  of  working  women  have  such 
insurance.  The  reasons  for  this  disparity  are  linked  to  the  societal  discrimination  that  confronts 
women.  First,  women  are  highly  concentrated  in  service  and  retail  jobs  which  often  do  not 
provide  health  insurance.  Women  also  comprise  two-thirds  of  part-time  workers,  who  are  only 
30%  as  likely  as  full-time  workers  to  receive  health  insurance.  Finally,  women  are  more  likely 
to  receive  employer-based  coverage  as  dependents,  a  benefit  that  has  been  cut  during  these 
difficult  economic  times. 

Even  when  women  do  have  access  to  the  health  care  system,  the  care  they  receive 
frequently  is  inadequate.  Key  preventive  tests  vital  to  women's  health  often  are  inaccessible  to 
women  because  their  insurer  refuses  to  cover  the  service.  Publicly-funded  health  care,  the 
source  of  coverage  of  many  women,  frequently  fails  to  cover  such  services  as  well.  For 
example,  many  insurers  do  not  cover  periodic  mammography  screening  or  pap  smears,  even 
though  these  two  preventive  tests  can  save  lives  as  well  as  money  because  of  their  ability  to 
detect  cancer  in  its  early  stages.  As  a  result,  many  women  are  faced  with  the  choice  of  paying 
for  food,  clothing,  and  shelter  for  their  families,  or  paying  for  needed  medical  tests.  This 
failure  of  the  health  care  system  jeopardizes  women's  lives,  particularly  those  of  women  of 

National  Women's  Law  Center,  Washington,  D.C.,  January,  1994 
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color,  who  suffer  disproportionately  from  disease.   African  American  women,  for  instance,  are 

twice  as  likely  as  white  women  to  contract  and  three  times  as  likely  to  die  from  cervical 

cancer.1    With  regard  to  breast  cancer,  although  incidences  of  the  disease  are  higher  among 

white  women,  mortality  rates  for  African  American  women  with  this  form  of  cancer  are  14 

percent  higher  than  those  for  white  women.2  The  disparity  in  death  rates  is  grim  evidence  of 

the  impact  unequal  access  to  the  health  care  system  has  upon  the  most  vulnerable  members  of 

our  society.   This  inability  to  obtain  comprehensive  health  care  means  low  income  women  and 

women  of  color  will  continue  to  forego  health  services  in  order  to  make  ends  meet  for  their 

families,  with  tragic  results  for  themselves  and  for  the  families  they  struggle  to  support. 

Moreover,  the  health  care  system  itself  does  not  provide  equal  treatment  for  women  and 

their  illnesses.   In  terms  of  research,  the  effects  and  treatment  of  various  diseases  generally  are 

examined  as  if  they  only  affected  men.    For  example,  AIDS,  which  the  Centers  for  Disease 

Control  identified  in  1981,  has  been  striking  women  --  particularly  young  women  of  color  —  in 

growing  numbers.   However,  not  until  January  of  1993,  did  the  CDC  expand  its  definition  of 

the  disease  to  include  certain  illnesses  peculiar  to  women,  such  as  chronic  yeast  infections, 

invasive  cervical  cancer,  or  pelvic  inflammatory  disorders  —  a  full  twelve  years  into  the 

epidemic.  In  addition,  although  nearly  400,000  American  women  die  of  heart  disease  each  year, 

initial  studies  regarding  aspirin's  ability  to  prevent  this  disease  were  performed  on  22,000  white 

men  and  no.  women  whatsoever.    The  failure  even  to  consider  a  disease's  impact  on  women 


'Jacqueline  Horton.ed.,  The  Women's  Health  Data  Book  49  (1992). 
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clearly  has  detrimental  implications  for  the  medical  treatment  they  receive     id,  of  course,  for 

their  health  status. 

Researc.    is  not  the  only  area  in  which  women's  health  issue:,  are  treated  as  ...* 

afterthought.     Studies  indicate  that  female  patients  do  no;    ■  t  the  same  care  as  their  male 

counterparts,  t  or  example,  wi.men  are  JO  percent  less  likely  than  men  to  get  kidney  transplants. 

Men  are  twice  as  likely  to  be  tested  for  lung  cancer  as  are  women.    A  1979  study     oorted  in 

the  Journal  of  the  Amer  ~^n  Medical  Association  found  that  men  received  more  extensive 

medic,    care  i     n  did  women  complaining  of  identical  symr"    ns  (such  as  back  pain,  h.viache, 

dizziness,  chest  pain,  and  fatigue).  In  1987,  researchers  fou  J  that  cardiologists  v»  ere  ten  times 

as  likely  to  k  ommend  foliow-up  procedures  for  men  complaining,  of  chest        ns  than  for 

women  after  an  initial  abnor  nal  heart  scan.3   Another  study  showe*.  .hat,  even  controlling  for 

various  factors,  such  as  abnormal  test  results,  age,  types  of  angina     resence  of  symptoms,  and 

previous  heart  attack,  men  still  were  almost  seven  times  more  likely  to  be  referred  lor  a  key 

diagnostic  te       cardiac  catheterization -- than  women.4  One  resiv  "f  this  disparity  is  that  half 

as  many  womjn  as  men  underwent  coronary  bypass  surgen  ircux.vent  i      ;<ed  blood 

vessels.5    Another  diagnostic  test  —  the  treadmill  —  remains  the  primary  means  of  detecting 

heart  disease  in  women  and  men,  even  though  there  is  evidence  that  the  treadmill  test  .    not 


3K.  Armitage,  "Response  of  Physicians  to  Medical  Complaints  in  Men  and  W  ..men,"  _41 
Journal  of  America  Medical  Asvciation  2186  fl97l 

4Council  i     X/it,  "Gender  Disparities  in  Clinic.  Decision  Making,"  266  Jourr,.     r ' 
American  Medio.,     ^sociarion  559  (19    ). 

5Id.  at  560. 
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sufficiently  sensitive  to  identify  heart  disease  in  women.6 

Policies  of  institutions  within  the  health  care  system  also  can  serve  as  barriers  to 
appropriate  treatment  for  women.  For  example,  hospitals  frequently  prohibit  coronary  bypass 
surgery  for  patients  over  a  certain  age.  Such  policies  have  an  adverse  impact  on  women, 
however,  because  women  tend  to  get  heart  disease  later  in  life. 

Other  aspects  of  the  existing  system  disproportionately  impact  upon  women,  particularly 
low-income  women  and  women  of  color.  For  example,  Latina  and  African  American  women 
bear  the  burden  of  providing  long-term  care  more  frequently  than  other  members  of  this  society. 
There  are  several  reasons  for  this.  First,  long-term  care  in  nursing  homes  is  expensive  ~ 
costing,  on  average  $30,000  a  year  -  and,  therefore  out  of  reach  for  poor  people,  many  of 
whom  are  Black  and  Latino.  Second,  outside  help  in  the  form  of  a  nurse  or  homemaker  also 
is  cost-prohibitive.  As  a  result,  many  African  American  and  Latina  women,  who  frequently  are 
heads  of  household,  have  to  shoulder  the  responsibility  of  caring  for  a  sick  relative,  in  addition 
to  their  own  children.  In  addition,  since  people  of  color  tend  to  be  stricken  with  debilitating 
chronic  illnesses  earlier  in  life  than  are  whites,  these  women  must  undertake  the  role  of  caretaker 
for  long  periods  of  time,  with  little  or  no  prospect  of  assistance.7 

Insurers  also  have  charged  higher  premium  rates  for  women.  Some  insurance  plans  also 
have  excluded  maternity  coverage,  and  otherwise  have  had  policies  detrimental  to  women's 
health  care  coverage. 


6Id. 

'Laurie  Kay  Abraham,  Mama  Might  Be  Better  Off  Dead.  151  (1993). 
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From  the  medical  research  laboratories  where  treatments  are  develop-  a,  to  the  delivery 

of  the  treatments  themselves,  women  are  second  class  citizens  in  the  existing  medical  system, 

with  the  predictable  unfortunate  results  for  women's  health.    Any  new  system  will  have  to  be 

configured  to  ensure  that  the  discrimination  of  the  present  is  not  perpetuated  in  the  future. 

The  Reformed  Health  Care  System  Under  The  Health  Security  Act 

We  commend  the  Clinton  Administration  for  moving  health  care  reform  to  the  forefront 
of  the  nation's  policy  priorities  to  ensure  that  all  Americans  have  quality  health  care  coverage. 
The  Pre.  ient's  plan  expands  coverage,  improves  affordability,  and  goes  a  long  way  to  integrate 
women's  health  needs  into  the  national  health  care  reform  agenda.  Therefore,  the  plan  provides 
major  improvements  for  women  and  it  is  of  extraordinary  importance  to  move  it  forward.  In 
addition,  the  plan  contains  important  safeguards  to  ensure  that  eligible  persons  are  not  denied 
health  care  services  on  account  of  characteristics  such  as  sex,  race,  national  origin,  or  perceived 
health  status.  However,  an  analysis  of  these  civil  rights  provisions  indicates  that  some  changes 
are  needed  to  ensure  that  the  President's  goal  of  universal  coverage  is  actually  realized. 

In  reviewing  the  relevant  provisions,  it  is  important  to  assess  the  various  actors  —  state 
and  private  —  and  the  ran^re  of  their  duties  affecting  the  fair  and  efficient  operation  of  the 
reformed  health  care  system.  The  Act  creates  the  National  Health  Board,  a  new  federal  entity 
responsible  for  establishing  the  components  of  the  comprehensive  benefit  package,  making 
certain  the  package  is  available  uniformly  to  all  eligible  parties,  overseein?  cost  containment 
requirements,  setting  requirements  for  participating  states,  among  many  other  things.  Other 
actors  include  states,  which  establish  the  boundaries  for  regional  health  alliances  and  develop 
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criteria  for  evaluating  health  plans;  regional  health  alliances,  which  negotiate  with  state-certified 

plans  to  provide  service  to  the  alliance  area  and  ensure  that  all  eligible  individuals  are  enrolled 

as  soon  as  they  become  eligible:  and  health  plans,  which  provide  the  comprehensive  benefit 

package  to  eligible  individuals.  Other  key  players  in  the  Health  Security  Act  include  employers, 

corporate  alliances,  and  health  care  providers.   They  could  be  joined  by  yet  others  responsible 

for  key  duties  as  this  reform  proposal  and  others  work  their  way  through  the  legislative  process. 

In  this  regard,  carefully  drafted  civil  rights  provisions  are  necessary  to  ensure  that  each  actor 

in  the  reformed  system  is  held  accountable  for  treating  all  eligible  persons  equally  in  terms  of 

access  to  and  provision  of  health  care  services. 

Civil  Rights  Protections  and  Public  Accountability 

The  Act  presently  contains  several  civil  rights  provisions  designed  to  preclude  the  myriad 

of  actors  from  using  impermissible  biases  to  deny  eligible  persons  access  to  health  care  or 

provision  of  health  care  services.    States  are  prohibited  from  discriminating  in  drawing  the 

boundaries  for  regional  alliances.    Section  1202(b)4).   In  turn,  alliances  may  not  discriminate 

against  health  plans.    Section  1328(a).    Health  plans  must  accept  all  eligible  individuals  for 

enrollment.    Section  1402(a)(1).    Additionally,  health  plans  may  not  discriminate.    Section 

1402(c)(1).    Employers  may  not  discriminate  against  employees  on  the  basis  of  family  status. 

Section  1605.  As  these  provisions  indicate,  cognizant  of  the  interplay  among  the  various  actors 

in  the  plan,  the  Act  seeks  to  ensure  that  the  goal  of  universal  coverage  is  achieved,  by  properly 

establishing  the  responsibilities  of  the  various  players  in  this  new  system.    However,  some 

provisions  accomplish  this  goal  more  effectively  than  others. 
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In  particular,  the  provision  that  prohibits  discriminatory  behavior  on  t!  s  part  of  health 

plans  appears  to  be  the  most  complete  in  terms  of  the  protections  it  provides.  This  provision 
generally  prohibits  discrimination  on  the  basis  of  race,  sex,  naLonal  orig:  language,  socio- 
economic status,  age,  disability,  health  status  or  anticipated  need  for  health  services.  However, 
while  even  this  provision  has  some  omissions,  the  other  provisions  are  more  of  a  patchwcric  and 
as  a  result  improvements  are  clearly  needed, 
'"consistencies  in  Protected  Groups 

The  civil  rights  provisions  are  not  consistent  throughout  the  Health  Security  Act. 
Specifically,  the  classes  protected  by  the  various  provisi  ns  change  from  section  to  section, 
without  any  clear  rationale. 

1.  States  are  prohibited  from  discriminating  in  estal  iiing  boundaries  on  the  basis 
of  race,  age,  language,  national  origin,  socio-economic  status,  disability  and  perceived  health 
status  Section  1202(b)(4).  Similarly,  corporate  alliances  may  not  establish  premium  areas 
based  on  race,  age,  language,  religion,  national  origin,  socio-economic  status,  disability,  or 
perceived  health  status.  Sex  is  not  among  the  protected  classes.  These  omissions  could  have 
serious  implications  for  women  in  general,  and  for  low-income  women  in  particular.  As  written, 
these  provisions  would  allow  a  state  or  corporate  alliance  to  exclude  from  an  alliance  or 
premium  region  an  area  comprised  primarily  of  elderly  women  or  women  of  color,  for  example. 
The  state  or  corporate  alliance  couid  justify  its  action  by  stating  it  did  so  on  account  of  sex, 
rather  than  age  or  race.    Such  a  result  is  simply  untenable. 
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2.  Elsewhere  in  the  Act,  health  plans  are  prohibited  from  attracting  or  limiting 

enrollment  based  on  characteristics  "such  as"  health  status,  anticipated  need  for  health  care,  age, 
occupation,  or  affiliation  with  any  person  or  entity.  Section  1402(a)(1).  Sex,  race,  and  national 
origin  are  not  among  the  protected  classes  for  this  section.  Although  the  protected  classes 
included  in  this  provision  apparently  are  listed  for  illustrative  purposes  and  not  to  suggest  the 
exclusion  of  other  classes,  categories  including  race,  sex,  and  national  origin  should  be  added 
to  put  plans  explicitly  on  notice  that  those  types  of  discrimination  also  are  prohibited. 

3.  The  Act  allows  health  plans  to  limit  enrollment  based  on  financial  stability  or  lack 
of  capacity,  provided  the  limitations  are  not  made  on  the  basis  of  health  status,  anticipated  need 
for  health  care,  age,  occupation,  or  affiliation  with  any  person  or  entity.  Section  1402(a)(2). 
Again,  neither  sex  nor  race  for  example,  are  included  in  this  provision.  As  a  result,  a  plan 
could  blatantly  limit  the  enrollment  of  women  on  the  grounds  that  lack  of  capacity  or  financial 
stability  required  the  action. 

4.  In  addition,  health  plans  may  not  discriminate  against  a  health  care  provider 
because  of  certain  characteristics  of  the  provider's  patient,  namely  socio-economic  status, 
disability,  health  status,  or  anticipated  need  for  medical  services.  Section  1402(c)(2)(A).  Once 
again,  race,  sex,  or  national  origin  are  not  included.  Exclusion  of  these  protected  classes  means, 
for  example,  that  providers  who  treat  low-income  women  of  color  could  be  left  out  of  a  health 
care  network,  a  very  possible  result  since  these  patients  frequently  suffer  from  ailments  that 
require  long-term  expensive  care.  Moreover,  by  permitting  these  types  of  discrimination,  the 
Act  inadvertently  creates  a  disincentive  for  providers  to  care  for  members  of  underserved 
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groups.   Accordingly,  this  provision  also  should  be  expanded  to  include  sex,  race,  and  national 

origin. 

5.  In  regulating  the  transition  period  when  the  reformed  health  care  system  is  to  be 
phased  in,  the  Act  prohibits  self-insured  plans  and  employers  with  group  insurance  plans  from 
-discriminating  among  employees  in  establishing  a  waiting  period  before  making  health  insurance 
coverage  available  based  on  the  employee's  (or  dependent's)  health  status,  claims  experience, 
receipt  of  health  care,  medical  history,  or  lack  of  evidence  of  insurability.  Section  1 1005(b). 
Sex,  race,  and  national  origin  for  example,  again,  are  excluded  from  this  provision.  While  Title 
VII  would  cover  discrimination  in  this  regard  for  employers  with  more  than  15  employees, 
clarifying  the  prohibition  for  all  in  the  Act  is  important.  There  is  a  similar  problem  with  respect 
to  Section  1605. 

6.  The  Act  provides  that  regional  alliances  are  recipients  of  federal  funds  for 
purposes  of  Title  VI  of  the  Civil  Rights  Act  of  1964,  the  Age  Discrimination  in  Employment 
Act  of  1967,  and  Section  504  of  the  Rehabilitation  Act,  which  prohibit  discrimination  based  on 
race,  religion,  national  origin,  age,  and  disability  in  programs  receiving  federal  funds.  Section 
5239.  While  a  number  of  statutes  prohibit  sex  discrimination  in  specific  federally-funded  health 
care  programs,8  since  there  is  no  comparable  broad-based  anti-discrimination  statute  prohibiting 
sex  discrimination  in  federally  funded  programs,  as  currently  drafted  women  are  excluded  from 


"For  example,  federal  programs  such  as  the  Maternal  and  Child  Health  Service  Block 
Grant,  42  U.S.C.  §  701  el  se^.  (1992),  and  the  Preventive  Health  and  Health  Services  Block 
Grant,  42  U.S.C.  §  300w-7  (1992),  have  provisions  that  prohibit  discrimination  on  the  basis  of 
sex. 
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the protection  of  this  provision.    In  order  to  ensure  that  sex  discrimination  is  not  permitted  in 

any  health  program  receiving  federal  money,  this  provision  must  be  modified. 

The  rationale  for  making  a  reference  to  regional  alliances  but  not  including  other  actors 
in  this  provision  is  unclear.  The  Act  authorizes  actors  other  than  alliances  to  receive  federal 
funds.  For  example,  academic  health  centers,  hospitals,  and  other  individuals  or  entities  may 
receive  federal  funding,  Section  1513,  as  may  states,  under  the  Act.  Sections  1515(a)(1)  and 
(b)(1).  Thus,  this  provision  should  be  broadened  to  prohibit  any  and  all  entities  receiving  federal 
financial  assistance,  including  under  the  Act,  from  discriminating  in  providing  access  to  health 
care  services  or  in  providing  the  services  themselves  on  protected  bases,  including  sex. 

As  the  foregoing  suggests,  the  inclusion  of  protected  categories  in  some  parts  of  the  Act 
but  not  others  is  confusing  and  problematic.  As  drafted  now,  the  plan  prohibits  sex 
discrimination,  in  some  circumstances  and  not  others,  without  explanation  or  rationale  and  with 
serious  adverse  consequences  to  women's  health.  Therefore,  the  Act  should  state  explicitly  and 
consistently  throughout  that  discrimination  on  the  basis  of  sex  will  not  be  tolerated  in  health  any 
longer. 
Lack  of  Clarity  Concerning  "Business  Necessity"  Defense 

The  key  protections  afforded  by  Section  1402(c)(1)  concerning  the  actions  of  health  plans 
are  called  into  question  by  the  "business  necessity"  defense  provided  in  the  bill.  Pursuant  to 
Section  1402(c)(1),  health  plans  may  not  engage  in  actions  that  discriminate  against  eligible 
persons  on  the  basis  of  sex,  race,  and  national  origin,  among  others.  This  section  of  the  Act 
also  permits  a  "business  necessity"  defense,  which  as  drafted  will  result  in  confusion.  S_ej 
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Section  1402(c)(3).  First,  this  concept  was  developed  in  the  context  of  Title  VII ,  and  generally 

does  not  appear  in  the  text  of  federal  non-discrimination  statutes  otherwise.  It  is  of  questionable 

application  in  the  context  of  health  care.    Second,  as  drafted,  it  does  not  reflect  basic  principles 

of  the  defense  as  it  has  evolved  even  in  a  Title  VII  context,  clarifying,  for  example,  that  the 

defendant  has  the  burden  of  proof  and  what  the  elements  of  this  defense  contain.  It  is  important 

that  this  area  be  clarified  to  avoid  plans'  ability  to  circumvent  the  proscriptions  against 

discrimination  by  merely  asserting  that  the  cost  of  complying  with  the  Act  was  too  great,  or  that 

they  are  simply  oversubscribed  with  members  of  one  gender  or  one  race  to  be  more  inclusive. 

Failure  to  Apply  to  National  Health  Board 

The  National  Health  Board,  does  not  appear  to  be  subject  to  any  provision  directing  it 
to  operate  in  a  nondiscriminatory  manner.  Given  the  important  duties  of  the  Board,  the  Act 
should  provide  a  safeguard  to  ensure  that  the  Board  does  not  take  actions  which  discriminate 
against  women,  people  of  color,  and  others  in  their  access  to  health  care.  The  Act  must  provide 
such  protections  explicitly  so  that  the  promise  of  quality  health  care  is  available  to  all  eligible 
persons. 
Absence  of  Internal  Measures  to  Ensure  Compliance 

1.         National  Health  Board 

The  civil  rights  provisions  lack  internal  measures  to  ensure  that  all  actors  in  the  reformed 
health  care  system  are  in  compliance  with  the  anti-discrimination  sections.  For  example,  the 
National  Health  Board  musi  review  documentation  of  the  states  prior  to  funding  their  health  care 
systems;  however,  nowhere  in  this  "pre-clearance"  process  is  the  Board  directed  to  evaluate  a 
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state's  plan  to  provide  services  to  ail  its  inhabitants  in  a  nondiscriminatory  manner.    States 

should  be  required  to  submit  their  proposed  alliance  boundaries  to  the  Health  Board,  for 
example,  with  demographic  and  economic  data  concerning  the  protected  populations  to  ensure 
the  alliance  boundaries  have  not  been  drawn  in  a  discriminatory  manner.  In  addition,  states' 
documentation  to  the  Board  should  demonstrate  that  alliances  and  health  plans  operating  within 
their  systems  will  provide  health  care  services  to  underserved  populations,  in  conformance  with 
the  anti-discrimination  provisions.  Such  a  requirement  is  necessary  to  ensure  the  Act's  goal  of 
universal  coverage  is  realized. 

2.  States 

Similarly,  the  Act  should  explicitly  require  states  to  evaluate  and  certify  health  plans  on 
the  extent  to  which  they  comply  with  anti-discrimination  principles.  The  Act  implicitly  directs 
states  to  include  the  nondiscriminatory  mandate  in  establishing  their  criteria  for  evaluating  plans. 
Section  1203(2)(D).  However,  the  extent  to  which  plans  provide  services  to  all  eligible  persons 
is  the  cornerstone  of  the  Act,  compliance  with  the  anti-discrimination  provisions  should  be  as 
prominent  a  criterion  as  financial  stability  or  quality.  Similarly,  the  state  should  be  directed 
explicitly  to  evaluate  the  health  plan's  ability  to  adhere  to  the  anti-discrimination  provisions  and 
empowered  to  "de-certify"  plans  that  do  not  meet  the  state's  criteria  with  regard  to 
nondiscrimination.    No  such  mechanism  exists  under  the  Act  presently. 

3.  Lack  of  Plan  Accountability 

The  Act  allows  health  plans  to  limit  enrollment  under  certain  circumstances,  but  provides 
no  means  for  ensuring  that  this  authority  is  not  used  in  a  discriminatory  manner.    As  stated 
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previously,  plans  may  limit  enrollment  under  certain  circumstances.  Section  1402(a)(2).  There 

is  no  provision  requiring  the  plan  to  justify  its  decision  to  limit  enrollment  however,  to  ensure 
that  "financial  stability"  or  lack  of  capacity  is  not  merely  a  smokescreen  for  discrimination. 
Moreover,  there  is  no  means  for  the  alliance,  the  state,  or  any  other  entity  such  as  the  National 
Health  Board  to  monitor  such  decisions  by  examining  the  basis  for  the  limitation  and  requiring 
plans  to  demonstrate  how  proposed  limitations  on  enrollment  would  improve  the  plan's  financial 
stability,  for  example,  or  by  requiring  the  plan  to  determine  which  populations  would  be 
aa.erse;  impacted  upon  ana  provide  a  comparable  alternative  for  them.  Such  mechanisms  are 
necessary  to  prevent  plans  from  using  these  exceptions  to  circumvent  the  universal  coverage 
purposes  of  the  Act. 

Similarly,  there  are  no  safeguards  to  ensure  that  health  plans  establish  "enrollment 
priorities"  in  a  nondiscriminatory  manner.  Such  priorities  are  necessary  in  the  event  that  a 
health  plan  "does  not  have  sufficient  capacity"  to  enroll  all  eligible  persons,  the  Act  requires 
Section  1323(0(1).  The  Act  provides  no  indication  of  what  constitutes  "sufficient  capacity." 
Nor  does  it  require  plans  to  review  the  health  plan's  enrollment  priorities  to  ensure  they  are  not 
based  on  discriminatory  factors.  In  failing  to  provide  such  protections,  the  Act  lacks  a  means 
of  ensuring  that  the  plan  is  not  turning  away  low-income  women  of  child-bearing  years,  for 
example,  under  the  guise  of  "insufficient  capacity." 
No  Data  Collection  Provisions  Relating  to  Civil  Rights 

Although  the  Act  provides  for  extensive  data  collection  regarding  enrollment,  utilization, 
outcome,  health  care  provider  certification,  and  consumer  satisfaction,  there  is  no  provision 
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conceming  the  collection  of  gender,  race,  or  other  key  data.    Such  information  is  crucial  in 

monitoring  the  various  actors  of  the  reformed  system  to  ensure  that  the  alliance  boundaries  are 

not  drawn  in  a  discriminatory  manner,  for  example,  or  that  an  alliance  had  adopted  enrollment 

priorities  that  excluded  women  or  people  of  color.   Such  data  is  critical  to  determining  whether 

plans  are  in  compliance.  Thus,  the  Act  should  require  the  compilation  of  data  according  to  race, 

ethnicity,  gender,  and  other  protected  categories  with  the  maintenance  of  such  data  in  a  uniform 

format  that  would  be  accessible  to  the  public,  as  well  as  the  government  for  enforcement 

purposes. 

Similarly,   the  Act  lacks   provisions   that  ensure  that  research   is  conducted  in  a 

nondiscriminatory  manner.  The  Act  requires  the  director  of  the  National  Institutes  of  Health  to 

ensure  that  NIH  conducts  and  supports  research  to  promote  health  and  prevent  diseases  such  as 

breast  cancer,  and  placing  reproductive  health  among  its  priority  items.  Section  3201(2)(A)  and 

(B).  However,  without  a  prohibition  against  sex  discrimination,  there  is  no  protection  to  assure 

that  other  diseases  afflicting  women  in  large  numbers,  such  as  cervical  cancer  or  lupus,  will  be 

studied  fairly.  In  addition,  there  is  no  provision  to  ensure  that  research  is  conducted  on  women 

subjects.  As  mentioned  previously,  many  studies  have  examined  illnesses  such  as  AIDS  or  heart 

disease  as  if  they  only  affected  white  men.   Clearly,  failure  to  consider  women  as  we  seek  out 

cures  and  assess  treatments  of  disease  can  only  have  negative  consequences  for  the  health  care 

women  ultimately  receive.     Thus,  inclusion  of  women  and  the  diseases  affecting  them  is 

necessary  for  the  Act  to  ensure  that  this  aspect  of  women's  health  is  protected. 
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Problems  with  Enforcement  Scheme 

While  there  is  a  detailed  enforcement  mechanism  similar  to  those  under  other  federal  civil 
rights  statutes  available  to  persons  with  grievances  against  discriminatory  health  plans,  there  are 
no  such  comparable  provisions  for  parties  with  complaints  against  alliances  or  other  actors.  In 
brief,  the  Act  permits  persons  with  grievances  against  plans  to  bring  an  action  directly  in  federal 
court.  In  addition,  if  the  Secretary  of  HHS  finds  that  plans  have  discriminated,  she  or  he  may 
take  appropriate  enforcement  action,  or  refer  the  matter  to  the  Attorney  General.  In  contrast, 
although  persons  aggrieved  by  an  alliance's  failure  to  enroll  them  may  bypass  the  administrative 
procedures  and  bring  an  action  in  federal  court.9  there  is  no  provision  for  intervention  on  the 
part  of  the  HHS  Secretary  or  Justice  Department  for  those  alliances  that  engage  in  a  pattern  or 
practice  of  discriminatory  enrollment  or  disenrollment. 

The  Act  also  lacks  provisions  that  specifically  are  geared  toward  discriminatory  actions 
by  the  state  or  National  Health  Board.  With  regard  to  the  National  Health  Board,  the  Act 
provides  states  or  alliances  that  have  been  harmed  by  the  Board  with  an  opportunity  to  have  the 
court  review  the  Board's  action;  there  is  no  similar  provision  for  a  private  individual  that  is 
aggrieved  by  the  Board.  Private  persons  should  be  permitted  to  challenge  Board  actions  that 
discriminate  against  them,  such  as  cases  in  which  the  Board  permits  a  state  to  discriminate  in 
drawing  alliance  boundaries  or  when  the  Board  itself  alters  the  comprehensive  benefits  package 
in  a  biased  way. 


'Other  exceptions  to  the  requirement  to  exhaust  remedies  include  cases  in  which  the  issue 
is  whether  the  person  is  eligible  for  coverage,  eligible  for  a  premium  discount,  or  eligible  for 
a  reduction  in  cost  sharing.    Section  5237(b)(2)(A), (B),  and  (C). 
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Public  Accountability 

The  Act  establishes  new  boards,  governing  bodies,  and  other  entities  to  oversee  and 
administer  the  reformed  health  care  system.  Although  the  criteria  for  selection  of  members  is 
broad  in  some  respects,  the  Act  lacks  requirements  to  ensure  diversity,  including  that  women 
•are  represented  among  the  members.  For  example,  criteria  for  serving  on  the  National  Health 
Board  include  expertise  and  experience  in  areas  such  as  medicine,  nursing,  financing  and 
delivering  state  health  systems,  and  delivery  of  care  to  "vulnerable  populations."  Section  1502. 
Because  many  persons  have  needed  expertise  and  experience,  without  a  provision  that  diversity 
of  gender,  race,  and  ethnicity,  among  other  categories  must  be  among  the  criteria  used  in 
selecting  the  Board  members,  in  addition  to  a  demonstrated  ability  to  provide  health  services  to 
underserved  populations,  the  range  of  needed  expertise  may  not  be  present. 

Similarly,  diversity  should  be  a  consideration  in  staffing  the  numerous  advisory 
committees  to  the  Health  Board,  regional  alliances,  and  governing  boards.  Representation  by 
women  and  other  protected  categories  is  crucial  to  assuring  that  issues  of  concern  to  all  are 
addressed. 

Conclusion 

The  Health  Security  Act  is  an  important  step  in  reforming  the  health  care  system  and 
providing  access  and  universal  coverage  to  the  people  of  this  nation  -  particularly  women  who 
historically  have  been  underserved.  Of  course,  the  structure  of  the  plan  itself  will  play  a  large 
role  in  ensuring  that  discrimination  does  not  occur  in  the  first  instance  — 
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►  Guarantee  of  universal  coverage  to  everyone; 

►  Elimination  of  workforce  participation  as  the  key  to  obtaining  health  care 
coverage; 

►  Continuous  health  coverage,  despite  a  change  in  jobs  or  a  move  to  a  new  area; 

►  Existence  of  meaningful  subsidies  to  low-income  persons;  and 

►  Elimination  of  a  i  10  consumer  for  preventive  services. 

These  features  are  critical  to  ensuring  that  women  no  longer  are  denied  needed  health  care  or 
access  to  the  health  care  system. 

But  in  addition  to  these  aspects  of  the  Act  which  are  of  enormous  importance,  f'ere  is 
a  need  to  assure  that  the  reformed  health  care  system  is  not  marred  by  the  discrimination  that 
exists  now.  Accordingly,  we  urge  the  Subcommittee  to  review  the  civil  rights  provisions  in  light 
of  the  concerns  that  we  have  raised  today  and  revise  them  so  they  provide  a  clear  and  coherent 
statement  that  effectively  precludes  discrimination  and  provides  strong  measures  to  address  bias 
in  any  form  in  which  it  may  appear. 
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Mr.  Waxman.  Mr.  McFeely. 

STATEMENT  OF  TDM  McFEELY 

Mr.  McFeely.  Mr.  Chairman,  I  am  Tim  McFeely,  executive  di- 
rector of  the  Human  Rights  Campaign  Fund. 

I  will  present  the  views  of  four  national  lesbian  and  gay  rights 
groups  devoted  to  securing  equal  access  to  health  care  for  our  con- 
stituents, the  American  Association  of  Physicians  for  Human 
Rights,  the  National  Center  for  Lesbian  Rights,  the  National  Gay 
and  Lesbian  Task  Force,  and  the  Human  Rights  Campaign  Fund. 

Thank  you,  Mr.  Chairman,  for  allowing  us  the  time  to  present 
our  views.  I  want  to  express  our  appreciation  for  the  leadership  of 
the  President  and  the  First  Lady  and  of  this  committee  in  address- 
ing the  crisis  in  America's  health  care  system,  and  we  believe  it  is 
a  crisis,  Mr.  Chairman. 

We  support  the  President's  determination  to  enact  meaningful 
reform  as  well  as  principles  which  he  has  put  forth  to  the  American 
people  and  to  this  Congress.  We  share  his  commitment  to  invest  in 
preventive  education  and  health  services,  treatment  for  mental 
health  and  substance  abuse,  long-term  care,  prescription  drug  cov- 
erage, and  other  proactive  policies  to  promote  good  health  and  re- 
duce medical  costs  in  the  long  run. 

Investment  in  an  aggressive  national  program  of  biomedical  re- 
search, especially  as  it  addresses  women's  health  needs,  HIV, 
AIDS,  and  other  infection  diseases  will  pay  rich  dividends  for  our 
future. 

In  his  State  of  the  Union  address,  President  Clinton  made  it  very 
clear  that  one  principle  rises  above  all  others,  that  is  that  every 
American  must  be  included.  We  are  all  in  this  together.  Indeed,  the 
crisis  arises  largely  because  the  current  health  insurance  system 
denies  that  simple  fact  and  continues  to  break  us  into  smaller  and 
smaller  categories  and  subcategories.  It  divides  us.  It  splits  us  into 
factions.  The  insured,  the  underinsured,  and  the  fastest  growing 
faction,  the  uninsured,  and  it  has  failed. 

Mr.  Chairman,  the  President  closed  his  speech  by  observing  that 
in  the  worst  times,  the  American  people  come  together,  and  that 
is  exactly  what  we  must  do  to  solve  this  crisis,  come  together,  pool 
our  risks,  and  move  forward. 

There  are  still  those,  including  Members  of  Congress,  who  deny 
there  is  a  health  care  crisis.  Well,  I  guess  whether  or  not  you  recog- 
nize a  crisis  sometimes  depends  on  where  you  sit.  At  this  time  last 
year,  I  and  the  other  employees  of  the  Human  Rights  Campaign 
Fund  believed  we  were  secure  in  the  health  insurance  coverage  of- 
fered to  us  through  our  job.  Then  the  company  that  is  insuring  us 
went  bankrupt. 

We  have  spent  months  trying  to  obtain  new  coverage,  but  com- 
pany after  company  and  broker  after  broker  tell  us  that  we  are  too 
small  and  have  too  many  claims.  In  our  case,  the  claims  have  been 
rendered — the  claims  that  have  rendered  us  ostensibly  uninsurable 
have  been  a  result  of  HIV,  AIDS. 

For  other  small  employers,  other  catastrophic  conditions  put 
them  in  the  same  crisis.  Yes,  it  is  a  crisis.  So,  Mr.  Chairman,  if 
your  colleagues  deny  that  there  is  one  or  do  not  believe  that  it  is 
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literally  impossible  for  some  small  employers  to  purchase  coverage, 
I  would  appreciate  their  help  in  finding  health  insurance. 

Meaningful  reform  must  provide  access  to  quality  care  for  all 
Americans,  all  of  us,  on  a  nondiscriminatory  basis.  Documented  ex- 
periences of  the  lesbian  and  gay  community  in  the  current  health 
care  delivery  system  demonstrate  the  need  to  include  us  in  the 
anti-discrimination  provisions  of  the  law  you  enact. 

The  bill  as  it  is  currently  drafted  does  not  prohibit  discrimination 
based  on  sexual  orientation.  It  should.  Insofar  as  the  President  and 
leaders  in  Congress  have  acknowledged  that  discrimination  is  a 
factor  in  the  provision  of  health  care  coverage,  we  must  protect  all 
who  are  likely  to  face  discrimination  within  the  health  care  setting. 
This  includes  lesbian  and  gay  Americans,  who  are  as  likely  as  any 
group  to  be  denied  equal  access  to  care. 

We  are  also  concerned  that  the  so-called  conscience  clause  is  too 
broadly  drafted  and  will  result  in  discrimination  against  lesbians 
and  gay  men  on  the  basis  of  a  provider's  narrow  view  of  morality. 
This  should  be  changed. 

Our  specific  recommendations  are  incorporated  in  the  written 
testimony  we  have  provided  the  committee.  The  President's  initia- 
tive presents  us  with  an  historic  opportunity  to  address  the  health 
care  needs  of  every  member  of  the  American  family. 

Mr.  Chairman,  we  must  not  miss  this  opportunity  or  leave  any- 
one behind. 

Thank  you. 

Mr.  Waxman.  Thank  you  very  much  for  your  testimony. 

[Testimony  resumes  on  p.  524.] 

[The  prepared  statement  of  Mr.  McFeely  follows:] 
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TIMOTHY  I.  MCFEELEY 

EXECUTIVE  DIRECTOR 

HUMAN  RIGHTS  CAMPAIGN  FUND 


Good  morning.    I'm  Tim  McFeeley,  Executive  Director  of  the  Human  Rights 
Campaign  Fund.    I  am  here  today  to  present  the  views  of  four  national  lesbian 
and  gay  rights  groups  devoted  to  securing  equal  access  to  health  care  for  their 
constituents:    the  American  Association  of  Physicians  for  Human  Rights,  the 
National  Center  for  Lesbian  Rights,  the  National  Gay  and  Lesbian  Task  Force  and 
the  Human  Rights  Campaign  Fund.   Thank  you  for  allowing  us  time  to  present 
our  views. 

We  share  the  position  of  President  Clinton  and  the  majority  of  Americans 
that  accessible  and  affordable  health  care  is  one  of  the  most  far-reaching  social 
and  economic  problems  facing  our  nation  today.  We  are  on  the  side  of  those  who 
know  that  the  health  care  system  is  in  crisis  and  has  been  that  way  for  some  time 
now.   According  to  the  Health  Care  Financing  Administration,  Americans  will 
spend  $1  trillion  on  health  care  in  1994.  The  ability  of  the  103rd  Congress  to  enact 
comprehensive  health  care  reform  will  have  profound  implications  on  America's 
ability  to  be  competitive  in  a  world  economy  and  to  increase  the  economic  and 
personal  security  of  every  American. 

Our  organizations  represent  millions  of  lesbians  and  gay  men  whose  needs 
have  been  overlooked  by  the  mainstream  health  care  delivery  system.    Until  the 
emergence  of  the  AIDS  epidemic,  little  was  known  about  the  broad  range  of  health 
concerns  of  lesbians  and  gay  men  --  which  remain  extensive  and  unmet.  Although 
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lesbians  and  gay  men  share  the  same  health  care  reform  concerns  as  all 
Americans:  cost,  quality  and  access,  we  also  have  medical  conditions  and  issues 
that  affect  us  especially,  though  not  exclusively.   There  are  high  rates  of  chronic, 
life-threatening  diseases  in  our  communities  --including  HIV/AIDS,  cardiovascular 
disease,  breast  and  gynecological  cancers.   Many  lesbians  and  gay  men  have 
special  confidentiality  concerns  in  their  workplace  or  communities  which  can  are 
negatively  impacted  by  their  health  care  situations.    Our  most  intimate  family 
relationships  are  generally  not  considered  by  the  health  care  system  nor 
recognized  by  our  legal  system. 

We  applaud  the  President,  Mrs.  Clinton,  and  Members  of  Congress  for  their 
leadership  and  willingness  to  address  such  a  complex  issue.   This  Administration 
recognizes  that  America  must  begin  to  invest  in  preventive  education  and  health 
services,  treatment  for  mental  health  and  substance  abuse,  long-term  care, 
prescription  drug  coverage  and  other  proactive  policies  in  order  to  promote  good 
health  and  reduce  medical  expenditures  in  the  long  run.  Investment  in  an 
aggressive  national  program  of  biomedical  research,  especially  as  it  addresses 
women's  health  needs,  HIV/AIDS  and  other  infectious  diseases,  will  pay  rich 
dividends  for  our  future. 

The  Health  Security  Act  presents  us  with  the  first  opportunity  in  many 
decades  to  include  the  needs  of  all  Americans,  including  lesbian  and  gay 
Americans,  into  the  health  care  delivery  system  of  our  country.    Today,  I  would 
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like  to  share  with  you  some  of  the  areas  of  major  concern  to  my  community  as  we 
begin  this  historic  national  debate. 


ANTI-DISCRIMINATION  PROVISIONS 

We  support  the  President's  pledge  that  meaningful  health  care  coverage 
must  provide  equal  access  to  health  care  for  all  citizens  on  a  non-discriminatory 
basis.  This  principle  is  of  particular  importance  to  lesbians  and  gay  men  because 
of  the  insidious  reality  of  discrimination  in  the  actual  practice  of  providing  such 
services.    We  are  gratified  that  we  have  reached  a  stage  in  the  public  discourse  on 
HrV/AIDS  and  other  disabilities,  that  the  Health  Security  Act  specifically  provides 
for  protection  against  discrimination  for  disabled  persons,  those  who  are  perceived 
to  have  a  disability  or  who  may  be  at  a  high  risk  for  becoming  disabled.  However, 
this  protection  clearly  does  not  extend  to  those  in  the  lesbian  and  gay  community 
who  are  not  infected  by  HrV  or  AIDS  or  who  might  not  have  any  other  disability. 

The  experiences  of  the  lesbian  and  gay  community,  as  recounted  in  a  soon 
to  be  released  report  by  the  American  Association  of  Physicians  for  Human  Rights 
(AAPHR)  substantiate  the  need  to  include  lesbian  and  gay  citizens  in  the  anti- 
discrimination provisions  of  any  health  care  reform  proposal.    A  study  in  Michigan 
showed  that  60%  of  the  lesbians  have  not  revealed  their  sexual  orientation  to 
health  providers  for  fear  of  breaches  of  confidentiality  and  discrimination.    Other 
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studies  show  another  side  of  the  issue  -  discrimination  against  lesbian  and  gay 
health  care  providers  by  other  players  in  the  health  care  system.  As  discussed  in 
the  AAPHR  report,  one  study  of  930  San  Diego  County  physicians  reported  that 
30%  of  those  questioned  stated  that  they  would  not  admit  a  highly  qualified 
applicant  to  medical  school  if  they  knew  the  applicant  was  lesbian  or  gay.    Forty 
per  cent  of  those  physicians  surveyed  admitted  that  they  would  not  refer  patients 
to  a  lesbian  or  gay  colleague.  Lesbians  and  gay  men  must  have  the  right  to  full 
health  care  coverage  free  of  bias  on  the  part  of  health  alliances,  plans  or  providers. 

We  propose  two  changes  to  the  current  plan  which  we  believe  will  lend 
consistency  to  the  anti-discrimination  provisions  currently  in  the  bill  and  will 
make  the  bill  more  inclusive  of  lesbian  and  gay  citizens.    Currently,  the  anti- 
discrimination provisions  sprinkled  throughout  the  bill  (for  example,  Title  I, 
Subtitle  C,  Sec.  1202  (b)(4)  prohibiting  health  alliances  from  discriminating  in 
establishing  boundaries;  Title  I,  Subtitle  D,  Sec.  1328  prohibiting  health  alliances 
from  discriminating  against  health  plans;  and  Title  I,  Subtitle  D,  Sec.  1402  (c)(1) 
prohibiting  health  plans  from  discriminating)  differ  significantly  in  terms  of  the 
protected  categories  listed.   While  such  language  was  undoubtedly  intended  to 
distinguish  between  the  activities  of  the  regional  alliances  and  those  of  the  health 
plans,  we  fear  that  this  dilutes  the  clear  intention  of  the  Act  that  all  Americans  be 
able  to  attain  adequate  health  care.    We  propose  that  these  various  provisions  be 
replaced  with  one  uniform  provision  which  combines  the  protected  categories  and 
bans  discrimination  in  all  facets  of  the  proposed  plan. 


517 


Second,  we  propose  that  sexual  orientation  be  added  to  the  uniform 
provision  banning  discrimination.    Without  a  strong  and  inclusive  anti- 
discrimination provision  in  the  Health  Security  Act,  the  practice  of  discrimination 
against  lesbian  and  gay  providers  and  patients  will  only  be  perpetuated.    Insofar 
as  the  President  and  Members  of  Congress  have  already  acknowledged  that 
discrimination  is  a  factor  in  the  provision  of  health  care  coverage,  we  should  not 
stop  short  of  protecting  all  who  are  likely  to  face  discrimination  within  the  health 
care  setting.    This  includes  lesbians  and  gay  men  who,  directly  or  indirectly,  are 
as  likely  as  any  group  to  be  denied  e*qual  access  to  meaningful  health  care  by 
alliances,  plans  or  providers. 

Thus,  we  propose  that  the  various  anti-discrimination  provisions  be  replaced 
by  one  uniform,  inclusive  provision  that  applies  throughout  the  plan    The 
provision  must  state  that  no  health  plan  or  health  alliance  may  engage  (directly  or 
through  contractual  arrangements)  in  any  activity,  including  the  selection  of  a 
service  area,  that  has  the  effect  of  discriminating  against  an  individual  on  the 
basis  of  race,  national  origin,  gender,  sexual  orientation,  religion,  disability, 
income,  health  status,  or  anticipated  need  for  health  services. 

CONSCIENCE  CLAUSE 

Title  I,  Subtitle  C,  Sec.  1162  provides  that  "A  health  professional  or  a 
health  facility  may  not  be  required  to  provide  an  item  or  service  in  the 
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comprehensive  benefit  package  if  the  professional  or  facility  objects  to  doing  so  on 
the  basis  of  a  religious  belief  or  moral  conviction."  This  language  is  so  vague  that 
the  possibilities  for  abuse  are  great. 

No  health  plan  should  in  any  way  allow  an  opening  for  health  care 
providers  to  refuse  services  included  in  the  benefits  package.    Allowing  providers 
the  chance  to  refuse  otherwise  guaranteed  services  based  upon  "moral  conviction" 
simply  cuts  too  broadly.    While  on  its  face  this  provision  attempts  to  reach  certain 
procedures  (like  abortion),  there  is  nothing  that  would  prevent  a  provider  from 
invoking  this  procedure  in  order  to  deny  services  to  lesbians  and  gay  men  who  are 
still  perceived  by  many  to  be  immoral.    By  what  standard  will  we  determine 
whether  one  person's  moral  conviction  allows  the  refusal  of  services,  while 
another's  does  not?   The  lesbian  and  gay  community  has  a  particular  concern  with 
such  a  provision  which  will  undoubtedly  allow  institutions,  whether  religious  or 
secular,  to  turn  us  away  based  upon  no  higher  standard  than  stating  a  moral 
conviction  that  homosexuality  is  wrong.    Therefore,  we  propose  that  moral 
conviction  or  religious  belief  never  be  a  basis  upon  which  a  facility  or  individual 
provider  may  deny  services  to  an  individual  or  group  of  individuals. 

Additionally,  we  submit  that  facilities  themselves  are  not  capable  of  having 
moral  or  religious  convictions.    They  should  not  be  allowed,  therefore,  to  invoke 
such  convictions  in  order  to  avoid  performing  services  that  are  otherwise 
guaranteed  to  all  citizens.    We  acknowledge,  however,  that  the  government  may 
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not  require  legitimate  religiously  owned  and  operated  institutions  to  perform 
services  that  violate  the  religious  beliefs  of  the  group.    Our  proposed  amendments 
would  allow  religious  institutions  to  refuse  such  services  or  items,  but  only  based 
upon  their  religious  beliefs,  not  the  more  tenuous  moral  convictions.    While  this 
may  mean  that  a  Catholic  hospital  may  not  be  required  to  distribute  condoms  as  a 
public  health  measure,  they  must  not  be  allowed  to  refuse  treatment  in  general  to 
lesbians  or  gay  men,  pursuant  to  the  anti-discrimination  language  we  hope  this 
Subcommittee  will  adopt. 


FAMILIES  MATTER 

Families  are  a  crucial  component  in  one's  ability  to  access  comprehensive 
health  care.    How,  but  for  family  members,  would  most  of  us  get  to  the  doctor's 
office  or  the  hospital?   How  would  most  of  us  take  care  of  ourselves  when 
returning  home  from  the  hospital  or  outpatient  surgery  but  for  family  members 
who  care  for  us?   And  how,  even  with  health  coverage,  would  most  of  us  pay  for 
the  additional  costs  of  health  care  if  we  could  not  rely  on  family  members  to  help 
us?    Were  it  not  for  the  millions  of  family  members  who  assist  voluntarily  when 
we  are  ill,  the  burden  on  our  system  would  be  far  greater.  Without  families,  it 
would  be  much  more  expensive  for  patients  and  health  care  plans  to  cover  the 
transportation,  home  health  services,  pharmacy  delivery  charges,  day  care  and 
other  costs  related  to  health  care. 
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Family  members  provide  this  support  and  care  regardless  of  whether  they 
are  families  by  law,  by  blood,  or  connected  by  love  and  commitment.    In 
recognition  of  the  important  contributions  that  families  make  to  the  well-being  of 
the  individuals  involved,  many  state  and  local  jurisdictions  are  beginning  to 
expand  the  definition  of  family  to  include  those  not  defined  by  blood  or  law.  Yet, 
the  current  plan  places  a  greater,  and  unfair,  burden  on  so-called  non-traditional 
families. 

Title  I,  Subtitle  A,  Section  1011  of  the  Health  Security  Act  states  that  a 
goal  of  the  plan  is  to  ensure  that  every  married  couple  and  their  biological  and/or 
legal  children  are  enrolled  in  the  same  plan,  recognizing  the  practical  need  that 
families  have  to  share  medical  resources  and  that  treatment  of  many  medical 
illnesses  and  mental  health  needs  is  best  provided  using  a  whole  family  model. 
Unfortunately,  the  Health  Care  Security  Act  fails  to  account  for  the  millions  of 
families  living  in  this  country  who  are  not  related  by  marriage,  adoption,  or  blood 
ties,  but  who  nonetheless  share  the  same  household  and  the  same  need  to 
coordinate  their  health  care  coverage.  These  families  must  each  pay  individual 
deductions  of  $1500  per  person  rather  than  the  family  deduction  of  $3000. 
Additionally,  these  families  are  denied  the  opportunity  to  treat  their  deductible  in 
the  aggregate. 

Unless  they  are  specifically  included  in  plan,  members  of  non-traditional 
families  will  be  unable  to  participate  in  collateral  mental  health  services,  such  as 
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family  counseling  for  substance  abuse  or  commonly  prescribed  mental  health 
therapies.    They  will  also  be  denied  the  lower  family  premium  rate  and,  if  a  plan 
is  full,  would  not  be  entitled  to  enroll  in  the  same  plan  as  other  family  members. 
This  omission  would  not  only  affect  unmarried  partners  living  in  the  same 
household,  but  would  also  impact  negatively  any  children  who  are  not  related  by 
blood  or  law.  For  these  reasons,  we  strongly  urge  that  the  definitions  of  family 
that  appear  in  Title  I,  Subtitle  A,  Section  1011  be  modified  to  include  a  more 
accurate  and  comprehensive  definition  of  family. 


HEALTH  CARE  REFORM  FOR  PEOPLE  WITH  HrV/AIDS 

Health  care  reform  is  of  particular  concern  to  people  with  chronic,  life- 
threatening  illnesses,  especially  those  people  with  HIV  infection  or  AIDS.    While 
the  issues  we  have  raised  at  the  beginning  of  my  testimony  will  have  an  impact  on 
those  lesbians  and  gay  men  who  suffer  discrimination  because  of  their  sexual 
orientation,  we  must  not  omit  the  devastating  impact  that  HIV/AIDS  has  had  on 
the  lesbian  and  gay  community,  as  well  as  all  Americans,  when  discussing  health 
care  issues. 

The  Health  Care  Security  Act  will  provide  accessible,  affordable,  and,  we 
hope,  non-discriminatory  health  care  coverage  to  every  American.  Confidentiality 
of  medical  records  must  be  broadly  protected  in  any  health  care  package.    For 
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people  with  HIV  infection,  medically  necessary  early  intervention  services  are  vital 
to  long  term  survival  and  quality  of  life  concerns.  Those  people  with  affordable, 
portable  and  permanent  insurance  are  more  likely  to  seek  early  medical  treatment 
than  those  in  less  secure  situations.  HIV/AIDS  prevention  efforts  are  hampered  by 
those  unaware  or  unable  to  access  the  health  care  system  due  to  cost  or  fear  of 
discrimination.  Non-discriminatory  coverage  also  means  an  end  to  AIDS  benefit 
caps,  red-lining,  HIV  testing  and  screening  by  insurers 

Any  meaningful  health  care  reform  bill  must  offer  a  package  of 
comprehensive  benefits  which  promotes  prevention,  primary  care  and  efficient  use 
of  health  care  dollars.    Long-term  care,  home  and  community-based  health  care, 
and  prescription  drug  coverage  are  all  necessary  components  of  cost  effective 
health  maintenance  and  critical  care  for  people  with  HIV/AIDS.  Increased 
investment  in  biomedical  research  will  lower  the  cost  of  medical  care  for  people 
with  AIDS  and  other  diseases  over  the  long  run  and  should  be  aggressively  funded 
in  any  national  health  care  plan. 

The  U.S.  must  invest  in  targeted  medical  education  so  that  physicians  are 
trained  to  provide  HIV-related  care  to  all  populations,  including  women  and 
children.  Delays  in  diagnosis  and  appropriate  treatment  lead  to  increased  illness 
and  mortality  as  well  as  unnecessary  escalation  of  medical  costs.  Investment  in 
prevention  education,  disease  surveillance  and  other  public  health  measures  must 
be  appropriate  as  a  cost  cutting  measure  over  the  long  term.  Explicit  and 


523 


culturally  relevant  HIV/AIDS  prevention  education  is  imperative  and  must  be 
available  to  every  American. 


CONCLUSION 

In  conclusion,  we  support  the  broad  principles  outlined  in  President 
Clinton's  Health  Security  Act  and  believe  strongly  that  meaningful  health  care 
reform  must  provide  equal  access  to  care  for  all  Americans.    Congress  and  the 
President  have  the  historic  opportunity  to  include  the  needs  of  every  American  in 
the  health  care  delivery  system  of  this  country.  I  would  encourage  this 
Subcommittee  to  consider  our  suggestions  today  for  inclusion  in  the  final  version 
of  this  landmark  legislation.    As  lesbian  and  gay  Americans,  we  are  all  in  this 
together,  and  we  must  work  together  to  provide  a  solution  to  a  crisis  of  profound 
proportions  for  the  social  and  economic  security  of  us  all. 
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Mr.  Waxman.  Mr.  Hailes,  I  am  intrigued  by  your  suggestion  that 
the  President's  bill  be  amended  to  include  a  preclearance  process 
under  which  the  Secretary  of  HHS  would  review  the  alliance 
boundaries  drawn  by  a  State  to  assure  that  sufficient  providers  are 
available  to  low-income  and  minority  communities.  Can  you  elabo- 
rate on  how  this  might  work  in  practice? 

Isn't  there  some  danger  that  this  will  just  evolve  into  a  mecha- 
nism for  systematically  waiving  existing  statutory  protections,  as 
has  happened  to  Medicaid  beneficiaries  and  community-based  pro- 
viders in  Oregon  and  Tennessee? 

Mr.  Hailes.  Thank  you  for  the  opportunity  to  respond  to  that, 
Mr.  Chairman. 

I  think  we  can  build  upon  the  experience  that  we  now  have,  with 
the  dangers  and  the  problems,  with  the  manner  in  which  those 
waivers  have  taken  place  with  regard  to  Medicaid.  The  idea  here 
is  to  make  certain  that  States  give  information  to  HHS  about  how 
they  are  going  to  implement  the — this  new  reform  package  in  their 
States  and  how  they  are  going  to  address  the  specific  needs  of  tar- 
geted populations,  including  African-Americans  and  other  dis- 
advantaged populations. 

The  way  we  think  that  it  could  be  aided  this  time  is  to  make  it 
certain  that  in  addition  to  preclearance,  I  have  a  data  collection  re- 
quirement which  would  show  utilization  patterns  or  would  at  least 
project  how  those  utilization  patterns  would  take  place.  Having 
HHS  receive  that  information,  and  it  becomes  publicly  disclosed, 
would  give  advocates  an  opportunity  to  point  out  how  their  commu- 
nities would  be  served.  So  while  we  think  that  the  Medicaid  experi- 
ence has  not  been  good  in  all  instances,  we  think  that  we  can  look 
at  those  Medicaid  experiences  and  correct  some  of  the  problems 
that  existed. 

Mr.  Waxman.  I  would  like  to  ask  Ms.  Greenberger  to  comment 
on  how  this  might  work  in  practice,  and  what  your  concerns  may 
be  about  this  whole  thing  turning  into  a  mechanism  for  a  system- 
atic waiver  like  we  have  seen  in  Medicaid,  for  existing  provisions 
on  community-based  providers  in  Oregon  and  Tennessee? 

Ms.  Greenberger.  Well,  we  have  also  seen  some  preclearance 
failures  in  the  context  of  civil  rights  enforcement  with  the  Depart- 
ment of  Labor,  and  the  Office  of  Federal  Contract  Compliance  Pro- 
grams as  well,  where  it  has  turned  into  really  a  meaningless  exer- 
cise. 

I  agree  with  Mr.  Hailes,  that  it  is  a  very  doable  thing  if  it  is  set 
up  and  done  properly.  I  think  it  is  inextricably  bound  to  the  proper 
kind  of  data  collection.  And  one  of  the  things  that  is  particularly 
important  that  is  missing  now,  is  that  if  you  don't  ask  the  right 
questions,  you  are  never  able,  whether  it  is  in  the  beginning,  the 
middle  or  the  end  of  the  process — and  there  is  not  even  a  decerti- 
fication mechanism  right  now  with  proven  problems  in  place,  if  we 
don't  have  data  collection  systems  that  ask  these  questions  from 
the  very  beginning,  then  we  can't  have  a  preclearance  process  that 
works  or  anything  else  further  along  the  line. 

If  we  do  have  proper  data  collection  from  the  beginning  and  we 
do  have  people  charged  with  the  responsibility  of  thinking  about 
and  looking  at  these  issues  from  the  beginning,  then  I  am  not  say- 
ing that  it  would  be  foolproof,  but  I  think  it  would  make  an  enor- 
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mous  difference  in  the  mind-set  from  the  outset.  And  I  do  think 
that  it  can  work,  especially  if  it  is  viewed  as  important  an  obliga- 
tion as  other  obligations,  such  as  financial  stability,  which  is,  in  es- 
sence, expected  to  be  reviewed  from  the  beginning. 

Mr.  Waxman.  Ms.  Greenberger,  short  of  amending  the  relevant 
provisions  of  the  civil  rights  laws,  is  it  sufficient  to  add  gender  to 
various  provisions  of  this  bill  as  an  illegal  basis  for  discrimination? 

Ms.  Greenberger.  Well,  I  think  that  it  can  be.  There  just  needs 
to  be  a  broad-based  prohibition  against  sex  discrimination  in  feder- 
ally funded  health  care  that  can  apply  to  the  provisions  funded  spe- 
cifically here,  but  especially  because,  as  we  have  heard  with  public 
health  systems  and  with  other  parts  of  the  health  care  system, 
some  of  it  will  be  funded  directly  through  this  program.  Others 
might  be  funded  in  somewhat  different  ways.  And  so  I  think  it  is 
important  not  to  amend  the  other  laws,  but  in  this  particular  con- 
text, to  make  sure  that  we  have  a  broad-based  nondiscrimination 
prohibition  that  deals  with  sex  discrimination  in  health  care. 

Mr.  Waxman.  Mr.  McFeely,  since  the  discussion  of  non- 
discrimination gets  muddied  very  quickly,  let  me  ask  this  question 
point  blank:  Are  you  and  the  groups  you  are  representing  asking 
for  any  special  treatment  or  special  rights  under  this  health  plan 
or  are  you  asking  to  be  assured  that  gay  men  and  lesbians  are 
treated  just  as  everyone  else  is? 

Mr.  McFeely.  We  want  equal  access.  We  are  not  asking  for  any- 
thing special.  No  one  that  I  am  representing  certainly  is.  What  has 
happened  to  our  communities — members  of  our  community  in  the 
past,  has  been  that  we  have  faced  discrimination.  We  find  that  pro- 
viders do  discrimination  against  lesbians  and  gay  men,  and  as  a  re- 
sult, we  are  an  underserviced  community.  As  a  result  of  that 
underservice,  of  course,  we  see  health  care  costs  rising,  and  just  a 
basic  unfairness. 

So,  no,  Mr.  Chairman,  we  are  asking  for  equal  access.  We  would 
like  it  written  into  the  provisions  of  this  act. 

Mr.  Waxman.  Well,  I  thank  all  of  you  very  much.  I  think  you 
have  been  very  helpful  to  us  in  your  testimony  and  we  look  forward 
to  working  with  you. 

I  understand  Ms.  Kathleen  Frawley  is  on  her  way,  so  we  are 
going  to  wait  another  minute  or  two  for  her,  but  thank  you  for 
being  here. 

We  will  take  a  short  recess. 

[Brief  recess.] 

Mr.  Waxman.  The  meeting  will  come  to  order. 

To  complete  our  testimony  on  the  issues  of  civil  and  privacy 
rights  protections  in  the  President's  proposal,  we  have  with  us  Ms. 
Kathleen  Frawley,  director  of  the  Washington  Office  of  the  Amer- 
ican Health  Information  Management  Association. 

Ms.  Frawley,  we  are  pleased  you  are  here  and  your  prepared 
statement  will  be  in  the  record  in  full. 

We  would  like  to  ask,  if  you  would,  to  limit  the  oral  presentation 
to  no  more  than  5  minutes. 
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STATEMENT  OF  KATHLEEN  A.  FRAWLEY 

Ms.  Frawley.  Thank  you,  Mr.  Chairman. 

Thank  you  very  much  for  the  opportunity  to  appear  before  the 
subcommittee  to  present  AHIMA's  views  on  confidentiality  and  pri- 
vacy, and  particularly  the  need  for  Federal  legislation. 

The  American  Health  Information  Management  Association  rep- 
resents 35,000  credentialed  professionals  who  are  responsible  for 
managing  the  health  care  information  which  has  become  an  in- 
creasingly important  component  of  our  Nation's  health  care  deliv- 
ery system. 

On  a  daily  basis,  health  information  management  professionals 
ensure  that  an  individual's  right  to  privacy  is  protected.  Our  mem- 
bers must  handle  requests  for  health  information  from  third-party 
payers,  employers,  researchers,  attorneys,  other  health  care  provid- 
ers, local,  State  and  Federal  agencies. 

Health  information  management  professionals  ensure  that  infor- 
mation is  disclosed  pursuant  to  valid  authorizations  from  the  pa- 
tient or  their  legal  representative  or  pursuant  to  statute,  regulation 
or  court  order.  This  responsibility  is  not  take  lightly  and  is  com- 
plicated by  lack  of  uniform  national  guidelines  or  legislation. 

The  recently  released  Office  of  Technology  Assessment  report, 
"Protecting  Privacy  in  Computerized  Medical  Information",  found 
that  current  laws  do  not  in  general  provide  consistent  comprehen- 
sive protection  of  health  information.  Focusing  on  the  impact  of 
computer  technology,  the  report  concluded  that  computerization  re- 
duces some  concerns  about  privacy  of  health  information,  while  in- 
creasing others.  The  report  highlights  the  need  for  enactment  of  a 
comprehensive  Federal  privacy  law. 

The  public's  concern  about  the  confidentiality  of  health  informa- 
tion was  identified  in  a  poll  conducted  last  summer  by  Louis  Harris 
and  Associates,  for  Equifax,  Incorporated.  The  results  of  this  sur- 
vey were  released  at  a  conference  sponsored  by  the  American 
Health  Information  Management  Association  and  Equifax  in  con- 
junction with  the  U.S.  Office  of  Consumers  Affairs. 

The  survey  found  that  a  large  majority  of  Americans,  89  percent, 
believe  that  reforming  health  care  is  one  of  the  top  domestic  issues 
facing  the  Nation  today.  Fifty-six  percent  indicated  strong  support 
for  comprehensive  Federal  legislation  to  protect  the  privacy  of  med- 
ical records  as  part  of  health  care  reform. 

There  was  high  agreement  on  what  should  be  included  in  na- 
tional privacy  legislation.  Ninety-six  percent  of  those  surveyed  be- 
lieve Federal  legislation  should  designate  all  personal  medical  in- 
formation as  sensitive  and  impose  severe  penalties  for  unauthor- 
ized disclosure.  Ninety-five  percent  favor  legislation  that  addresses 
individual's  rights  to  access  their  medical  records  and  creating  pro- 
cedures for  updating  or  correcting  those  records. 

Currently,  there  is  little  uniformity  among  State  licensure  laws 
and  regulations  regarding  confidentiality  of  health  information.  It 
has  been  recognized  that  there  is  a  need  for  more  uniformity 
among  the  50  States. 

The  development  of  the  national  information  infrastructure  is  a 
key  component  of  the  President's  Health  Care  Reform  Plan.  Efforts 
to  reform  this  health  care  delivery  system  will  rely  heavily  on  ad- 
ministrative simplification  and  computerization  of  health  informa- 
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tion  to  control  costs,  improve  quality  of  care  and  increase  efficiency. 
The  increasing  need  for  data  highlights  the  need  for  Federal  pre- 
emptive legislation  to  protect  the  confidentiality  of  health  informa- 
tion. 

In  the  administration's  Health  Security  Act,  privacy  of  personal 
health  information  is  addressed.  The  National  Health  Board  would 
be  established  to  develop  and  implement  a  health  information  sys- 
tem. Within  2  years  of  the  enactment  of  this  act,  the  National 
Health  Board  would  be  responsible  for  the  development  of  privacy 
and  security  standards  to  address  unauthorized  disclosure  and  pro- 
vide individuals  with  the  right  to  access  their  personal  health  infor- 
mation. 

The  act  requires  that,  within  3  years  of  enactment,  the  board 
shall  submit  to  the  President  and  Congress  a  comprehensive  legis- 
lative proposal,  based  on  a  code  of  fair  information  practices,  to 
protect  the  privacy  of  individually  identifiable  health  information. 

Health  care  reform  must  address  the  privacy  of  personal  health 
information  now.  Individuals  must  be  assured  that  the  highly  sen- 
sitive personal  information  contained  in  their  medical  records  will 
be  protected  from  unauthorized  disclosure. 

During  the  past  2  years,  our  association  has  taken  a  leadership 
role  in  addressing  these  concerns.  In  July  of  1992,  Arthur  Ashe  was 
a  keynote  speaker  at  our  first  confidentiality  symposium.  Mr.  Ashe 
spoke  eloquently  of  his  decision  to  disclose  his  medical  condition 
and  his  concerns  regarding  invasion  of  privacy.  During  that  con- 
ference, both  Mr.  Ashe  and  other  speakers  highlighted  the  need  for 
Federal  legislation  to  ensure  that  individuals  have  access  to  their 
health  information  and  also  to  protect  the  confidentiality  of  their 
health  records. 

In  order  to  address  the  need  for  Federal  legislation,  the  Amer- 
ican Health  Information  Management  Association  has  drafted 
model  legislation  language.  There  are  a  number  of  key  provisions 
in  AHIMA's  model  which  we  believe  are  essential  to  govern  the  col- 
lection, use  and  disclosure  of  health  records. 

Health  care  information  is  personal  and  sensitive  information 
that  if  improperly  used  or  released  may  do  significant  harm  to  a 
patient's  interests  in  privacy  and  in  health  care,  and  may  affect  a 
patient's  ability  to  obtain  employment,  education,  insurance,  credit 
and  other  necessities.  AHIMA  believes  that  it  is  critical  for  legisla- 
tion to  be  enacted  in  the  coming  year. 

Thank  you  for  the  opportunity  to  present  our  views. 

[Testimony  resumes  on  p.  538.] 

[The  prepared  statement  of  Ms.  Frawley  follows:] 
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STATEMENT   OF   KATHLEEN   A.   FRAWLEY 
Mr.  Chairman  and  Members  of  the  Subcommittee: 

My  name  is  Kathleen  A.  Frawley  and  I  am  Director  of  the 
Washington,  D.  C.  Office  for  the  American  Health  Information 
Management  Association  (AHIMA) .  AHIMA  appreciates  this 
opportunity  to  appear  before  the  Subcommittee  to  present  our 
views  on  privacy  and  confidentiality  and  the  need  for  federal 
legislation. 

The  American  Health  Information  Management  Association 
represents  35,000  credentialed  professionals  who  are  responsible 
for  managing  the  health  care  information  which  has  become  an 
increasingly  important  component  of  our  nation's  health  care 
delivery  system. 

On  a  daily  basis,  health  information  management 
professionals  ensure  that  an  individual's  right  to  privacy  is 
protected.  Our  members  must  handle  reguests  for  health  infor- 
mation from  third  party  payors,  employers,  researchers, 
attorneys,  other  health  care  providers,  local,  state  and  federal 
agencies.  Health  information  management  professionals  ensure  that 
information  is  disclosed  pursuant  to  valid  authorizations  from 
the  patient  or  their  legal  representative  or  pursuant  to  statute, 
regulation  or  court  order.  This  responsibility  is  not  taken 
lightly  and  is  complicated  by  lack  of  uniform  national  guidelines 
or  legislation. 
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NEED  FOR  FEDERAL  LEGISLATION 


The  recently  released  Office  of  Technology  (OTA)  report, 
Protecting  Privacy  in  Computerized  Medical  Information,  found 
that  current  laws  do  not,  in  general,  provide  consistent, 
comprehensive  protection  of  health  information  confidentiality. 
Focusing  on  the  impact  of  computer  technology,  the  report 
concluded  that  computerization  reduces  some  concerns  about 
privacy  of  health  information  while  increasing  others.  The  report 
highlights  the  need  for  enactment  of  a  comprehensive  federal 
privacy  law. 

The  public's  concern  about  the  confidentiality  of  health 
information  was  identified  in  a  poll  conducted  by  Louis  Harris 
and  Associates  for  Equifax,  Inc.  The  results  of  the  Health 
Information  Privacy  Survey  1993  were  released  at  a  conference 
sponsored  by  AHIMA  and  Equifax  in  conjunction  with  the  U.  S. 
Office  of  Consumer  Affairs  on  October  26,  1993.  Senator  Patrick 
Leahy  (D-VT)  and  Representative  Pete  Stark  (D-CA)  and  several 
panelists  identified  the  need  to  address  privacy  of  health 
information  in  any  health  care  reform  plan. 

The  survey  found  that  a  large  majority  of  Americans  (89%) 
believe  reforming  health  care  is  one  of  the  top  domestic  issues 
facing  the  nation  today.  Fifty-six  percent  (56%)  indicated  strong 
support  for  comprehensive  federal  legislation  to  protect  the 
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privacy  of  medical  records  as  part  of  health  care  reform. 

There  was  high  agreement  on  what  should  be  included  in 
national  privacy  legislation.  Ninety-six  percent  (96%)  believe 
federal  legislation  should  designate  all  personal  medical 
information  as  sensitive  and  impose  severe  penalties  for 
unauthorized  disclosure.  Ninety-five  percent  (95%)  favor 
legislation  that  addresses  individuals'  rights  to  access  their 
medical  records  and  creating  procedures  for  updating  or 
correcting  those  records. 

Currently,  there  is  little  uniformity  among  state  licensure 
laws  and  regulations  regarding  confidentiality  of  health 
information.  It  has  been  recognized  that  there  is  a  need  for  more 
uniformity  among  the  50  states.   In  recent  years,  the  National 
Conference  of  Commissioners  on  Uniform  State  Laws  developed  the 
Uniform  Health  Care  Information  Act  in  an  attempt  to  stimulate 
uniformity  among  states  on  health  care  information  management 
issues.   Presently,  only  two  states,  Montana  and  Washington,  have 
enacted  this  model  legislation.   Clearly,  efforts  must  be 
directed  toward  developing  national  standards  on  privacy  and 
confidentiality. 

HEALTH  CARE  REFORM  AMD  THE  NATIONAL  INFORMATION  INFRASTRUCTURE 

The  development  of  the  national  information  infrastructure 
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is  a  key  component  of  the  President's  health  care  reform  plan. 
Efforts  to  reform  this  country's  health  care  delivery  system  will 
rely  heavily  on  administrative  simplification  and  computerization 
of  health  information  to  control  costs,  improve  quality  of  care 
and  increase  efficiency.  The  increasing  need  for  data  highlights 
the  need  for  federal  pre-emptive  legislation  to  protect  the 
confidentiality  of  health  information. 

In  the  Administration's  Health  Security  Act  (Title  V, 
Subtitle  B,  Part  2) ,  privacy  of  personal  health  information  is 
addressed.  The  National  Health  Board  would  be  established  to 
develop  and  implement  a  health  information  system.  Within  two 
years  of  the  enactment  of  this  Act,  the  National  Health  Board 
would  be  responsible  for  the  development  of  privacy  and  security 
standards  to  address  unauthorized  disclosure,  and  provide 
individuals  with  the  right  to  access  their  personal  health 
information.  The  Act  requires  that,  within  three  years  of 
enactment,  the  Board  shall  submit  to  the  President  and  Congress  a 
comprehensive  legislative  proposal,  based  on  a  Code  of  Fair 
Information  Practices,  to  protect  the  privacy  of  individually 
identifiable  health  information. 

Health  care  reform  must  address  the  privacy  of  personal 
health  information  now.  Individuals  must  be  assured  that  the 
highly  sensitive  personal  information  contained  in  their  medical 
records  will  be  protected  from  unauthorized  disclosure. 
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AHIMA '8  POSITION 

During  the  past  two  years,  AHIMA  has  taken  a  leadership  role 
in  addressing  privacy  and  confidentiality.  In  July  1992,  Arthur 
Ashe  was  a  keynote  speaker  at  AHIMA' s  first  annual 
confidentiality  symposium.  Mr.  Ashe  spoke  eloquently  of  his 
decision  to  disclose  his  medical  condition  and  his  concerns 
regarding  invasion  of  privacy.  During  that  conference,  both  Mr. 
Ashe  and  other  speakers  highlighted  the  need  for  federal 
legislation  to  ensure  that  individuals  have  access  to  their 
health  information  and  to  protect  the  confidentiality  of  their 
medical  records. 

In  order  to  address  the  need  for  federal  legislation,  the 
American  Health  Information  Management  Association  (AHIMA) 
drafted  model  language  in  February  and  March  of  1993  with  input 
from  AHIMA  members,  members  of  the  Computer-Based  Patient  Record 
Institute  Workgroup  on  Confidentiality,  Privacy  and  Legislation 
and  individuals  from  other  professional  associations. 

This  model  language  was  presented  to  members  of  The  White 
House  Task  Force  on  Healthcare  Reform  on  April  29,  1993.   The 
model  language  was  also  included  in  the  OTA  report. 

There  are  a  number  of  key  provisions  in  AHIMA' s  model 
language  which  we  believe  are  essential  elements  of  any  legisla- 
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tion  to  govern  the  collection,  use  and  disclosure  of  health 
care  records.  These  include: 

▼  Disclosure  —  No  person  other  than  the  patient  or  the 
patient's  representative  may  disclose  health  care 
information  to  any  other  person  without  the  patient's 
authorization,  except  as  authorized  in  this  act. 

No  person  may  disclose  health  care  information  under  a 
patient's  authorization,  except  in  accordance  with  the 
terms  of  such  authorization. 

The  provisions  of  this  section  apply  both  to  disclo- 
sures of  health  care  information  and  to  redisclosures 
of  health  care  information  by  a  person  to  whom  health 
care  information  is  disclosed. 

▼  Record  of  Disclosure   —  Each  person  maintaining  health 
care  information  shall  maintain  a  record  of  all  exter- 
nal disclosures  of  health  care  information  made  by  such 
person  concerning  each  patient,  and  such  record  shall 
become  part  of  the  health  care  information  concerning 
each  patient.   The  record  of  each  disclosure  shall 
include  the  name,  address  and  institutional  affilia- 
tion, if  any,  of  the  person  to  whom  the  health  care 
information  is  disclosed,  the  date  and  purpose  of  the 
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disclosure  and,  to  the  extent  practicable,  a  descrip- 
tion of  the  information  disclosed. 

▼  Patient 'a  Authorisation;  Requirements  for  Validity  — 

To  be  valid,  a  patient's  authorization  must  — 

1)  Identify  the  patient; 

2)  Generally  describe  the  health  care  information  to 
be  disclosed; 

3)  Identify  the  person  to  whom  the  health  care  infor- 
mation is  to  be  disclosed; 

4)  Describe  the  purpose  of  this  disclosure; 

5)  Limit  the  length  of  time  the  patient's  authoriza- 
tion will  remain  valid; 

6)  Be  given  by  one  of  the  following  means  — 

a)  In  writing,  dated  and  signed  by  the  patient 
or  the  patient's  representative;  or 

b)  In  electronic  form,  dated  and  authenticated 
by  the  patient  or  the  patient's  representa- 
tive using  a  unique  identifier. 

The  ahima  model  also  includes  the  following  principles  of  fair 
information  practices: 

▼  Patient's  right  to  know  —  The  patient  or  the  patient's 
representative  has  the  right  to  know  that  health  care 
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information  concerning  the  patient  is  maintained  by  any 
person  and  to  know  for  what  purpose  the  health  care 
information  is  used. 

▼  Restrictions  on  collection  —  Health  care  information 
concerning  a  patient  must  be  collected  only  to  the 
extent  necessary  to  carry  out  the  legitimate  purpose 
for  which  the  information  is  collected. 

▼  Collection  and  use  only  for  lawful  purpose  —  Health 
care  information  must  be  collected  and  used  only  for  a 
necessary  and  lawful  purpose. 

t    Notification  to  patient  —  Each  person  maintaining 

health  care  information  must  prepare  a  formal,  written 
statement  of  the  fair  information  practices  observed  by 
such  person.   Each  patient  who  provides  health  care 
information  directly  to  a  person  maintaining  health 
care  information  should  receive  a  copy  of  the  statement 
of  a  person's  fair  information  practices  and  should 
receive  an  explanation  of  such  fair  information  prac- 
tices upon  request. 

▼  Restriction  on  use  for  other  purposes  —  Health  care 
information  may  not  be  used  for  any  purpose  beyond  the 
purpose  for  which  the  health  care  information  is  col- 
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lected,  except  as  otherwise  provided  in  this  [ACT] . 

▼  Right  to  access  —  The  patient  or  the  patient's  repre- 
sentative may  have  access  to  health  care  information 
concerning  the  patient,  has  the  right  to  have  a  copy  of 
such  health  care  information  made  after  payment  of  a 
reasonable  charge,  and,  further,  has  the  right  to  have 
a  notation  made  with  or  in  such  health  care  information 
of  any  amendment  or  correction  of  such  health  care 
information  requested  by  the  patient  or  patient  repre- 
sentative. 

t    Required  safeguards  —  Any  person  maintaining,  using  or 
disseminating  health  care  information  shall  implement 
reasonable  safeguards  for  the  security  of  the  health 
care  information  and  its  storage,  processing  and  trans- 
mission, whether  in  electronic  or  other  form. 

▼  Additional  protections  —  Methods  to  ensure  the  accura- 
cy, reliability,  relevance,  completeness  and  timeliness 
of  the  health  care  information  should  be  instituted. 

If  advisable,  additional  safeguards  for  highly  sensi- 
tive health  are  information  should  be  provided. 

The  AHIMA  model  language  also  contains  provisions  for  civil  and 
criminal  penalties  to  protect  against  unauthorized  use  or 
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disclosure. 


CONCLUSION 


Health  care  information  is  personal  and  sensitive  informa- 
tion, that  if  improperly  used  or  released,  may  do  significant 
harm  to  a  patient's  interests  in  privacy  and  in  health  care,  and 
may  affect  a  patient's  ability  to  obtain  employment,  education, 
insurance,  credit,  and  other  necessities.  Persons  maintaining 
health  care  information  need  clear  and  certain  rules  for  the 
disclosure  of  health  care  information.  The  movement  of  patients 
and  their  health  care  information  across  state  lines,  access  to 
and  exchange  of  health  care  information  from  automated  data  banks 
and  networks,  and  the  emergence  of  multi-state  providers  and 
payors  creates  a  compelling  need  for  federal  law  governing  the 
use  and  disclosure  of  health  care  information. 

AHIMA  believes  that  it  is  critical  for  legislation  to  be 
enacted  in  the  coming  year.  Thank  you  for  the  opportunity  to 
present  our  views.  We  look  forward  to  working  with  the 
Subcommittee  on  this  issue. 
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Mr.  Waxman.  Thank  you  very  much,  Ms.  Frawley. 

In  your  testimony  you  describe  a  broad  range  of  confidentiality 
protections  that  should  be  included  in  the  Health  Security  Act.  One 
of  the  stumbling  blocks  that  many  people  had  in  confidentiality  is- 
sues arises  from  family  coverage.  For  example,  should  a  wife  have 
access  to  her  husband's  mental  health  records  or  should  a  husband 
have  access  to  his  wife's  substance  abuse  records  or  should  parents 
have  access  to  their  teenager's  STD  results?  How  would  you  sug- 
gest we  resolve  these  questions? 

Ms.  Frawley.  Right  now  there  is  a  variety  of  approaches  that 
many  of  the  States  have  taken  on  these  different  issues,  and  in  the 
interest  of  public  health  reporting  purposes,  some  of  the  States 
have  felt  that  it  would  be  prudent  to  encourage  people  who  seek 
treatment  to  ensure  that  information  is  highly  protected.  And  even 
though  it  might  involve  a  minor,  say,  seeking  treatment  for  sexu- 
ally transmitted  diseases,  to  encourage  treatment,  there  have  been 
protections  built  into  place  that  information  cannot  be  disclosed 
without  that  minor's  authorization. 

Our  association  feels  that  it  is  the  individual  who  seeks  treat- 
ment; it  is  their  right  to  decide  who  should  have  access  to  their 
personal  health  information.  So,  therefore,  we  would  support  the 
right  of  any  individual  to  seek  treatment  and  to  know  that  their 
information  is  protected  from  disclosure,  even  if  it  is  to  another 
family  member. 

Mr.  Waxman.  I  think  all  States  now  protect  confidentiality  of 
STD  records.  Absolutely,  they  do  this  to  encourage  more  people  to 
volunteer  for  testing  and  treatment. 

Can  such  confidentiality  conditions  exist  under  a  uniform  infor- 
mation system? 

Ms.  Frawley.  I  think  so,  and  I  think  the  important  thing  is  to 
make  people  feel  that  they  can  seek  treatment.  That  information 
will  not  be  disclosed  without  their  authorization.  If  there  is  any 
disclosures  pursuant  to  public  health  reporting  purposes,  individ- 
uals should  have  the  right  to  know  how  their  information  is  going 
to  be  collected,  how  it  will  be  used. 

If,  for  example,  there  will  be  a  reporting  to  other  agencies  or  to 
State  databases,  individuals  need  to  know  that  before  they  enter 
into  the  health  care  delivery  system  and  certainly  should  have  the 
expectation  that  their  information  will  be  protected. 

Mr.  Waxman.  Last  week,  we  heard  from  the  National  Council  of 
La  Raza,  the  two  elements  of  the  President's  bill,  the  denial  to 
cover  undocumented  aliens  plus  the  use  of  a  health  security  card 
will,  in  combination,  they  say,  create  an  enormous  threat  to  the 
civil  rights  of  all  Latinos  of  the  United  States,  whether  they  are 
U.S.  citizens  or  not. 

They  argue  that  the  bill  will  create  a  de  facto  national  ID  card 
for  Latinos  and  Asians  regardless  of  immigration  status,  a  card 
that  those  suspected  of  being  foreign  will  have  to  carry  in  order  to 
protect  themselves  from  harassment  from  law  enforcement  officials 
and  to  identify  themselves  for  simple  procedures,  like  opening  bank 
accounts  and  obtaining  mortgages. 

Do  you  agree  that  the  use  of  the  Health  Security  Card  in  the 
President's  bill  will  lead  to  discrimination  against  Hispanic-  and 
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Asian-Americans,  and  do  you  have  any  suggestions  about  how  we 
might  reduce  the  possibility  of  such  a  result? 

Ms.  Frawley.  We  are  very  concerned  about  the  Health  Security 
Card  being  used  as  a  de  facto  national  identification  card.  There 
have  been  a  lot  of  studies  that  have  indicated  that  there  is  signifi- 
cant cost  associated  with  the  use  and  development  of  a  National 
Health  Security  Card. 

Our  association  is  committed  to  administrative  simplification  in 
the  health  care  delivery  system  and  would  suggest  that  we  really 
need  to  evaluate  whether  we  need  a  Health  Security  Card,  and  if 
it  is  determined  that  there  is  an  appropriate  use  for  one,  that  it 
really  be  limited  to  just  verification  of  eligibility  for  the  purposes 
of  accessing  the  health  care  delivery  system.  It  certainly  should  not 
become  a  "smart  card"  and  contain  clinical  information  that  is  not 
protected  and  certainly  should  not  be  used  to  discriminate  against 
anyone  on  the  basis  of  their  ethnic  or  immigration  status  as  far  as 
seeking  health  care  in  this  country. 

Mr.  Waxman.  Well,  I  thank  you  very  much  for  your  testimony, 
both  your  oral  and  your  written  testimony  and  your  response  to 
these  questions. 

Ms.  Frawley.  Thank  you  for  the  opportunity  to  testify.  We  look 
forward  to  working  with  you. 

Mr.  Waxman.  That  concludes  our  hearing  for  today.  We  stand 
adjourned. 

[Whereupon,  at  12:50  p.m.,  the  subcommittee  was  adjourned,  to 
reconvene  at  the  call  of  the  Chair.] 

[The  following  statements  were  submitted:] 
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February  4,  1994 
Washington,  D.C. 

The  Association  of  Schools  of  Public  Health  (ASPH')  is  grateful  for  the  opportunity  to 
testify  on  our  association's  views  on  health  care  reform.  Public  health  is  the  underlying 
concept  for  any  effective  health  system.  Population-based  disease  prevention/health 
promotion,  which  is  synonymous  with  public  health,  must  be  the  cornerstone  of  the  health 
care  reform  initiative.  A  health  care  system  that  assures  access  to  health  care  for  all  persons 
cannot  succeed  in  building  a  healthier  America  unless  it  addresses  disease  prevention  and 
health  promotion  in  a  comprehensive  fashion.  Population-based  measures  extend  beyond  the 
boundaries  of  any  individual  health  provider  or  facility. 

As  such,  the  Association  of  Schools  of  Public  Health  is  on  record  in  support  of 
President  Clinton's  health  care  reform  plan  (H.R.  3600) .  It  strongly  supports  the  public  health, 
preventive  medicine  and  prevention  research  provisions  of  the  plan,  as  well  as  its  overall 
principles.  ASPH  applauds  the  President's  vision  and  resolve  in  proposing  a  national  health 
care  plan  and  for  making  it  a  central  theme  of  his  presidency. 

However,  as  experts  in  the  public  health  professions  education  field,  the  members 
believe  that  all  health  care  reform  proposals  should  place  more  emphasis  on  relieving  the 
serious  shortage  of  comprehensively-trained  professionals  needed  to  meet  health  care  reform 
objectives,  especially  those  trained  to  deal  with  previously  neglected  or  unidentified 
morbidities:  HIV/AIDS,  drugs,  alcohol,  violence,  tobacco,  depression,  among  others. 

The  importance  of  this  issue  was  clearly  outlined  in  the  HHS  Secretary's  Eighth  Report 
on  Health  Personnel  to  Congress  in  1991.  HHS  listed  personnel  shortages  in  several  public 
health  occupations  and  stated  that  the  problem  is  exacerbated  by  a  lack  of  training  in  basic 
public  health  principles  and  contemporary  methods.  Many  state/local  health  department 
directors  have  reported  that  the  lack  of  practical  knowledge  and  skills  in  the  core  sciences  of 
public  health  and  preventive  medicine  has  restricted  the  effectiveness  of  their  agencies.  In 
order  to  improve  the  quality  of  the  American  public  health  infrastructure,  and  therefore,  to 
properly  set  the  stage  for  health  care  reform  and  prevention,  we  must  provide  adequate 
training,  education  and  continuing  education  to  the  public  health  workforce. 

Many  national  health  groups-especially  the  maternal  and  child  health  agencies  and 
state/local  health  officials-agree  that  regional  shortages  of  adequately  trained  professionals 


ASPH  is  the  only  national  organization  representing  the  deans,  over  2,200  faculty  and  over  13,000 
students  of  the  26  schools  of  public  health.  The  schools  represent  the  primary  education  system  that 
trains  personnel  needed  to  operate  our  nation's  public  health,  disease  prevention  and  health  promotion 
programs.  ASPH's  principal  purpose  is  to  promote  and  improve  the  education  and  training  of 
professional  public  health  personnel.  It  was  formed  in  1959  in  response  to  the  need  to  give  a  national 
voice  to  academic  public  health.  A  list  of  the  26  accredited  schools  of  public  health  is  attached. 
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present  the  most  significant  barrier  to  providing  population-based  prevention  initiatives,  in 
general  and  ensuring  the  delivery  of  quality  health  care  to  underserved  individuals  and 
under-represented  populations,  in  particular.  Health  professionals  trained  to  handle  the  unique 
demands  of  rural  and  inner-city  public  health  issues  are  in  the  shortest  supply. 

In  order  to  meet  the  national  health  goals  adopted  as  part  of  Healthy  People  2000.  as 
well  as  objectives  of  the  President's  health  care  reform  plan,  we  need  an  adequate  supply  of 
well-trained  and  qualified  health  professionals,  including  public  health  physicians.  We  urge 
Congress  to  recognize  that,  under  health  care  reform,  the  public  health  system  would  be 
responsible  for  community  assessment  of  needed  services,  assurance  that  groups  of  providers 
are  available  to  meet  community  needs,  and  administration  of  programs  which  promote 
disease  prevention,  healthy  lifestyles  and  a  safe  environment.  In  addition,  we  encourage 
recognition  that  public  health  professionals  will  be  needed  to  ensure  the  provision  of 
necessary  services  not  provided  by  other  components  of  the  proposed  health  care  system 
(e.g.,  services  to  underserved  populations  in  rural  and  inner  city  areas,  including  the  elderly, 
disabled,  teenaged  mothers  and  their  infants,  the  homeless  and  undocumented  workers, 
among  others). 

Lasting  reform  of  our  health  care  system  requires  a  strategic  (long-term)  commitment 
to  training  public  health  personnel,  shoring-up  the  public  health  infrastructure  and  the 
prevention  research  enterprise.  But  filling  the  current  occupational  voids  and  ensuring  a 
supply  into  the  next  century  is  a  priority  both  nationally  and  regionally.  Therefore,  ASPH 
recommends  the  following  provisions  to  health  care  reform  proposals  be  sustained  or  included: 

•  Recognition  of  the  complementary  role  of  community-based  public  health 
measures  in  health  care  reform;  there  is  a  need  to  mandate  the  integration  of 
public  health  with  medical  care  through  community-based  "networks  and  plans" 

•  Recognition  that  a  critical  mass  of  the  basic  public  health  disciplines  of 
epidemiology,  biostatistics,  environmental  health,  health  services  administration, 
behavioral  and  social  sciences,  among  others,  is  needed  to  build  a  prevention 
research  capacity  and  to  re-build  the  current  public  health  infrastructure,  as  well 
as  to  manage  health  care  reform  plans 

•  Three  percent  (3%)  of  national  health  care  expenditures  should  be  set  aside  to 
support  the  core  functions  of  public  health  including  the  education  of  the  public 
health  workforce  and  health  professionals  to  accomplish  these  core  functions. 
We  believe  that  it  is  crucial  to  provide  for  a  guaranteed,  predictable  and 
consistent  source  of  support  for  core  public  health  functions. 

•  Consolidation  of  current  federal  academic  public  health  support  programs  into  a 
new  authorization  that  would  earmark  $50  million  to  train  future  public  health 
professionals  (a  Public  Health  Service  Corps)  through  accredited  graduate  public 
health  educational  programs  to  usher  in  health  care  reform  at  the  federal,  state 
and  local  level.  Under  this  plan,  schools  of  public  health  and  accredited 
programs  in  preventive  medicine,  would  train  and  educate  a  cadre  of  new  public 
health  professionals,  with  special  skills  and  competencies  needed  to  function  in 
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a  health  care  reform  environment,  for  careers  in  official  public  health  agencies 
and  organizations. 

Expertise  to  provide  public  health  services  makes  increased  education  of  the  existing 
and  future  public  health  workforce,  in  such  disciplines  as  organizational  management,  cultural 
sensitivity,  interdisciplinary  cooperation,  biostatistics  and  epidemiology,  planning  and  program 
evaluation,  and  financial  management,  to  name  a  few,  critical  to  the  success  of  health  care 
reform. 

One  final  recommendation,  Mr.  Chairman.  We  respectfully  urge  that  the  medical 
specialty  of  preventive  medicine  be  included  in  the  definition  of  primary  care  in  all  bills. 
Schools  of  public  health  pay  an  essential  role  in  training  physicians  in  public  health  and  in  the 
specialty  of  preventive  medicine.  They  sponsor  about  20  percent  of  all  residency  programs 
in  preventive  medicine,  public  health,  and  occupational  medicine,  and  provide  academic 
training  to  many  more  public  health  and  preventive  medicine  physicians.  These  physicians 
play  important  roles  in  many  health  care  settings  where  expertise  in  both  clinical  medicine  and 
the  population-based  approach  of  public  health  is  required.  Every  major  study  of  national 
health  workforce  needs  has  concluded  that  there  is  a  shortage  of  physicians  trained  in 
preventive  medicine.  The  Third  Report  of  the  Council  on  Graduate  Medical  Education 
(COGME)  recommended,  as  a  national  goal,  increasing  the  percentage  of  physicians  trained 
and  certified  in  preventive  medicine.  We  support  the  President's  proposal  and  others  that  will 
enable  graduate  medical  education  funding  for  physicians  training  in  settings  other  than 
hospitals.  We  are  alarmed,  however,  by  the  proposals's  exclusion  of  preventive  medicine 
from  the  list  of  specialties  for  which  training  slots  will  be  increased.  If  preventive  medicine 
must  compete  with  medical  subspecialties  in  oversupply  for  a  reduced  number  of  funded 
training  slots,  we  fear  for  its  future.  We  urge  the  Committee  to  continue  the  precedent  it  set 
in  OBRA  93  by  treating  preventive  medicine  the  same  as  the  primary  care  specialties  for 
purposes  of  graduate  medical  education  funding. 

Deans  of  the  U.S.  Schools  of  Public  Health  recognize  that  the  will  to  propose  a  plan  to 
revitalize  the  health  care  system  was  lacking,  until  now.  ASPH  also  recognizes  that 
population-based  approaches  to  disease  prevention  and  health  promotion  were  not  given  the 
benefit  of  their  achievements  in  lowering  the  burden  of  disease  and  disability,  not  to  mention 
delaying  morbidity,  until  now.  And  ASPH  recognizes  that  there  is  an  opportunity  now  to 
make  a  major  contribution  to  our  society  by  reforming  the  current  health  care  system  and 
adopt  a  plan  that  calls  for  re-building  of  our  nation's  public  health  system  (currently  "in 
dissaray"),  a  plan  that  calls  for  the  reduction  in  the  burden  of  controllable  health  problems, 
a  plan  that  calls  for  the  education  of  comprehensively-trained  public  health  professionals  to 
function  in  a  health  care  reform  environment  and  a  plan  that  calls  for  population-based 
approaches  in  health  care  reform  through  the  application  traditional  public  health  principles  and 
programs:    assessment,  policy  development  and  assurance. 

ASPH  appreciates  the  opportunity  to  testify  on  the  need  for  health  care  reform,  in 
general  and  for  the  opportunity  to  present  its  views  on  the  need  for  professionals  with 
population-based  expertise  to  accomplish  its  goals,  in  particular. 

### 
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NHeLPl  National  Health  Law  Program,  Inc. 


TESTIMONY  REGARDING  "HEALTH  CARE  OPTIONS"  PRESENTATION  IN  MEDI- 
CAL 

I .   INTRODUCTION 

The  National  Health  Law  Program,  the  Legal  Aid  Society  of 
San  Diego,  the  Legal  Aid  Foundation  of  Los  Angeles,  and  the 
Children's  Advocacy  Institute,  are  submitting  testimony  on  behalf 
of  low-income  Medi-Cal  recipients  to  raise  criticisms  regarding 
the  California  state  Medicaid  agency's  use  of  marketing 
presentations  at  state  welfare  offices  which  are  intended  to 
"encourage"  Medi-Cal  recipients  to  join  managed  care  plans. 
Unfortunately,  these  presentations  are  biased,  misleading,  and 
have  been  accompanied  by  high-pressure  tactics  on  the  part  of 
eligibility  workers  and  presenters.   While  the  state  plans  to  use 
such  presentations  eventually  as  an  alternative  to  door-to-door 
marketing  by  the  plans,  the  result  has  been  to  replace  one  set  of 
deceptive  and  misleading  marketing  practices  with  another. 

One  of  the  major  problems  for  consumers  with  managed  care  is 
that  consumers  often  do  not  know  how  to  use  such  plans  to  access 
timely  care.   They  need  education  and  assistance  in  both 
determining  whether  managed  care  is  appropriate  for  them  and  if 
they  enroll,  in  learning  how  to  use  such  plans.   These 
presentations  completely  fail  to  meet  this  need. 

The  problems  with  these  presentations  should  prove 
instructive  as  legislators  consider  designing  consumer 
protections  which  will  enable  consumers  to  make  meaningful 
choices  concerning  enrollment  in  health  plans. 
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II.  BACKGROUND  TO  THE  REVISED  HEALTH  CARE  OPTIONS  PRESENTATION 

In  an  effort  to  curb  the  rampant  marketing  abuses  associated 
with  door-to-door  marketing  by  managed  care  plans,  as  well  as 
fraudulent  and  abusive  marketing  practices  at  hospitals,  food 
stamp  centers,  and  WIC  offices,  the  California  Legislature  has 
called  for  the  elimination  of  door-to-door  marketing  by  next 
summer.   To  replace  door-to-door  marketing,  the  Department  of 
Health  Services  (DHS)  plans  to  use  Health  Care  Options  (HCO) 
presentations  at  local  welfare  offices. 

DHS  already  had  been  using  such  presentations,  but  beginning 
in  September  1993,  DHS  revised  these  presentations  to  "encourage" 
the  use  of  managed  care.   These  revised  presentations  were 
piloted  in  welfare  offices  in  Los  Angeles  and  Contra  Costa 
Counties . 

These  revised  presentations  are  also  the  first  step  in  the 
state's  process  to  institute  "default,"  a  program  under  which 
Medi-Cal  recipients  who  fail  to  certify  that  they  have  a 
relationship  with  a  fee-for-service  provider  can  be  enrolled 
automatically  in  a  health  plan.   See  Calif.  Welf.  &  Inst.  Code  S 
14016.5(c)(1).   However,  HCFA  specifically  has  requested  that  DHS 
delay  its  implementation  of  default  until  HCFA  has  given  approval 
to  the  presentations,  in  order  to  "ensure  HCO  presentations  are 
objective  and  fairly  represent  both  managed  care  and  fee-for- 
service  (FFS)  options." 

III.  THE  REVISED  HCO  PRESENTATIONS  ARE  FRADGHT  WITH  PROBLEMS 
The  substitution  of  the  revised  Health  Care  Options 
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presentations  is  perpetrating  yet  another  set  of  misleading, 
unfair,  and  dangerous  marketing  practices.   In  fact,  legal 
services  offices  have  filed  a  lawsuit  challenging  the  state's 
authority  to  do  such  presentations  under  federal  and  state  law. 
See  Lenore  M.  v.  Belshe,  No.  BC093821,  L.A.  County  Superior  Court 
(Nov.  23,  1993). ' 

The  revised  presentations  are  biased  in  the  following  ways. 
First,  they  claim  that  managed  care  offers  "extra"  benefits  and 
that  fee-for-service  Medi-Cal  offers  only  "basic"  services.   This 
statement  creates  a  misimpression  that  managed  care  offers  extra 
medical  benefits  not  available  under  fee-for-service.   This  is  an 
untrue  statement.   Medi-Cal  recipients  are  entitled  to  the  same 
scope  of  services  inside  as  well  as  outside  of  managed  care 
plans.   Second,  these  presentations  indicate  that  an  advantage  in 
managed  care  is  that  there  are  no  copayments  for  emergency  care. 
This  is  extremely  misleading  in  that  in  fee-for-service  care, 
copayments  are  charged  only  if  the  recipient  uses  emergency  care 
for  a  non-emergency.   Under  managed  care,  the  recipient  can  be 
held  liable  for  the  payment  by  the  hospital  for  using  emergency 


1  The  lawsuit  raises  federal  freedom  of  choice  claims  based 
on  the  fact  that  the  presentation  is  not  complete  and  objective, 
and  recipients  are  being  instructed  that  they  must  attend 
presentations  when,  in  fact,  enrollment  in  managed  care  still  is 
voluntray.  The  lawsuit  raises  state  law  claims  based  on  state  law 
requirements  that  the  presentations  must  be  complete  and  objective 
and  must  explain  "the  benefits  and  limitations"  of  both  managed 
care  and  fee-for-service  care  (Calif.  Welf.  &  Inst.  Code  § 
14016.6(b))  and  that  beneficiaries  and  applicants  must  be  "assured" 
the  right  to  "make  a  well-informed  choice,  without  duress."  Id.  at 
§14016. 6(c) . 
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care  in  a  non-emergency.   Thus,  in  this  respect,  recipients  are 
worse  off  with  managed  care. 

The  presentations  also  fail  to  be  complete.   Recipients  are 
presented  with  a  list  of  the  managed  care  options,  providing 
addresses  of  managed  care  providers,  and  indicating  which 
providers  offer  "extra  benefits"  such  as  transportation  or  child 
care.   However,  no  parallel  list  of  fee-for-service  providers  is 
available.   Recipients,  thus,  for  example,  are  not  informed  of 
clinics  available  to  them  around  the  corner,  or  of  the  extra 
benefits  provided  by  some  clinics,  such  as  transportation  and 
child  care,  and  in  addition,  translation  services,  services  for 
the  entire  family,  regardless  of  Medi-Cal  eligibility,  or  extra 
social  and  counseling  services,  such  as  special  assistance  to 
homeless  families  provided  by  some  clinics,  or  special  counseling 
for  HIV-related  conditions. 

In  addition,  recipients  and  applicants  in  the  piloted  areas 
are  being  subjected  to  high-pressure  tactics  by  the  eligibility 
workers  as  well  as  the  presenters,  just  the  sort  of  tactics  these 
presentations  were  intended  to  supplant.   For  example,  recipients 
and  applicants  have  complained  of  the  following:   a)  being  told 
they  must  attend  presentations;  b)  being  told  that  they  must 
enroll  in  a  managed  care  plan;  and  c)  being  told  that  they  must 
enroll  in  a  managed  care  plan  before  leaving  the  presentation. 
In  addition,  referral  forms  being  used  by  the  eligibility  workers 
indicate  that  attendance  at  presentations  is  mandatory,  which  is 
untrue  since  enrollment  still  is  voluntary,  and  forms  used  at  the 
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presentations  are  confusing  in  providing  a  place  for  signature 
which  would  cut  off  the  applicant's  right  to  use  fee-for-service 
care,  regardless  of  whether  the  applicant  was  enrolling  in  a 
specific  plan. 

The  danger  is  that  recipients  will  enroll  in  managed  care 
plans  that  they  do  not  understand  how  to  use,  or  cannot  use 
because  of  distance  or  language  barriers,  or  would  be 
inappropriate  to  meet  their  specialized  health  care  needs. 
Managed  care  plans  often  involve  layers  of  bureaucracy  which  are 
intended  to  limit  inappropriate  use.   However,  for  an  uneducated 
consumer,  or  a  consumer  inexperienced  with  such  systems,  the 
bureaucracy  can  create  dangerous. delays  in  their  ability  to 
access  necessary  care. 

IV.  RECIPIENTS  ARE  BEING  DEPRIVED  OF  THEIR  RIGHT  TO  MAKE 
MEANINGFUL  CHOICES 

Even  if  managed  care  were  the  only  option,  these 

presentations  are  antithetical  to  consumers'  ability  to  make 

meaningful  choices.   For  example,  after  the  presentations, 

recipients  are  not  provided  any  written  information  about  the 

plans  to  help  them  make  thoughtful  decisions  about  their  choices, 

they  are  not  given  an  opportunity  to  determine  if  providers  they 

would  like  to  see  are  part  of  the  plans,  and  they  are  not 

provided  any  further  education  to  help  them  learn  how  to  use 

managed  care  plans  and  assert  their  rights  within  them  if 

necessary. 

V.  THE  NECESSITY  FOR  CONSUMER  PROTECTION 

Because  consumers  need  to  be  protected  against  fraudulent 
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and  deceptive  marketing  abuses,  we  believe  it  is  a  good  idea  to 
eliminate  door-to-door  marketing  and  to  require  availability  of 
objective  and  complete  presentations  regarding  health  care 
options,  including  fee-for-service  options  if  available. 
However,  the  above  problems  in  California  should  provide  an 
example  of  how  not  to  do  such  presentations.   The  following  are 
suggestions  for  developing  meaningful  consumer  protections  in 
this  area: 

1.  The  presentations  truly  must  be  objective. 

2.  The  presentations  should  provide  complete  and 
comprehensive  information,  including  a  listing  of  providers 
available  through  each  plan,  broken  down  by  specialty  and 
location . 

3 .  There  should  be  no  coercion  or  pressure  regarding 
attendance  at  the  presentations. 

4.  The  time-frame  within  which  to  make  a  choice  and  to 
change  one's  mind  should  be  adequate  (we  suggest  a  minimum  of 
thirty  days) . 

5.  Objective  written  materials  that  applicants  can  take 
home  to  study  should  be  available,  and  should  be  available  in 
languages  other  than  English  for  non-English  speakers. 

6.  Counselors  should  be  available  to  answer  questions  after 
the  presentations  are  made,  both  by  toll-free  telephone,  or  in 
person,  including  questions  about  whether  specific  providers  are 
available  in  certain  plans. 

7.  Presentations  should  be  available  to  maximize  consumer 
access  to  information,  including  during  after-work  hours,  and  at 
sites  other  than  the  welfare  offices,  such    WIC  sites. 

8.  Consumer  education  should  be  available  on  an  on-going 
basis  to  provide  guidance  on  how  to  use  such  plans,  and  how  to 
assert  rights  within  plans  if  necessary. 


HEALTH  CARE  REFORM 
Alternative  Legislative  Approaches 


TUESDAY  FEBRUARY  1,  1994 

House  of  Representatives, 
Committee  on  Energy  and  Commerce, 
Subcommittee  on  Health  and  the  Environment, 

Washington,  DC. 

The  subcommittee  met,  pursuant  to  notice,  at  9:37  a.m.,  in  room 
2123,  Rayburn  House  Office  Building,  Hon.  Henry  A.  Waxman 
(chairman)  presiding. 

Mr.  Waxman.  The  meeting  of  the  subcommittee  will  come  to 
order. 

Since  last  September,  this  subcommittee  has  held  19  hearings  on 
President  Clinton's  health  reform  plan,  H.R.  3600.  We  have  heard 
over  100  hours  of  testimony  from  administration  and  other  wit- 
nesses on  the  structure  and  financing  of  the  President's  plan. 
Today  and  tomorrow  we  will  turn  our  attention  to  several  other 
bills  that  propose  alternative  approaches  to  health  reform. 

This  morning  we  will  hear  testimony  on  H.R.  1200 — the  Amer- 
ican Health  Security  Act — which  was  introduced  by  our  colleague, 
Congressman  McDermott,  and  which  is  cosponsored  by  a  number 
of  members  of  this  committee. 

This  afternoon  we  will  receive  testimony  on  H.R.  3080 — the  Af- 
fordable Health  Care  Now  Act — introduced  by  the  Minority  leader 
of  the  House,  Mr.  Michel,  and  also  cosponsored  by  a  number  of 
members  of  this  committee. 

As  we  examine  these  bills,  it  is  my  hope  that  we  will  judge  each 
of  them  by  a  common  set  of  standards: 

First,  does  the  plan  guarantee  universal  coverage  for  a  defined 
package  of  comprehensive  benefits? 

Second,  does  the  plan  specify  a  credible  and  fair  financing 
scheme  to  make  sure  benefits  will  be  provided? 

Third,  does  the  plan  assure  that  the  costs  of  coverage  are  afford- 
able for  all  families  and  employers  and  that  the  quality  of  care 
meets  the  highest  standards? 

And,  finally,  does  the  plan  give  all  Americans  a  meaningful 
choice  of  their  physician  and  hospital  providers? 

Unless  all  of  the  answers  to  all  of  these  questions  is  yes,  I  don't 
see  how  any  bill  can  achieve  our  health  reform  goals. 

As  my  colleagues  know,  I  have  supported  a  number  of  health  re- 
form measures  over  the  years.  Each  of  them  was  based  on  the  prin- 
ciple of  guaranteed,  comprehensive  coverage  for  all  Americans. 
While  there  are  obviously  a  number  of  ways  to  get  to  this  goal,  we 
must  resist  the  temptation  to  take  easy  half-steps  toward  reform 
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that  leave  millions  uncovered  and  exacerbate  our  health  crisis.  We 
are  all  at  risk  if  we  cannot  agree  on  a  comprehensive  health  reform 
plan. 

Before  calling  on  our  witnesses,  I  want  to  recognize  the  distin- 
guished Ranking  Republican  Member  of  the  subcommittee,  Mr.  Bli- 
ley,  for  his  opening  statement,  and,  without  objection,  all  the  Mem- 
bers' opening  statements  will  be  included  in  the  record  at  this 
point. 

Mr.  Bliley.  Thank  you,  Mr.  Chairman. 

During  the  past  several  weeks,  two  of  the  leading  Members  of 
the  Senate,  Minority  Leader  Bob  Dole  and  the  Senate  Finance 
Committee  Chairman,  Daniel  Patrick  Moynihan,  have  come  to  a 
rare  meeting  of  the  minds  on  the  state  of  the  American  health  care 
system.  Both  agree  that  while  health  care  is  a  very  important  prob- 
lem for  a  lot  of  people,  the  American  health  care  system  is  not  in 
crisis.  Senator  Moynihan  specifically  stated  that  there  is  not  a 
health  care  crisis  in  cost  and  that  the  constant  administration  talk 
of  a  health  care  crisis  is  not  helping  the  public  understanding  of 
the  state  of  the  American  health  care  system.  Recent  economic  data 
show  the  smallest  growth  in  health  care  expenditures  during  the 
past  decade,  and  public  opinion  polls  regularly  show  that  9  out  of 
10  Americans  are  satisfied  with  the  health  care  they  receive. 

Although  there  is  not  a  crisis  in  the  American  health  care  sys- 
tem, there  are  significant  problems  which  must  be  fixed.  For  the 
past  2  years  the  Republican  Health  Care  Task  Force  has  been 
meeting  to  hammer  out  a  bill,  H.R.  3080,  the  Affordable  Health 
Care  Act  of  1993,  which  provides  targeted  fixes  for  specific  prob- 
lems, problems  such  as  job  lock,  continuity  of  coverage  and  pre- 
existing condition  limitations  which  the  President  himself  identi- 
fied in  his  State  of  the  Union  address.  Later  today,  the  distin- 
guished Minority  Leader  Bob  Michel  will  testify  before  this  sub- 
committee on  this  bill.  Accompanying  the  Leader  will  be  our  col- 
league, Congressman  Hastert,  and  the  Ranking  Republican  on  the 
Ways  and  Means  Health  Subcommittee,  Congressman  Bill  Thomas. 

I  would  like  to  discuss  some  of  the  key  provisions  of  the  bill. 

To  increase  availability  and  continuity  of  health  care  coverage  for 
employees,  the  bill  does  the  following: 

Requires  all  employers  to  offer  to  employees  at  least  one  health 
care  plan; 

Encourages  employers  to  facilitate  enrollment  in  health  plans 
through  multiple  employer  purchasing  arrangements; 

Limits  preexisting  condition  restrictions  under  all  employer 
health  benefit  plans; 

Ends  job-lock  by  assuring  continuous  availability  of  health  cov- 
erage by  prohibiting  preexisting  condition  restrictions; 

Prohibits  employer  health  plans  from  being  canceled  or  denied 
renewability. 

The  bill  also  provides  tax  fairness  for  the  self-employed  and  un- 
insured individuals  by  gradually  increasing  the  tax  deduction  for 
the  cost  of  health  insurance  premiums  for  the  self-employed  from 
25  percent  to  100  percent. 

To  expand  the  capacity  of  communities  to  meet  the  health  care 
needs  of  low-income  and  uninsured  individuals,  the  current  author- 
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ization  of  community  and  migrant  health  centeis  is  increased  by 
1.5  billion  over  5  years. 

Under  this  bill,  States  would  be  given  new  flexibility  to  manage 
their  Medicaid  programs  more  efficiently  and  to  redirect  Medicaid 
disproportionate  share  funds. 

First,  States  would  be  allowed  to  enroll  Medicaid  beneficiaries  in 
HMO's  and  PPO's  without  having  to  submit  cumbersome  waiver 
applications.  States  would  be  given  the  option  to  mandatorily  enroll 
Medicaid  beneficiaries,  provided  they  meet  Federal  quality  assur- 
ance standards. 

Second,  States  would  be  allowed  to  redirect  their  Medicaid  hos- 
pital disproportionate  share  funds.  As  the  Washington  Post  again 
pointed  out  yesterday,  these  funds  grew  from  less  than  a  billion 
dollars  in  1989  to  approximately  $17  billion  today  because  of  a 
change  in  law  during  1990.  Instead  of  using  this  money  to  balance 
State  budgets  and  build  new  sports  stadiums,  States  would  be  al- 
lowed to  redirect  these  Medicaid  funds  into  health  alliance  pro- 
grams where  eligible  individuals  would  be  able  to  enroll  in  private- 
market  health  plans. 

Let  me  conclude  with  some  observations  about  the  upcoming  de- 
bate. First,  the  President's  threatened  veto  of  any  bill  that  does  not 
immediately  offer  universal  coverage  through  a  nationalized  system 
is  uncalled  for.  Rather  than  have  responsible  attempts  to  establish 
bipartisan  reform  which  will  fix  the  problems  in  the  insurance  mar- 
ket that  the  President  himself  identified  in  his  speech,  he  would 
rather  hold  out  for  a  nationalized,  command  and  control,  one-size- 
flts-all  health  care  system  which  relies  on  rationing  care  and  limit- 
ing individual  choice.  The  only  two  bills  which  meet  these  criteria 
are  his  Health  Security  Act  and  the  McDermott  Canadian  single- 
payer  bill.  As  we  know,  our  Canadian  neighbors  had  to  shut  down 
their  hospitals  for  3  weeks  during  Christmas  because  the  govern- 
ment ran  out  of  money. 

We  hope  in  the  coming  weeks  to  work  with  Members  from  both 
parties  on  a  health  care  reform  proposal  which  will  build  on  the 
strengths  of  the  current  system,  which  is  the  finest  in  the  world, 
and  fix  only  those  problems  that  need  to  be  fixed.  If  the  President 
and  the  Democrats  want  to  ration  health  care,  limit  patient  choice, 
create  new  payroll  and  individual  taxes  and  turn  the  American 
health  care  system  into  a  second  rate  one,  they  will  not  do  so  with- 
out a  fight  from  this  side  of  the  aisle. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you,  Mr.  Bliley. 

We  started  this  hearing  earlier  because  some  of  these  witnesses 
have  to  leave,  but  if  members  of  the  subcommittee  want  to  give  an 
oral  opening  statement  we  will  do  it  later  at  a  later  time. 

Mr.  Hastert. 

Mr.  Hastert.  Thank  you,  Mr.  Chairman. 

I  just  want  to  welcome  the  distinguished  Chairman  of  Govern- 
ment Operations  and  my  good  colleague  from  Washington,  Jim 
McDermott,  whom  I  have  debated  from  time  to  time  on  these  is- 
sues. I  had  the  honor  to  travel  to  Canada  with  both  these  gen- 
tleman and  look  at  the  Canadian  system.  Perhaps  we  came  to  dif- 
ferent conclusions,  but  I  look  forward  to  your  testimony  and  cer- 
tainly your  contribution  to  the  ongoing  debate. 
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Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you  Mr.  Hastert. 

Mr.  Brown. 

Mr.  Brown.  Mr.  Chairman,  thank  you. 

I  look  forward  after  particularly  hearing  talk  about — hearing  all 
the  myths  about  Canadian  health  care  and  all  the  horror  stories 
that  we  have  heard  over  and  over  again  from  the  media,  from 
members  of  this  committee,  from  the  insurance  industry,  from  op- 
ponents of  single  payer. 

I  look  forward  to  hearing  what  is  really  going  on  in  Canada,  and 
I  cite  one  interesting  poll  that  appeared  some  months  ago  in  Harp- 
er's magazine  that  twice  as  many  Canadians — this  was  actually  a 
poll  taken  in  Canada — twice  as  many  Canadians  believe  Elvis 
Presley  is  still  alive  than  the  number  who  prefer  the  American 
health  care  system  over  the  Canadian  health  care  system.  And  that 
is — that  may  tell  you  something  about  the  public  support  of  single 
payer  in  Canada  and  tell  us  as  lawmakers  in  this  country  why  we 
should  look  much  more  seriously  at  the  Canadian  plan. 

Mr.  Waxman.  Thank  you,  Mr.  Brown. 

We  are  pleased  to  welcome  for  our  first  panel  the  author  and  two 
of  the  91  cosponsors  of  H.R.  1200,  the  American  Health  Security 
Act,  the  Honorable  Jim  McDermott  of  Washington,  who  introduced 
the  bill;  the  Honorable  John  Conyers  of  Michigan,  the  distin- 
guished chair  of  the  House  Committee  on  Government  Operations; 
and  the  Honorable  Nancy  Pelosi  of  California,  a  leader  in  the  fight 
to  assure  access  to  care  with  people  with  AIDS  and  on  behalf  of 
women's  health. 

I  want  to  welcome  each  of  you  to  our  subcommittee  hearing 
today.  Your  written  testimony  without  objection  will  be  in  our 
record  in  full.  We  would  like  to  ask  you,  if  you  would,  to  keep  to 
a  5-minute  time  frame  for  the  oral  presentation. 

Mr.  McDermott. 

STATEMENT  OF  HON.  JIM  McDERMOTT,  A  REPRESENTATIVE 
IN  CONGRESS  FROM  THE  STATE  OF  WASHINGTON 

Mr.  McDermott.  Thank  you,  Mr.  Chairman  and  members  of  the 
subcommittee. 

I  am  here  today  as  the  one  of  the  coauthors  of  the  American 
Health  Security  Act,  and  I  want  to  thank  the  subcommittee  for  tak- 
ing the  time  to  hear  testimony  on  this  legislation. 

This  subcommittee  and  the  Congress  are  beginning  a  historic  de- 
bate on  national  health  care  reform.  It  is  long  overdue,  and  I  know 
that  many  Members,  including  the  chairman,  have  been  involved 
in  this  very  deeply  for  a  very  long  time.  The  Washington  Post  gave 
this  subcommittee  chairman  great  credit  for  his  efforts,  and  I  think 
that  this  is  not  a  new  debate  for  many  of  you. 

President  Clinton  also  deserves  credit  for  placing  the  health  care 
reform  issue  first  on  the  agenda  for  the  Nation.  It  is  now  time  for 
Congress  to  respond  to  the  challenges  before  us. 

Now,  we  are  all  aware  of  the  need  for  reform  of  the  Nation's  sys- 
tem of  providing  and  paying  for  health  care.  I  am  not  going  to 
waste  your  time  convincing  you  of  the  existence  of  a  health  care 
crisis.  The  American  people  know  the  indisputable  reality  of  this 
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crisis,  and,  as  far  as  I  am  concerned,  anyone  who  tries  to  convince 
them  otherwise  can  just  defend  that  at  the  polls. 

This  morning  in  the  Washington  Post,  both  Mr.  Dole  and  Mr. 
Moynihan  retracted  their  statements  about  there  being  no  health 
care  crisis. 

The  time  has  come,  really,  to  start  making  decisions.  So  far,  the 
debate  has  focused  on  competing  slogans,  but  we  all  know  that  slo- 
gans are  not  going  to  be  enough  to  get  us  through  this  issue  be- 
cause every  citizen  will  be  personally  affected  by  this  vote,  and  if 
we  misled  them,  every  voter  will  know  it  in  very  short  order. 

Yogi  Berra  said,  when  you  come  to  the  fork  in  the  road,  take  it. 
And  we  are  at  a  fork.  We  can  consolidate  the  control  of  insurance 
companies  over  our  health  care  delivery  system  and  spend  all  our 
resources  policing  how  they  do  the  job  or  we  can  give  the  control 
to  the  American  people. 

H.R.  1200  gives  you  the  chance  to  vote  for  something  that  will 
cost  your  constituents  less  and  give  them  more  than  they  have  ever 
had,  and  you  will  able  to  explain  to  them — easily  and  clearly — ex- 
actly how  it  will  work. 

I  believe  that  is  a  vote  you  can  defend.  Every  other  option,  in- 
cluding the  status  quo,  will  cost  the  American  people  much  more 
and  give  them  much  less.  They  may  not  be  able  to  understand  that 
today,  but  they  will  figure  it  out  in  a  very  short  time,  and  they  will 
hold  those  of  us  who  failed  to  seize  the  opportunity  for  the  best  ac- 
countable for  that  decision. 

So  let's  talk  reality  and  substance  and  bottom  lines. 

I  am  here  today  to  discuss  a  proposal  which  at  least  93  other 
Members  of  Congress  feel  is  the  most  cost-effective  approach  to 
preserving  the  best  aspects  of  our  current  system,  while  taking 
bold  and  necessary  steps  to  correct  the  inequities  and  shortcomings 
of  our  current  system  of  financing  health  care. 

In  short,  H.R.  1200  offers  the  best  approach  to  health  care  re- 
form because  it  is  simple  and  universal.  It  is  proven,  and  it  is  effi- 
cient. H.R.  1200  is  an  American  single-payer  model  of  health  care 
financing  which  guarantees  universal  coverage  while  preserving 
the  best  aspects  of  the  private  delivery  system. 

This  is  in  sharp  contrast  to  other  proposals  before  the  Congress. 
President  Clinton's  plan  aspires  to  universal  coverage,  but  it  will 
not  achieve  this  except  through  a  major  disruption  of  the  current 
system  which  has  never  been  tested  before.  Other  proposals  before 
the  Congress  do  not  even  pretend  to  achieve  universal  coverage. 

More  significantly,  H.R.  1200  accomplishes  the  goals  of  universal 
coverage,  the  preservation  of  the  current  private  physician-patient 
relationship  and  offers  the  most  comprehensive  benefit  package 
while  accruing  the  largest  savings  compared  to  any  other  proposal. 

We  are  going  to  get  into  a  battle  of  words  and  phrases  and  slo- 
gans, but  the  Congressional  Budget  Office  says  the  single-payer  ap- 
proach will  save  up  to  $175  billion  a  year  from  the  Nation's  health 
care  bill  by  the  year  2003.  Up  to  $100  billion  will  be  saved  in  ad- 
ministrative savings  alone.  This  is  compared  to  only  an  estimated 
$7  billion  savings  in  administrative  cost  in  the  President's  bill. 
That  is  from  Ira  Magaziner  directly. 

I  am  proud  to  be  the  sponsor  of  the  only  proposal  for  health  care 
reform  that  is  fully  financed  and  that  guarantees  universal  cov- 
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erage  which  are  requirements  that  a  number  of  polls  have  said  as 
high  as  78  percent  of  the  American  people  demand  be  part  of  re- 
form. There  is  no  smoke  and  mirrors,  no  phoney  numbers.  And,  un- 
like Mr.  Cooper's  proposal  and  Mr.  Chafee's  proposal,  there  is  no 
hidden  income  tax  penalties  for  most  middle  Americans  in  addition 
to  the  health  insurance  and  out-of-pocket  costs  that  they  will  pay. 

Indeed,  I  want  to  commend  the  cosponsors  of  Mr.  Cooper's  bill  for 
their  political  courage  in  supporting  income  tax  increases  without 
offering  defined  benefits  or  coverage  in  return.  There  are  19  Repub- 
licans who  do  this.  It  really  intrigues  me.  I  would  like  to  hear  them 
explain  the  defense  of  an  income  tax  increase. 

Under  H.R.  1200,  every  American  will  know  exactly  how  much 
health  insurance  is  going  to  cost  in  the  foreseeable  future,  and  75 
percent  of  Americans  will  pay  less  in  1999  than  they  are  paying 
today  for  their  health  insurance. 

Seventy-five  percent  will  pay  less  for  a  benefit  package  that  is 
the  most  comprehensive,  including  home,  community-based  and 
nursing  home  long-term  care,  prescription  drugs,  comprehensive 
mental  health  and  substance  abuse  services,  as  well  as  a  full  array 
of  preventive  and  acute  care  services. 

Seventy-five  percent  will  pay  less  for  a  plan  that  gives  them  un- 
restricted choice  of  provider,  not  just  choice  of  plan.  And  there  is 
a  real  distinction.  We  give  them  free  choice  of  provider. 

Seventy-five  percent  will  pay  less  for  a  plan  which  eliminates  in- 
terference in  the  doctor-patient  relationship  by  prohibiting 
precertification  of  medical  decisions  by  some  accountant  on  a  1-800 
number.  Seventy-five  percent  will  pay  less  for  a  plan  that  elimi- 
nates for  consumers  the  need  to  file  reams  of  paper  with  insurers 
and  dramatically  reduces  the  administrative  burden. 

H.R.  1200's  numbers  are  the  cleanest  numbers  in  town.  The  bill 
was  scored  by  CBO,  and  the  numbers  were  sent  to  the  Joint  Tax 
Committee  to  raise  the  required  revenue.  Period.  We  have  a  $9  bil- 
lion surplus  by  year  three,  and  universal  coverage  in  year  one.  Our 
payroll  deductions  for  a  public  health  insurance  premium  for  most 
small  businesses  and  individuals  are  smaller  than  the  President's 
plan  and  definitely  less  than  most  businesses  and  individuals  are 
paying  for  insurance  today. 

Now,  no  one  else  can  tell  the  American  people  what  their  pro- 
posal will  cost  Americans  individually  for  one  major  reason:  No  one 
else  can  tell  the  American  people  what  their  private  health  insur- 
ance premiums  are  going  to  cost,  and  no  other  proposal  can  verify 
whether  or  not  those  premiums  are  going  to  be  affordable. 

Let's  get  one  thing  straight.  Universal  coverage  is  affordable.  The 
reason  our  numbers  are  the  best  in  town — and  always  will  be — is 
because  the  administrative  savings  by  eliminating  the  insurance 
company  middlemen  more  than  pay  for  the  universal  coverage.  No 
mistake  about  it.  The  tortured,  cumbersome  and,  in  my  opinion,  fu- 
tile attempt  to  keep  insurance  companies  in  the  mix  is  consuming 
our  resources  for  universal  coverage. 

How  many  of  you  have  a  district  where  they  love  insurance  com- 
panies? I  would  like  to  go  out  there. 

The  Consumers  Union  found  that  our  bill  is  the  best  for  all  seg- 
ments of  the  population,  especially  for  children  and  senior  citizens. 
The  American  Medical  Women's  Association  endorses  our  bill  as 
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the  best  for  women.  The  Public  Health  Association  endorsed  our 
bill  as  the  best  reform  for  the  public  health  infrastructure  of  this 
country. 

The  American  people  are  not  looking  for  a  political  patchwork  on 
the  system  again.  We  have  done  it  again  and  again  and  again  and 
again.  They  are  looking  for  a  health  care  system  that  is  simple  to 
understand,  with  clear  guarantees  of  coverage  and  affordability. 
H.R.  1200  is  the  only  proposal  that  does  that.  When  you  take  it 
home  to  your  constituents,  they  will  know  you  have  done  good  work 
for  them. 

Thank  you. 

Mr.  Waxman.  Thank  you  very  much,  Mr.  McDermott. 

Mr.  Conyers. 

STATEMENT  OF  HON.  JOHN  CONYERS,  A  REPRESENTATIVE  IN 
CONGRESS  FROM  THE  STATE  OF  MICHIGAN 

Mr.  Conyers.  I  wanted  to  commend  Dr.  McDermott  for  a  great 
presentation.  And  I  also  want  to  be  very,  very  proud  of  your  work, 
Mr.  Chairman,  and  my  colleague,  Denny  Hastert,  and  Government 
Operations.  And  here  in  the  health  care  field,  your  name  is  being 
mentioned  all  over  town  as  the  man  in  motion  on  this,  and  I  am 
pleased  to  be  before  your  committee  today. 

And  I  am  so  proud  to  be  a  part  of  this  American  legislative  his- 
tory about  how  to  deal  with  a  problem  that  has  been  bugging  us 
since  1934  when  Franklin  Roosevelt  took  a  look  at  it  and  was 
talked  out  of  it.  And  it  came  together. 

We  were  working  with  Marty  Russo  before,  but  when  Dr. 
McDermott  and  I  and  Paul  Wellstone  began  pushing  all  these  pa- 
pers about,  we  didn't  do  it  in  the  political  sense.  We  took  a  set  of 
principles  and  organized  them  and  came  out  with  a  legislative 
package:  strong  consumer  role,  the  patient  chooses  the  doctor,  tar- 
geted assistance  to  the  medically  underserved. 

For  the  first  time  we  are  going  to  take  care  of  the  millions  of  peo- 
ple who  have  been  historically  underserved  in  our  country.  Free 
choice  of  providers  that  you  don't  give  up  anything.  No  socialism, 
friends.  Everybody  chooses  their  doctor,  their  hospital,  the  same 
way.  Fair  financing. 

And  we  have  had  some  important  changes  that  the  Doctor  has 
introduced  into  our  bill  that  we  hope  we  will  get  a  chance  to  talk 
about:  One-tier  care,  one  quality  of  health  care  for  everybody  in  the 
country.  Not  just  because  it  is  the  right  thing  to  do,  but  because 
it  will  save  us  money.  In  the  end  it  is  going  to  be  preventive.  Com- 
prehensive benefits  where  we  finally  say  going  to  a  dentist  is  part 
of  good  health  care.  Amazing  conclusion.  That  getting  your  phar- 
maceutical needs  and  the  prescriptions  are  part  of  staying  healthy. 
And  then,  of  course,  universal  coverage. 

So  I  am  really  proud  of  this  discussion  that  we  are  beginning 
under  your  leadership,  Mr.  Chairman.  I  am  so  proud  of  the  fact 
that  we  have  one  1,627  organizations  supporting  this  bill. 

And  in  my  area  it  came  from  unions  who  have  a  great  health 
care  package.  The  UAW,  they  pay  their  employees'  premiums.  You 
don't  even  have  to  worry  about  it.  They  know  that  the  end  of  line 
is  coming  because  once  negotiated,  what  drives  everybody  to  a 
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strike  line  is  diminishing  benefits  and  increasing  premiums  in 
every  ball.  We  know  it  is  going  to  run  out. 

So  I  was  pleased  when  Actors  Equity,  textile  workers,  the  Coali- 
tion of  Black  Trade  Unionists,  graphic  artists,  the  large  and  the 
small,  the  teachers,  all  of  them  looked  at  this  set  of  principles  and 
said  we  want  to  support  a  bill  that  supports  these  principles. 

It  is  not  a  Democratic  bill.  It  is  not  a  labor  bill.  And,  most  of  all, 
it  deals  with  these  great  groups  that  are  not  covered  in  the  health 
system. 

Twenty-two  percent  of  African-Americans  uninsured.  The  gap  in 
life  expectancy  between  white  and  black  is  5  years  and  growing 
each  year.  The  infant  mortality  rate  of  African-Americans,  2.4 
times  higher  than  white  infants.  We  can  control  that.  We  can 
change  it.  We  can  make  a  difference.  Inner  city  black  children's  im- 
munization rates  are  20  percent  behind  the  immunization  rates  for 
others. 

Health  care  reform  provides  a  critical  opportunity  to  address 
these  disparities  and  provides  all  Americans  from  birth-to-grave 
health  security.  It  is  in  the  national  interests.  It  is  the  right  thing 
to  do. 

And  thank  goodness  President  Clinton  raised  the  issue.  The  then 
President  said,  what  health  care  crisis?  And  you  now  finally  have 
had  most  people  sign  off  of  that  tired,  lame  alibi  as  a  reason  to  not 
get  in  this  debate.  And  that  is  why  I  coauthored  with  my  good 
friends,  Dr.  McDermott  and  Wellstone,  the  American  Health  Secu- 
rity Act. 

Eighty  percent  of  my  colleagues  in  the  Congressional  Black  Cau- 
cus have  all  endorsed  it  and  really  believe  that  we  now  have  a  sys- 
tem to  stand  up,  advocate,  debate  and  try  to  have  the  best  thing 
we  can  come  out  of  this  Congress  and  go  to  the  President's  desk. 
We  are  going  to  do  something  this  year,  and  this  is  the  height  of — 
in  terms  of  my  career,  in  terms  of  a  social  reform  program,  because 
I  think  this  health  care  is  an  item  whose  time  has  come. 

Now,  universal  coverage  and  universal  access  is  now  trying  to  be 
interchangeably  confused.  But  you  know  you  can  have  access  to 
buying  a  Mercedes,  but  it  doesn't  get — it  gets  you  in  the  door,  but 
it  does  not  get  you  a  deal  with  the  salesman.  We  are  talking  about 
the  moral  imperative  of  taking  care  of  a  system  that  can  truly  con- 
tain costs,  moving  beyond  the  false  security  of  access.  And  what  we 
are  going  to  do  is  deal  with  it  in  a  date  certain  by  1997,  com- 
prehensive benefits. 

The  more  benefits  we  include  in  global  containment,  the  more 
control  we  will  have  over  the  system.  Oh,  it  is  true  that  costs  are 
going  down  a  little  bit  now  because  everybody  is  looking  at  it,  but 
it  did  when  other  Presidents  took  a  look  at  this  and  then,  after 
they  failed,  the  costs  kept  going  up  in  their  regular  pattern  of  as- 
cension. 

We  offer  the  most  comprehensive  benefits  package  that  anybody 
has,  including  long-term  care,  substance  abuse,  mental  health  ben- 
efits, and  I  am  proud  of  that.  We  are  speaking  to  the  whole  thing, 
no  co-payments  or  deductibles  of  acute  and  preventive  services. 
These  charges  primarily  serve  to  discourage  those  who  need  it  most 
and  are  costly  to  administer. 
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And  we  have  the  stamp  of  approval  from  a  person  who  could  care 
less  about  whose  principles  and  who  put  it  together.  Bob 
Reischauer  over  in  the  Congressional  Budget  Office  has  said  that 
H.R.  1200,  our  bill,  is  the  most  effective  at  containing  costs,  that 
we  can  save  between  $145  billion  and  $175  by  the  year  2003  when 
the  cost  containment  strategy  is  fully  kicked  in.  He  was  hesitant 
to  even  venture  a  guess  about  managed  competition  because  it  is, 
in  truth,  an  untested  theory. 

We  have  a  provision  for  a  single-payer  plan  to  come  into  the 
States  even  in  the  Clinton  plan.  I  want  to  brag  about  that  because 
everybody  understands  that  this  is  the  way  we  really  ought  to  go, 
and  they  are  making  a  way  for  it  to  happen. 

CBO  figures  we  will  save  at  least  $52  billion  in  paperwork  under 
our  bill.  GAO  studied  the  Canadian  single-payer  system  and  said 
it  would  save  almost  10  percent  of  health  care  spending,  $90  billion 
a  year. 

And,  by  the  way,  we  are  not  mimicking  the  Canadian  plan.  We 
are  taking  their  principles  and  applying  it  to  a  great  system  that 
we  have.  We  know  we  have  the  best  technical  research,  advanced 
studies.  Our  administrative  systems  have  some  things  that  every- 
body looks  at. 

Aiid  we  are  not  just  going  to  Canada  to  take  a  bill.  We  are  taking 
those  principles,  and  we  are  looking  at  them  carefully,  and,  yes, 
they  have  their  problems,  too.  But  we  are  taking  an  American  sys- 
tem and  improving  it  with  principles  that  have  worked  with  the 
Germans,  with  the  Japanese  and  the  Canadians  alike. 

One-tier  care.  There  is  no  reason  that  a  black  child  in  Anacostia 
should  have  access  to  poorer  quality  care  than  any  other  kid  in  this 
country.  We  eliminate  the  multitiered  system,  the  emergency 
rooms  that — where  many  people  in  the  cities  now  are  forced  to  go, 
the  Cadillac  plans  that  exist  in  some  communities,  a  Medicaid  pro- 
gram whose  payment  rates  are  60  percent  of  the  private  insurer 
rates.  How  can  you  tell  doctors  to  keep  dealing  with  Medicaid  when 
they  can't  even  break  even  handling  the  program?  And  we  wonder 
what  is  wrong  in  our  system. 

There  aren't  the  high-cost  low-cost  health  plans  that  are  pro- 
posed even  in  the  President's  bill  and  others.  Such  schemes  would 
only  formally  institutionalize  inferior  health  care  and  result  in  ra- 
cial and  socioeconomic  redlining.  Mr.  Chairman,  if  you  were  the 
CEO  of  a  health  plan  focused  on  the  bottom  line,  would  you  locate 
in  Beverly  Hills  or  south  central  Los  Angeles?  I  even  hesitate  to 
raise  the  question  since  you  are  from  California. 

Free  choice  of  provider,  and  I  want  to  close  now.  There  is  biparti- 
san support  for  not  restricting  patient  choice.  And,  ironically,  in 
this  regard  the  most  radical  proposals  are  those  based  on  managed 
competition.  Under  our  bill  the  government  reforms  the  health  fi- 
nancing system  to  make  it  more  simple  and  controllable.  Only 
under  managed  competition  will  there  be  dramatic  reform  of  the 
delivery  system.  Single  payer  provides  the  wide  choice.  Managed 
competition  restricts  the  choice  by  forcing  people  to  choose  between 
a  limited  number  of  health  plans,  most  of  which  will  limit  physi- 
cian choice. 

It  is  out  there.  If  the  American  people  could  get  these  plans  all 
simply  broken  down  to  them,  there  is  no  question  about  what  they 
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would  want.  Whether  they  were  north,  south,  upper  income,  middle 
America,  everybody  can  read  and  understand  that  this  single-payer 
system,  tested  worldwide,  improved  upon  in  our  plan,  is  the  way 
that  we  really  ought  to  go.  And  I  am  glad  that  we  are  starting  off 
here  in  this  committee  with  this  opening  shot  on  a  very,  very  im- 
portant subject. 

Thank  you  very  much. 

Mr.  Waxman.  Thank  you,  Mr.  Conyers,  for  your  excellent  state- 
ment. 

[The  prepared  statement  of  Mr.  Conyers  follows:] 
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STATEMENT  OF  REPRESENTATIVE  JOHN  CONYERS,  JR. 

ON  H.R.  1200,  THE  AMERICAN  HEALTH  SECURITY  ACT, 

BEFORE  THE  SUBCOMMITTEE  ON  HEALTH  ANDJIHE  ENVIRONMENT 

FEBRUARY  1,  1993 


Thank  you,  Chairman  Waxman,  for  holding  this  hearing  on  H.R  1200,  the  American 
Health  Security  Act,  and  for  inviting  me  to  testify.  It  is  clear,  Mr.  Chairman,  that  the 
current  health  care  system  needs  major  surgery,  not  just  a  bandaid  here  or  there  as  some 
people  advocate. 

I  don't  want  to  take  the  subcommittee's  precious  time  reviewing  the  grim  health 
statistics  that  affect  all  Americans.   I  do,  however,  want  to  remind  committee  members  that 
the  health  crisis  disproportionately  impacts  low-income  minorities.   Twenty-two  percent  of 
African  Americans  are  uninsured,  compared  to  14.5  %  of  whites.   The  gap  in  life  expectancy 
between  white  and  black  is  five  years,  and  growing  each  year.   The  infant  mortality  rate  of 
African  American  infants  is  2.4  times  higher  than  white  infants.  Inner  city  black  children's 
immunization  rates  lag  20  percent  behind  immunization  rates  for  other  children. 

Health  care  reform  provides  a  critical  opportunity  to  address  these  disparities  and 
provide  all  Americans  with  cradle  to  grave  security.   That  is  why  I  coauthored,  along  with 
my  friends  Rep.  Jim  McDermott  and  Sen.  Paul  Wellstone,  the  American  Health  Security 
Act.   Over  80  percent  of  my  colleagues  in  the  Congressional  Black  Caucus  (CBC)  have 
endorsed  H.R.  1200  because  we  believe  it  best  corrects  the  current  system's  underlying 
problems.   Very  simply,  H.R.  1200  guarantees  universal  coverage  to  all  Americans  through 
a  federally-financed,  state  administered  program.   The  current  health  delivery  system  remains 
intact,  and  would  still  be  in  the  hands  of  private  providers. 

Let  me  review  the  principles  of  health  care  reform  that  I  believe  are  important  to 
most  CBC  members  and  why  H.R  1200  best  meets  those  principles.    And  let  me  add  that  I 
truly  believe  they  are  bipartisan  in  nature;  that  they  are  equally  supportable  by  you  Mr. 
Chairman  and  by  the  Ranking  Minority  member. 

Universal  Coverage.   This  principle  should  no  longer  be  debatable.   It's  a  moral 
imperative,  and  it's  a  practical  imperative  so  that  the  system  can  truly  contain  costs.   We 
must  move  beyond  the  false  security  offered  by  the  guarantee  of  "universal  access"  proposed 
in  some  health  reform  proposals.   That's  the  problem  today  -  everyone  has  access  but  too 
many  people  can't  afford  it.   H.R.  1200  offers  universal  coverage  by  a  date  certain  -  1997. 

Comprehensive  Benefits.   This  is  another  principle  that  shouldn't  be  debatable.   If  a 
service  is  medically  necessary,  it  should  be  a  covered  benefit.   The  more  services  we  cover, 
the  better  costs  can  be  contained  throughout  the  system. 

H.R  1200  offers  the  most  comprehensive  benefits  package  of  any  other  bill, 
including  comprehensive  long-term  care,  substance  abuse  and  mental  health  benefits.  By 
comparison,  all  other  plans  only  offer  skeleton  benefits  in  these  three  crucial  areas.   Further, 
H.R  1200  requires  no  copayments  and  deductibles  for  acute  and  preventive  services,  unlike 
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other  bilk.   These  charges  primarily  serve  to  discourage  care  to  those  who  need  it  most  and 
are  costly  to  administer. 

Cost  Containment.   Again,  no  matter  what  your  political  stripe,  we  should  all  agree 
that  the  health  care  system  needs  strong  and  enforceable  cost  containment.   No  games.    Cost 
containment  must  be  enforceable  today. 

The  Congressional  Budget  Office  (CBO)  rates  H.R.  1200  the  most  effective  at 
containing  costs.    CBO  says  H.R.  1200  will  save  taxpayers  between  $145  billion  and  $175 
billion  a  year  by  2003,  when  the  cost  containment  strategy  gets  fully  kicked  in.   CBO  is 
hesitant  to  even  venture  a  guess  about  managed  competition  because  it  is  such  an  untested 
theory. 

With  state  single  payers,  administrative  costs  under  H.R.  1200  will  be  streamlined, 
and  providers  can  spend  more  time  providing  services  rather  than  pushing  paper.    That's 
something  liberals  and  conservatives  should  both  be  able  to  agree  on.   CBO  figures  we'll 
save  at  least  $52  billion  a  year  on  paperwork  under  H.R.  1200.   GAO  studied  the  Canadian 
single-payer  system  and  said  we  could  save  almost  10  percent  of  health  care  spending  -  $90 
billion  a  year.    No  other  reform  plan  can  boast  of  such  savings.   In  fact  many  of  the  reform 
plans  may  add  to  the  administrative  nightmare  with  complex  premium  taxes,  subsidy 
schemes,  and  cost  sharing  requirements. 

Every  other  major  system  in  the  world  employs  the  cost  containment  tools  in  H.R. 
1200  -  global  budgets,  negotiated  fee  schedules,  prescription  drug  prices.   If  it's  good 
enough  for  the  Japanese  and  the  Germans  and  the  Canadians,  who  hold  health  spending  to  70 
percent  or  less  of  our  level,  why  invent  a  new  system  that's  untried. 

One-tier  of  Care.   There's  no  reason  a  black  child  in  Anacostia  should  have  access  to 
poorer  quality  care  than  the  congressman  from  Alabama.   H.R.  1200  eliminates  the  current 
multi-tiered  system,  that  ranges  from  "Cadillac  plans"  to  community  clinics.   There's  no 
Medicaid  program  with  payment  rates  at  60  percent  of  the  private  insurer  rate.   There  aren't 
the  high-cost  and  low-cost  health  plans  as  proposed  in  the  President's  bill,  and  in  others__ 
Such  schemes  would  only  formally  institutionalize  inferior  care  and  result  in  racial  and 
socioeconomic  redlining.   Mr.  Chairman,  if  you  were  the  CEO  of  a  health  plan  focused  on 
the  bottom  line,  would  you  locate  your  facility  in  Beverly  Hills  or  South  Central  Los 
Angeles?   The  answer  is  Beverly  Hills  of  course. 

Free  Choice  of  Provider.    Again,  I  believe  there's  bipartisan  support  for  not 
restricting  patient  choice.   Ironically,  in  this  regard  the  most  radical  proposals  are  those 
based  on  managed  competition.    Under  H.R.  1200  the  government  reforms  the  health 
financing  system  to  make  it  more  simple  and  controllable.    Only  under  managed  competition 
will  there  be  dramatic  reform  of  the  delivery  system.    Single  payer  provides  wide  choice. 
Managed  competition  restricts  choice  by  forcing  people  to  choose  between  a  limited  number 
of  health  plans,  most  of  which  will  limit  physician  choice. 
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Fair  Financing.   Any  health  reform  must  be  paid  for,  otherwise  it  shouldn't  be  taken 
seriously.   It  also  should  be  fairly  financed.   H.R.  1200  does  both.   With  the  new  financing 
proposal  released  just  last  week  businesses  would  pay  between  4_percent  and  8.4  percent  of 
payroll,  depending  on  their  size  and  wage  scale.   Individuals  would  pay  2.1  percent  of 
payroll  and  non-payroll  income.   Seventy-five  percent  of  Americans  would  pay  less  than  they 
do  now  and  receive  cadillac  coverage,  with  no  co-payments  or  deductibles  for  most  services. 
Only  the  President's  plan  is  even  close  to  being  in  the  ballpark  of  our  financing  plan  -  and  at 
best  he's  in  the  bleachers. 

Targeted  Assistance  to  the  Medically  Underserved.    There  are  35  million  medically 
underserved  Americans  in  inner  cities  with  too  few  doctors  and  in  rural  areas  with  few 
doctors  and  even  fewer  facilities.   Any  health  reform  plan  should  dramatically  increase  the 
supply  of  primary  care  physicians,  greatly  expand  the  network  of  low-cost,  high-quality 
health  clinics,  and  provide  financial  incentives  for  doctors  to  practice  in  underserved  areas. 

H.R.  1200,  like  the  President's  bill,  requires  medical  schools  to  graduate  50  percent 
primary  care  physicians  by  the  turn  of  the  century.   H.R.  1200  also  doubles  funding  for 
community  and  migrant  health  centers  and  doubles  funding  for  the  National  Health  Service 
Corps  to  place  more  physicians  in  underserved  areas.   It  does  so  with  a  guaranteed  funding 
stream  —  a  fixed  percentage  of  national  health  spending.   Other  proposals  leave  increases  to 
the  vagaries  of  the  appropriations  process. 

Strong  Consumer  Role.    Whatever  the  health  system,  consumers  must  have  a 
prominent  role.   Under  H.R  1200,  consumers  sit  on  the  national,  state  and  local  boards. 
Managed  care  plans  under  H.R.  1200  must  have  at  least  one-third  consumer  representation. 
Unfortunately,  under  managed  competition  proposals  I  fear  power  will  be  centralized  in  the 
hands  of  insurers  operating  by  the  bottom  line  -  and  at  the  expense  of  consumers.   A  recent 
study  found  21  of  the  25  fastest  growing  HMOs  were  for-profit  and  the  eight  biggest 
insurance  companies  owned  45  percent  of  the  HMOs  in  the  country.   Who  else  but  large, 
impersonal  and  profit-driven  insurance  companies  will  have  the  capita]  needed  to  establish 
managed  care  networks. 

Mr.  Chairman,  the  critical  condition  of  our  health  care  system  requires  that  we  do 
major  surgery.   Without  major  surgery  the  patient  -  all  Americans  -  don't  have  a  chance.   I 
believe  we  can  come  together  in  a  bipartisan  fashion  on  these  principles.   And  I  believe  these 
principles  lead  us  directly  to  adopting  a  program  like  H.R.  1200  that  brings  all  Americans 
together  under  the  same  high-quality  insurance  policy. 


562 

Mr.  Waxman.  Ms.  Pelosi. 

STATEMENT  OF  HON.  NANCY  PELOSI,  A  REPRESENTATIVE  IN 
CONGRESS  FROM  THE  STATE  OF  CALIFORNIA 

Ms.  Pelosi.  Mr.  Chairman,  thank  you  very  much  for  the  oppor- 
tunity to  testify  before  this  very  powerful  committee. 

I  have  said  it  before.  The  power  of  this  committee  is  almost  Bib- 
lical. You  can  bring  good  health  to  people.  I  know  with  the  efforts 
Chairman  Waxman  has  made  over  the  years  that  he  has  made  our 
country  healthier,  but  unfortunately,  we  still  have  a  way  to  go. 

I  have  had  the  pleasure  of  working  with  the  distinguished  Rank- 
ing Member,  Mr.  Bliley,  on  the  Biotechnology  Caucus  and  com- 
mend him  for  his  leadership  there  and  on  this  committee.  And  to 
the  other  distinguished  members  of  the  committee  including  Dr. 
Rowland,  who  has  visited  our  district  and  listened  to  our  problems, 
thank  you  for  the  opportunity  to  be  here. 

I,  too,  want  to  say  what  a  privilege  it  is  to  join  the  authors  of 
this  legislation  on  this  panel  today.  Congressman  McDermott  and 
Chairman  Conyers  are  to  be  commended  for  their  leadership. 

As  Mr.  Conyers  mentioned,  we  first  offered  this  legislation  when 
Mr.  Russo  was  carrying  the  ball.  He  tossed  the  ball  to  these  gentle- 
men. In  any  case,  I  would  like  to  associate  myself  with  the  remarks 
of  my  colleagues. 

In  my  remarks,  Mr.  Chairman,  I  would  like  to  focus  on  the  fact 
that  I  believe  that  the  Clinton  plan  and  the  single-payer  plan  are 
the  only  two  plans  before  the  Congress  which  would  provide  uni- 
versal coverage  to  all  Americans.  So  I  will  confine  my  remarks  to 
those  two  plans  because  I  think  they  are  the  only  two  credible  uni- 
versal coverage  plans  and  are  in  stark  contrast  to  the  other  propos- 
als which  will  be  considered. 

I  believe  the  President  is  to  be  commended  for  his  State  of  the 
Union  address  where  he  made  the  parameters  for  defining  what 
constitutes  significant  health  care  reform.  We  who  advocate  a  sin- 
gle-payer approach  hear  the  President's  commitment  to  enacting 
legislation  which  provides  health  insurance  coverage  for  all  Ameri- 
cans by  a  date  certain. 

We  also  are  committed  to  legislation  which  controls  the  sky- 
rocketing growth  in  health  care  costs.  Like  the  President,  we  be- 
lieve that  the  health  care  reform  legislation  must  stand  the  test  of 
Congressional  Budget  Office  scoring  for  controlling  health  care 
costs  for  the  individual  and  for  the  government — and  that  means 
the  taxpayer. 

As  you  know,  only  two  plans  now  before  Congress,  the 
McDermott-Conyers  plan  and  the  Clinton  plan,  either  meet  or  are 
likely  to  meet  both  of  these  goals. 

Our  approach,  the  single-payer  approach,  is  fair.  Mr.  Chairman, 
you  laid  out  some  parameters  at  the  beginning  of  your  remarks 
which  I  believe  the  single-payer  plan  meets  best.  My  hope  is  that 
the  final  bill  sent  to  the  President  is  in  keeping  with  the  principles 
that  you  outlined  and  are  also  outlined  by  President  Clinton. 

In  my  view,  H.R.  1200,  the  McDermott-Conyers  plan,  does  the 
best  job  of  meeting  these  objectives.  I  believe  that  the  single-payer 
plan  is  the  best  way  to  achieve  the  President's  goals  of  simplicity, 
savings,  quality,  choice  and  responsibility. 
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In  regard  to  security,  comprehensive  benefits  that  can  never  be 
taken  away  are  a  cornerstone  of  both  approaches.  Both  plans  pro- 
vide every  legal  resident  of  the  United  States  with  a  health  secu- 
rity card.  However,  affordability  is  a  key  element  of  security  and 
universal  coverage. 

Under  the  Clinton  plan,  subsidies  are  limited  to  individuals  and 
families  with  incomes  of  150  percent  of  poverty.  Currently,  our  food 
stamp  program  already  recognizes  that  the  families  cannot  feed 
their  children  for  less  than  100 — until  they  are  up  185  percent  of 
poverty.  Thus,  we  recognize  that  these  families  cannot  feed  their 
children.  Yet  we  would  require  them  by  law  to  pay  large  insurance 
premiums.  This  is  an  area  in  the  Clinton  plan  that  must  be  im- 
proved. 

If  we  do  not  adopt  a  single-payer  plan — I  think  the  evidence  will 
lead  us  to  that — to  the  single-payer  plan.  But  if  we  do  not,  we  must 
make  sure  that  any  plan  passed  by  the  Congress  has  a  higher 
threshold  for  subsidies. 

Both  the  Clinton  plan  and  single-payer  plan  would  accomplish 
significant  cost  savings  over  the  next  5  years.  However,  the  single 
payer  bill  does  so  sooner  and  accomplishes  much  greater  adminis- 
trative savings.  The  two  authors  of  the  legislation  have  pointed 
that  out.  By  eliminating  the  small  group  and  individual  policy  in- 
surance market,  the  Clinton  plan  is  able  to  make  some  administra- 
tive savings,  from  about  25  percent  to  13  percent. 

This  is  a  good  start.  However,  the  McDermott  bill  reduces  admin- 
istrative costs  to  less  than  3  percent,  and  the  savings  are  directed 
to  expanding  benefits  to  the  American  people. 

As  you  know,  the  Congressional  Budget  Office,  as  has  been  men- 
tioned, has  estimated  that  the  single-payer  approach  would  save  up 
to  $100  billion  per  year  in  administrative  costs.  The  CBO  report 
also  concluded  that  this  approach  would  cut  up  to  $175  billion  a 
year  in  health  care  costs.  No  other  plan  can  make  that  claim. 

In  terms  of  quality,  both  the  Clinton  plan  and  the  McDermott 
bill  would  preserve  high  quality  health  care.  Both  plans  pay  fully 
for  preventive  health  services.  However,  the  McDermott  plan  pro- 
hibits precertification  review,  thus  eliminating  interference  be- 
tween physician  and  patient.  And  I  think  this  is  a  very  important 
feature  of  the  McDermott  bill  that  advocates  for  its  acceptance. 

Under  the  single-payer  plan,  State  quality  entities  are  estab- 
lished to  conduct  quality  reviews  based  on  practice  guidelines  and 
profiles.  The  Clinton  plan  has  no  parallel  procedure  for  identifying 
specific  provider  quality  problems. 

Choice  of  provider.  Of  all  the  proposals  before  Congress,  only  sin- 
gle payer  provides  complete  freedom  of  choice  of  providers.  The  sin- 
gle payer  leaves  medical  decisions  to  the  doctor  and  patient  rather 
than  putting  these  decisions  in  the  hands  of  the  insurance  compa- 
nies. Yes,  choice  is  important;  and,  yes,  the  single-payer  plan  gives 
the  greatest  choice. 

In  terms  of  responsibility,  both  the  Clinton  plan  and  single-payer 
plan  ask  everyone,  employer  and  employee,  to  contribute  to  the 
shared  responsibility  of  financing  health  care  costs.  The  balance  of 
who  pays  is  roughly  similar  between  the  Clinton  and  McDermott 
bills.  However,  only  the  McDermott  bill  would  lower  the  cost  of 
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health  care  for  75  percent  of  the  American  people.  I  know  the  au- 
thor of  the  bill  made  that  point.  I  think  it  bears  repeating. 

This  is  an  exciting  time,  as  I  mentioned  earlier.  This  committee 
has  great  power  and  a  strong  role  in  the  decision  before  the  Con- 
gress. As  Mr.  Conyers  said,  it  is  historic.  We  now  have  a  President, 
and  indeed  a  First  Lady,  who  have  placed  health  care  reform  and 
responding  to  the  needs  of  the  American  people  as  a  top  priority 
for  the  Congress. 

As  your  committee  gives  consideration  to  the  competing  bills,  I 
hope  you  will  give  very,  very  strong  consideration  to  the  single 
payer  plan.  Mr.  Chairman,  I  believe  that  the  McDermott  bill  meets 
the  criteria  that  you  set  out  in  your  opening  remarks  addressing 
universal  coverage.  True  universal  coverage,  credible  and  fair  fi- 
nancing assures  affordability,  quality  of  care  and  provides  choice 
for  all  Americans.  It  is  an  American  single-payer  plan,  and  I  hope 
that  you  will  endorse  it. 

Thank  you  very  much,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you  very  much,  Ms.  Pelosi. 

[The  prepared  statement  of  Ms.  Pelosi  follows:] 
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STATEMENT  OF 

CONGRESSWOMAN  NANCY  PELOSI 

ON  HEALTH  CARE  REFORM  AND  HR  12  00 

FEBRUARY  1,  1994 


CHAIRMAN  WAXMAN,  THANK  YOU  AND  THE  SUBCOMMITTEE  FOR  HOLDING  THIS 
HEARING  ON  HR  1200,  THE  AMERICAN  HEALTH  SECURITY  ACT.   I  AM 
PLEASED  TO  BE  HERE  WITH  MY  COLLEAGUES  IN  SUPPORT  OF  A  SINGLE- 
PAYER  APPROACH  TO  HEALTH  CARE  REFORM. 

PRESIDENT  CLINTON  IS  TO  BE  COMMENDED  FOR  HIS  STATE-OF-THE-UNION 
ADDRESS  WHERE  HE  MADE  CLEAR  THE  PARAMETERS  FOR  DEFINING  WHAT 
CONSTITUTES  SIGNIFICANT  HEATH  CARE  REFORM.   WE  WHO  ADVOCATE  A 
SINGLE-PAYER  APPROACH  SHARE  THE  PRESIDENT'S  COMMITMENT  TO 
ENACTING  LEGISLATION  WHICH  PROVIDES  HEALTH  INSURANCE  COVERAGE  FOR 
ALL  AMERICANS  BY  A  DATE  CERTAIN. 

WE  ALSO  ARE  COMMITTED  TO  LEGISLATION  WHICH  CONTROLS  THE 
SKYROCKETING  GROWTH  IN  HEALTH  CARE  COSTS.   LIKE  THE  PRESIDENT,  WE 
BELIEVE  THAT  HEALTH  CARE  REFORM  LEGISLATION  MUST  STAND  THE  TEST 
OF  CONGRESSIONAL  BUDGET  OFFICE  SCORING  FOR  CONTROLLING  HEALTH 
CARE  COSTS  FOR  INDIVIDUALS  AND  THE  GOVERNMENT.   AS  YOU  KNOW,  ONLY 
TWO  PLANS  NOW  BEFORE  CONGRESS  —  THE  MCDERMOTT/CONYERS  PLAN  AND 
THE  CLINTON  PLAN  —  EITHER  MEET  OR  ARE  LIKELY  TO  MEET  BOTH  OF 
THESE  GOALS. 
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MY  HOPE  IS  THAT  THE  FINAL  BILL  SENT  TO  THE  PRESIDENT  IS  IN 
KEEPING  WITH  THE  PRINCIPLES  OUTLINED  BY  PRESIDENT  CLINTON.   IN  MY 
VIEW,  HR  1200  (MCDERMOTT/CONYERS)  DOES  THE  BEST  JOB  OF  MEETING 
THESE  OBJECTIVES.   I  BELIEVE  THAT  THE  SINGLE-PAYER  PLAN  IS  THE 
BEST  WAY  TO  ACHIEVE  THE  PRESIDENT'S  GOALS  OF  SECURITY, 
SIMPLICITY,  SAVINGS,  QUALITY,  CHOICE  AND  RESPONSIBILITY. 

SECURITY:   SECURITY  —   COMPREHENSIVE  BENEFITS  THAT  CAN  NEVER  BE 
TAKEN  AWAY  —  IS  A  CORNERSTONE  OF  BOTH  APPROACHES.   BOTH  PLANS 
PROVIDE  EVERY  LEGAL  RESIDENT  OF  THE  UNITED  STATES  WITH  A  HEALTH 
SECURITY  CARD.   HOWEVER,  AFFORDABILITY  IS  A  KEY  ELEMENT  OF 
SECURITY . 

UNDER  THE  CLINTON  PLAN,  SUBSIDIES  ARE  LIMITED  TO  INDIVIDUALS  AND 
FAMILIES  WITH  INCOME  BELOW  150%  OF  POVERTY.   FAMILIES  ABOVE  THIS 
INCOME  LEVEL  WOULD  BE  REQUIRED  TO  PAY  THE  SAME  PREMIUMS  AS 
WEALTHY  FAMILIES.   CURRENTLY,  OUR  FOOD  STAMP  PROGRAM  COVERS 
FAMILIES  AT  185%  OF  POVERTY.   THUS,  WE  RECOGNIZE  THAT  THESE 
FAMILIES  CANNOT  FEED  THEIR  CHILDREN,  YET  THE  CLINTON  PLAN  WOULD 
REQUIRE  THEM  BY  LAW  TO  PAY  LARGE  INSURANCE  PREMIUMS.   IF  WE  DO 
NOT  ADOPT  A  SINGLE-PAYER  PLAN,  WE  MUST  MAKE  SURE  THE  CLINTON  PLAN 
HAS  A  HIGHER  THRESHOLD  FOR  SUBSIDIES. 
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OUR  APPROACH  IS  FAIR.   THE  MCDERMOTT/CONYERS  BILL  ELIMINATES  THE 
CURRENT  TWO-TIERED  HEALTH  CARE  SYSTEM  AND  FOLDS  GOVERNMENT 
PROGRAMS  LIKE  MEDICARE  AND  MEDICAID  INTO  THE  SAME  COMPREHENSIVE 
BENEFITS  PACKAGE  AS  RECEIVED  BY  OTHER  AMERICANS. 

SECURITY  ALSO  REQUIRES  COMPREHENSIVE  BENEFITS.   BOTH  THE  CLINTON 
AND  THE  MCDERMOTT  PLANS  PROVIDE  EXTENSIVE  COVERAGE  OF  HOSPITAL 
AND  PHYSICIAN  SERVICES.   HOWEVER,  UNDER  THE  SINGLE-PAYER 
APPROACH,  DEDUCTIBLES  AND  COPAYMENTS  —  WHICH  ARE  OFTEN  BEYOND 
THE  ABILITY  OF  LIMITED  INCOME  FAMILIES  TO  PAY  —  ARE  NOT 
REQUIRED. 

SIMPLICITY:   BOTH  THE  CLINTON  PLAN  AND  THE  SINGLE-PAYER  PLAN 
WOULD  SIMPLIFY  THE  BURDEN  OF  EXCESS  PAPERWORK,  ADOPT  STANDARD 
CLAIMS  FORMS,  AND  STANDARDIZE  BILLING  PROCEDURES.   BECAUSE  THERE 
ARE  NO  PREMIUMS,  NO  DEDUCTIBLES  AND  NO  COPAYMENTS,  THE  SINGLE- 
PAYER  PLAN  IS  CONSUMER  FRIENDLY.   THE  CONSUMER  DOES  NOT  HAVE  TO 
FIGURE  OUT  THE  IMPLICATIONS  OF  SELECTING  COMPETING  PLANS  OR 
FIGURE  OUT  COMPLICATED  BILLS. 

THE  ADMINISTRATION  OF  A  SINGLE-PAYER  PLAN  IS  SIMPLE  AND 
CONTRIBUTES  TO  SAVINGS. 
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SAVINGS .   BOTH  THE  CLINTON  PLAN  AND  SINGLE-PAYER  WOULD  ACCOMPLISH 
SIGNIFICANT  COST  SAVINGS  OVER  THE  NEXT  FIVE  YEARS.   HOWEVER,  THE 
SINGLE-PAYER  BILL  DOES  SO  SOONER  AND  ACCOMPLISHES  MUCH  GREATER 
ADMINISTRATIVE  SAVINGS. 

BY  ELIMINATING  THE  SMALL-GROUP  AND  INDIVIDUAL  POLICY  INSURANCE 
MARKET,  THE  CLINTON  PLAN  IS  ABLE  TO  REDUCE  SOME  ADMINISTRATIVE 
EXPENSES  —  FROM  AROUND  25%  TO  AROUND  13%.   THIS  IS  A  GOOD  START. 
HOWEVER,  THE  MCDERMOTT  BILL  REDUCES  ADMINISTRATIVE  COSTS  TO  LESS 
THAN  3%  —  AND  THE  SAVINGS  ARE  DIRECTED  TO  EXPANDING  BENEFITS  FOR 
THE  AMERICAN  PEOPLE. 

AS  YOU  KNOW,  THE  CONGRESSIONAL  BUDGET  OFFICE  HAS  ESTIMATED  THAT 
THE  SINGLE-PAYER  APPROACH  WOULD  SAVE  UP  TO  $100  MILLION  PER  YEAR 
IN  ADMINISTRATIVE  SAVINGS.   THE  CBO  REPORT  ALSO  CONCLUDED  THAT 
THIS  APPROACH  WOULD  CUT  UP  TO  $175  BILLION  A  YEAR  IN  HEALTH  CARE 
COSTS.   NO  OTHER  PLAN  CAN  MAKE  THIS  CLAIM. 

QUALITY:   BOTH  THE  CLINTON  PLAN  AND  THE  MCDERMOTT  BILL  WOULD 
PRESERVE  HIGH  QUALITY  HEALTH  CARE.   BOTH  PLANS  PAY  FULLY  FOR 
PREVENTIVE  HEALTH  SERVICES.   HOWEVER,  UNLIKE  THE  CLINTON  PLAN, 
THE  MCDERMOTT  BILL  PROHIBITS  PRE-CERTIFICATION  REVIEW,  THUS 
ELIMINATING  INTERFERENCE  BETWEEN  PHYSICIAN  AND  PATIENT. 
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UNDER  THE  SINGLE-PAYER  PLAN,  STATE  QUALITY  ENTITIES  ARE 
ESTABLISHED  TO  CONDUCT  QUALITY  REVIEWS  BASED  ON  PRACTICE 
GUIDELINES  AND  PROFILES.   THE  CLINTON  PLAN  HAS  NO  PARALLEL 
PROCEDURES  FOR  IDENTIFYING  SPECIFIC  PROVIDER  QUALITY  PROBLEMS. 

CHOICE  OF  PROVIDER:   OF  ALL  THE  PROPOSALS  BEFORE  CONGRESS,  ONLY 
SINGLE-PAYER  PROVIDES  COMPLETE  FREEDOM  OF  CHOICE  OF  PROVIDERS. 
AND  ONLY  SINGLE-PAYER  LEAVES  MEDICAL  DECISIONS  TO  THE  DOCTOR  AND 
PATIENT  RATHER  THAN  PUTTING  THESE  DECISIONS  IN  THE  HANDS  OF 
INSURANCE  COMPANIES.   YES,  CHOICE  IS  IMPORTANT;  AND  YES,  THE 
SINGLE-PAYER  PLAN  GIVES  THE  GREATEST  FREEDOM  OF  CHOICE. 

RESPONSIBILITY:   BOTH  THE  CLINTON  FLAN  AND  SINGLE-PAYER  ASK 
EVERYONE  —  EMPLOYER  AND  EMPLOYEE  —  TO  CONTRIBUTE  TO  THE  SHARED 
RESPONSIBILITY  OF  FINANCING  HEALTH  CARE  COSTS.   THE  BALANCE  OF 
WHO  PAYS  IS  ROUGHLY  SIMILAR  BETWEEN  THE  CLINTON  AND  THE  MCDERMOTT 
BILLS.   HOWEVER,  ONLY  THE  MCDERMOTT  BILL  WOULD  LOWER  THE  COST  OF 
HEALTH  CARE  FOR  75%  OF  THE  AMERICAN  PEOPLE. 


THIS  IS  AN  EXCITING  TIME  IN  CONGRESS.   WE  NOW  HAVE  A  PRESIDENT 
AND  A  FIRST  LADY  WHO  HAVE  PLACED  HEALTH  CARE  REFORM  AND 
RESPONDING  TO  THE  NEEDS  OF  THE  AMERICAN  PEOPLE  AS  A  TOP  PRIORITY 
FOR  THE  CONGRESS.   I  URGE  YOUR  COMMITTEE  TO  GIVE  CAREFUL 
CONSIDERATION  TO  THE  SINGLE-PAYER  PLAN. 
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Mr.  Waxman.  I  want  to  start  the  questions  myself. 

I  indicated  in  my  opening  statement  that  this  bill  does  meet  the 
fundamental  test  of  health  reform,  universal  coverage  for  com- 
prehensive benefits  financed  in  a  fair  and  predictable  way.  It  seems 
to  me  that  has  got  to  be  our  objective.  That  is  why  I  cosponsored 
this  bill  along  with  the  President's  bill  because  both  would  achieve 
that  objective. 

Later  in  the  morning  we  are  going  to  hear  from  the  Health  In- 
surance Association  of  America,  and  they  are  going  to  tell  us  that 
your  bill  would  lead  to  rationing  by  queue  which  they  say  is  the 
inevitable  result  of  government  cost  controls.  Although  HIAA  does 
not  mention  it,  there  is  plenty  of  rationing  going  on  right  now. 

There  are  millions  of  Americans  who  cannot  get  health  insurance 
due  to  cherry  picking,  preexisting  condition  limits  and  other  dis- 
criminatory practices  of  health  insurers.  Many  of  these  Americans 
are  all  too  frequently  rationed  out  of  primary  care  services  or  life- 
saving  technologies,  but  the  insurance  companies  believe  your  bill 
would  make  matters  worse,  and  I  would  like  to  hear  how  you  re- 
spond to  that. 

Mr.  McDermott.  Mr.  Chairman,  you  rightly  say  there  is  ration- 
ing going  on  today.  When  a  woman  has  a  baby  and  has  to  leave 
the  hospital  on  the  same  day,  decided  by  an  accountant  from  an  in- 
surance company,  that  is  rationing,  and  it  is  occurring  today.  When 
somebody  has  a  hernia  operation  and  leaves  the  hospital  with  a 
bottle  of  painkillers  on  the  same  day  as  the  operation,  that  is  ra- 
tioning, decided  by  insurance  companies.  When  a  child  has  a  tonsil- 
lectomy and  can't  be  in  overnight,  that  is  insurance  company  ra- 
tioning. It  is  going  on  right  now. 

Now  the  issue  is,  who  do  you  want  to  be  making  medical  deci- 
sions? In  Canada,  in  Germany,  in  every  other  industrialized  coun- 
try in  the  world,  the  decision  about  health  care  is  made  by  the  phy- 
sician with  the  patient,  without  an  insurance  company  reaching  in 
and  saying  you  can't  do  that. 

I  practiced  medicine  and  had  to  make  phone  calls  to  some  800 
number  somewhere  to  talk  to  some  accountant  or  whatever  to  get 
a  patient  to  stay  an  additional  day  in  a  psychiatric  unit. 

That  kind  of  interference  by  somebody  who  does  not  know  any- 
thing about  the  patient  is  prohibited  by  our  bill.  We  set  up  the  phy- 
sicians and  the  other  health  care  providers  as  the  ones  who  make 
the  decisions,  and  they  will  make  ethical  decisions  on  the  basis  of 
what  is  good  for  their  patient,  not  what  is  good  for  the  bottom  line 
of  an  insurance  company.  And  that  is  where  we  are  headed  if  we 
give  additional  control  to  insurance  companies.  They  ration  al- 
ready, and  it  is  simply  on  the  basis  of  a  way  to  save  money,  not 
on  what  is  good  for  people. 

Mr.  Waxman.  The  President's  bill  and  Mr.  Cooper's  bill  and  some 
other  proposals  that  have  been  put  forward  would  have  us  move  to 
what  is  called  managed  competition,  where  the  consumers  would 
choose  not  their  doctors  but  a  health  care  plan  with  the  idea  being 
that  consumers  will  demand  more  efficiency  and  good  quality  in 
those  plans.  Do  you  think  that  idea  is  consistent  with  an  approach 
that  you  put  forward? 

Mr.  McDermott.  Presently,  under  Medicare,  we  have  the  oppor- 
tunity for  people  to  be  either  in  a  fee-for-service  system  or  in  a 
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managed  health  care  system  in  an  HMO.  It  is  possible  to  have 
many  different  ways  to  deliver  health  care  in  an  efficient  and  hu- 
mane way. 

But  the  idea  that  you  can  have  competition  control  in  everything 
simply  doesn't  face  the  facts  that  this  is  what  we  had  in  the  free 
enterprise  system  for  the  last  45  years  and  the  cost  of  health  care 
has  risen  at  two  to  three  times  the  rate  of  inflation  during  that  pe- 
riod of  time,  and  they  have  not  controlled.  And  to  think  that  you 
can  throw  all  of  that  into  the  lap  of  the  consumer  and  that  the 
consumer  will  somehow  know  how  to  reduce  costs  by  choosing  this 
plan  or  that  plan  with  a  little  score  card  in  their  hand  simply 
doesn't  account  for  the  complexity  of  the  health  care  system.  There 
is  no  score  card  I  have  ever  seen  that  will  give  any  consumer 
enough  information  to  make  that  decision.  It  really  has  to  be  done 
by  health  care  providers  who  are  aware  of  what  the  situation  is, 
and  they  have  to  learn  to  control  the  costs.  And  it  can  be  done  in 
this  present  system  with  a  single-payer  method  of  payment. 

Mr.  Waxman.  So  a  single-payer  payment  system  would  allow 
consumers,  if  they  wanted,  to  go  into  managed  care  or  fee  for  serv- 
ice. The  President  would  have  people  make  the  choice  between  the 
plans,  if  they  want  one  kind  or  another.  Mr.  Cooper's  bill  would 
give  them  a  strong  incentive  to  choose  one  as  opposed  to  another 
based  on  the  fact  that  we  are  going  to  tax  them  or  their  employer, 
which  I  guess  would  be  shifted  over  to  them  if  they  choose  some- 
thing other  than  the  lowest  priced  HMO.  Don't  you  think  that 
would  make  consumers  more  attentive,  competition  more  success- 
ful? 

Mr.  McDermott.  Both  the  President's  plan  and  Mr.  Cooper's 
plan,  in  my  opinion,  suffer  from  the  defect  of  forcing  consumers  to 
make  a  decision  over  which  they  do  not  have  enough  information. 
They  force  them  to  make  decisions  based  on  financial  information. 

The  Cooper  bill  says  that  an  individual's  tax  deductibility  for 
health  insurance  will  only  be  the  lowest  cost  plan  in  their  area. 
Now,  if  your  company  is  presently  giving  you  a  bigger  plan  than 
that,  you  will  have  to  pay — that  will  be  considered  income,  and  you 
will  be  taxed  on  it  on  an  income  tax  basis.  That  is  how  he  gets  an 
income  tax  increase  on  most  Americans  in  this  country.  That  is  a 
very  heavy  hit  on  the  middle  class.  It  is  going  to  force  them  into 
the  cheapest  plan  in  town. 

You  in  California  and  other  parts  of  this  country  have  had  the 
experience  with  cheap  HMO's,  cheap  managed-care  operations,  and 
what  you  get  out  of  that  is  people  who  take  in  money,  and  every- 
thing is  designed  not  to  give  services.  That  is  how  you  get  the 
cheapest  plan. 

When  you  are  competing  on  the  basis  of  cost  and  to  say  to  the 
American  people  we  are  going  to  drive  all  of  you  on  a  financial 
basis  into  those  kinds  of  operations,  in  my  opinion,  is  not  necessary 
nor  is  it  good  health  care  for  this  country. 

Other  countries  allow  patients  to  choose  their  physicians,  and  the 
doctors  and  hospitals  have  to  be  responsible.  In  Germany,  if  the 
doctors  spend  too  much  they  reduce  their  payments.  They  put  the 
doctors  at  risk.  And  I  am  a  physician  who  believes  that  doctors 
ought  not  to  be  at  risk  in  the  system.  They  can  then  manage  it  effi- 
ciently. 
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Mr.  Waxman.  Thank  you,  Mr.  McDermott. 

Mr.  Bliley. 

Mr.  Bliley.  Thank  you,  Mr.  Chairman. 

Mr.  McDermott,  thank  you  for  coming  today.  I  have  one  question 
in  two  parts. 

You  are  familiar  with  the  fact  that  the  Ontario  hospitals  closed 
for  3  weeks  in  December  for  all  patients  except  for  emergencies. 
And  Canada  allows  health  care  costs  to  grow  at  a  rate  of  3.7  per- 
cent above  the  CPI.  The  Clinton  plan  would  hold  our  system  to  the 
CPI. 

My  first  question:  Do  you  think  that  is  realistic?  And,  if  so,  do 
you  think  it  can  be  achieved  without  massive  rationing? 

Mr.  McDermott.  Our  system  is  much  more  generous  than  the 
President's  system.  Their  numbers  are  so  tight,  I  don't  think  they 
are  going  to  adequately  fund  the  system.  That  is  one  of  the  reasons 
why  we  looked  very  carefully  at  our  tax  package.  We  would  not 
move  on  a  tax  package  until  we  had  costs  from  CBO. 

I  think  the  President  is  going  to  go  through  a  process  of  having 
costs  analyzed  from  CBO  and  then  find  that  their  tax  package  is 
not  going  to  be  enough.  They  used  CPI  rather  than  the  GDP  plus 
population,  which  is  what  we  used.  We  allow  the  growth  in  the  do- 
mestic product,  plus  population  per  year.  They  only  use  CPI,  which 
is  the  tightest  possible  cap  you  can  put  on  it. 

Mr.  Bliley.  In  your  statistics,  how  much  above  the  rate  of  infla- 
tion do  you  allow  for  cost  increases? 

Mr.  McDermott.  We  allow  gross  domestic  product  plus  popu- 
lation growth  at  the  end  of  5  years. 

You  have  got  to  remember  something,  Mr.  Bliley.  I  think  it  is 
very  easy  to  get  us  confused  with  the  Canadians,  because  I  am  not 
selling  Canadian  health  care  here.  There  are  big  problems  with 
that  system.  The  principles  are  correct  but  they  mix  their  money. 
And  when  they  have  a  deficit,  as  they  are  presently  having,  they 
take  money  from  health  care  to  pay  for  roads.  That  is  the  reason 
we  set  up  a  health  care  fund  from  which  the  money  can  only  go 
for  health  care.  I  think  this  is  a  very  important  thing  to  point  out. 

The  second  thing  is  that  this  country  is  starting  at  17  percent 
of  gross  domestic  product.  Canada  is  at  9  percent  and  Germany  is 
at  9  percent.  We  have  so  much  more  money  in  our  system  above 
the  Canadians  or  anyone  else;  to  compare  us  to  them  is  not  a  good 
comparison. 

Mr.  Bliley.  Where  did  the  number  17  percent  come  from?  I  am 
not  saying  that  is  not  true,  but  what  we  have  been  hearing  is  14. 

Mr.  McDermott.  It  is  17  percent  by  the  year  2000.  That  is  what 
this  system,  if  we  did  nothing,  is  going  to  be  at;  17  percent. 

Mr.  Bliley.  Thank  you. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you,  Mr.  Bliley. 

Mr.  Brown. 

Mr.  Brown.  Thank  you,  Mr.  Chairman.  Dr.  McDermott,  I  hear 
doctors  complain  often  more  and  more  about  insurance  companies 
looking  over  their  shoulder  as  they  practice.  Something  you  alluded 
to  earlier.  Contrast,  if  you  would,  what  H.R.  1200,  the  impact  H.R. 
1200  will  have  on  that;  contrast  with  the  present  system  and  the 
other  proposals,  if  you  would,  including  the  Clinton  health  plan. 


573 

Mr.  McDermott.  First  of  all,  let  me  make  one  commercial  for  to- 
morrow. We  are  having  a  "Health  Care  U"  on  the  single  payer  sys- 
tem, 2  hours,  9  to  11  a.m.,  here  in  the  Rayburn  building  to  talk 
about  how  our  system  works.  But  that  is  a  set-up  question  for  me. 

I  took  these  insurance  cards  out  of  my  wallet.  I  have  Blue  Cross/ 
Blue  Shield,  and  if  I  go  to  the  doctor  and  the  doctor  says,  Jim,  you 
have  to  go  to  the  hospital,  the  first  thing  I  have  to  do  is  call  my 
insurance  company.  I  have  this  800  number.  If  I  don't  call  it,  it  is 
going  to  cost  me  $500.  That  is  called  precertification.  Our  bill  pro- 
hibits that. 

Under  a  single  payer  plan,  if  a  doctor  tells  you  you  have  to  go 
to  the  hospital,  the  first  thing  you  do  is  pack  your  bag  and  go  to 
the  hospital.  You  don't  have  to  be  looking  at  what  the  insurance 
company  thinks.  That  is  the  way  it  is  in  Canada,  in  Germany,  in 
France,  and  in  every  other  industrialized  country  in  the  world. 

The  doctor  and  the  patient  make  the  decision  about  what  has  to 
happen.  In  this  country  we  have  insurance  companies  increasingly 
in  the  business  of  deciding  the  quality  of  health  care  in  this  coun- 
try. That  is  why  I  gave  those  illustrations. 

There  are  actually  insurance  plans  that  will  send  a  baby  home 
before  it  has  had  its  first  feeding.  A  newborn  baby  can  be  sent 
home  without  having  been  fed.  That  is  based  on  actuarial  tables  of 
insurance  companies.  That  kind  of  influence  at  those  decision  levels 
is  simply  not  good  medicine.  If  your  wife,  or  whatever,  went  and 
had  a  baby,  and  somebody  came  into  the  room  and  said  you  have 
got  to  take  her  home  because  our  actuarial  chart  says  she  has  been 
here  too  long,  without  talking  to  the  doctor,  you  would  be  up  in 
arms.  But  that  is  exactly  what  is  increasingly  happening  in  this 
country. 

I  have  nothing  against  insurance  companies.  They  are  simply  set 
up  to  make  money.  Their  number  one  driver  is  the  bottom  line  at 
the  end  of  quarter  so  they  can  pay  dividends,  and  the  way  you  do 
that  is  not  deliver  service.  You  save  money  and  give  it  to  the  stock- 
holders. 

And  when  you  set  up  a  system  where  you  are  going  to  get  in- 
creasing pressure  from  insurance  companies  to  run  HMO's,  you  are 
handing  to  the  six  or  eight  biggest  insurance  companies  in  this 
country  the  power  to  make  the  kinds  of  individual  decisions  telling 
doctors,  "You  can't  do  this,  you  can't  send  people  there."  "We  don't 
want  you  to  have  that  kind  of  treatment."  "I  don't  want  that  sys- 
tem." I  won't  vote  for  that  system  as  a  physician.  As  a  Member  of 
Congress,  I  won't  vote  for  it  because  I  don't  want  my  health  care 
decisions  made  by  an  insurance  accountant.  They  are  nice  people, 
but  they  don't  know  what  is  the  matter  with  me.  That  is  the  simple 
bottom  line. 

Mr.  Brown.  Dr.  McDermott,  would — you  also  contrast  one  of  the 
major  benefits  of  single  payer  is  the  cutting  of  administrative  costs. 
Would  you  touch  on  contrasting  what  H.R.  1200  does  with  the 
other  bills?  But  more  to  the  point,  what  can  we  do  in  the  Clinton 
health  plan,  because  presumably  that  is  going  to  be  more  the  vehi- 
cle than  H.R.  1200?  What  can  we  do  in  the  Clinton  health  plan  to 
cut  administrative  costs  further  than  that  plan  seems  to  do? 

What  elements  of  single  payer  can  we  inject  into  that  plan? 
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Mr.  McDermott.  Let  me  start  by  questioning  your  assumption: 
that  the  President's  plan  is  the  bill  that  is  going  to  be  the  one  we 
work  off  in  the  Congress. 

Ours  is  the  only  bill  that  has  been  to  CBO.  Ours  is  the  only  bill 
that  has  been  to  Joint  Tax.  Until  you  get  the  President's  bill  and 
the  Cooper  bill  and  all  of  these  others  evaluated  on  the  same  basis, 
I  don't  think  you  can  make  a  conclusion  that  the  President's  bill 
is  going  to  be  able  to  get  218  votes  to  get  out  of  House  of  Rep- 
resentatives. 

Mr.  Brown.  Well,  I  am  new  around  here. 

Mr.  McDermott.  That  is  why  I  brought  that  up. 

Mr.  Brown.  Somebody  told  me  it  might  be  the  President's  bill. 
I  don't  know  where  I  got  that  idea. 

Mr.  McDermott.  It  is  an  assumption  that  some  people  might 
make.  But  I  think  if  you  look  at  it,  the  real  questions  here  are,  "Is 
the  financing  adequate  in  the  President's  bill?  Does  he  achieve  uni- 
versal coverage? 

All  those  issues,  in  my  opinion,  are  yet  to  be  determined.  And  I 
think  that  you  and  I  and  every  Member  of  Congress  will  have  a 
very  difficult  time  going  home  to  people  saying,  we  are  going  to 
raise  the  amount  of  money  that  we  put  into  the  health  care  system 
and  we  are  going  to  guarantee  you  less  benefits  than  you  presently 
have  today. 

There  are  approximately  60,000  aerospace  mechanics  in  the 
State  of  Washington.  They  have  stood  in  the  rain  on  three  different 
occasions  in  contract  negotiations  and  have  a  very  generous  health 
benefits  package,  and  for  me  to  go  home  and  say  I  am  not  going 
to  guarantee  you  a  package  at  least  as  good  as  what  you  have  now 
is  simply  not  going  to  be  acceptable. 

And  that  is  going  to  be  true  for  every  single  person  here  because 
you  are  going  to  have  to  look  at  this  as  what  am  I  taking  home 
to  people  that  I  am  going  to  be  able  to  defend?  You  might  be  able 
to  get  through  the  next  election  because  they  won't  have  known 
quite  what  is  happening. 

But  2  years  down  the  road,  1996,  if  we  try  and  sell  them  some 
cut-rate  deal  run  by  insurance  companies,  we  are  going  to  be  in  se- 
rious trouble.  And  I  think  the  politics  of  it,  as  well  as  the  numbers, 
make  people  look  at  single  payer  as  the  most  efficient  way  to  get 
health  care  with  a  generous  package,  and  with  the  freedom  to 
choose  whoever  you  want  to  see  for  your  health  care.  So,  I  am  not 
willing  to  concede  that  the  game  is  over  and  that  we  ought  to  be 
improving  some  other  plan. 

Mr.  Waxman.  If  you  have  another  minute,  I  just  want  to  ask  you 
a  challenging  question,  not  that  the  others  haven't  been  challeng- 
ing. You  said  you  don't  want  insurance  companies  to  make  the  de- 
cision as  to  what  care  should  be  given  to  patients. 

But  the  fact  of  the  matter  is  we  could  just  put  unlimited  dollars 
in  giving  care  and  spend  all  of  our  money  on  nothing  but  health 
care  and  in  some  cases  some  could  argue  that  is  legitimate.  So 
somebody  is  going  to  have  to  say  what  is  appropriate  and  what 
isn't. 

What  I  hear  you  saying  is  that  you  don't  want  an  insurance  com- 
pany or  entrepreneurs  who  have  set  up  a  plan,  a  vertically  inte- 
grated plan,  to  make  that  decision  when  they  have  a  financial  in- 
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terest  in  turning  down  people  for  care,  because  they  want  to  maxi- 
mize their  profits. 

Mr.  McDermott.  Correct. 

Mr.  Waxman.  You  feel  uncomfortable  with  that. 

On  the  other  hand,  if  you  have  a  single  payer  plan,  as  we  have 
in  Medicare  and  in  other  countries,  there  have  to  be  some  bound- 
aries set  so  that  we  don't  pay  for  everything.  So  somebody,  maybe 
a  government  bureaucrat,  would  make  that  decision.  How  com- 
fortable do  you  feel  with  that?  And  aren't  we,  in  fact,  going  to  say 
that  somebody  is  going  to  make  the  decision,  shouldn't  it  be  some- 
body who  is  publicly  accountable  as  opposed  to  someone  who  is  self- 
interested? 

Mr.  McDermott.  There  is  clearly  a  limit  to  how  much  this  coun- 
try or  any  country  will  spend  on  health  care.  So  we  have  to  deal 
with  limits.  So  the  question  is,  "Who  do  you  want  to  be  making 
those  decisions?" 

Let's  take  Germany  for  example.  There  are  doctors  and  hospitals 
sitting  on  one  side  of  the  table,  and  unions,  companies,  the  govern- 
ment, and  consumers  sitting  on  the  other  side,  and  there  is  a  nego- 
tiation about  what  will  be  paid  for,  how  much  will  be  paid  for.  They 
even  allow  in  some  health  care  plans  in  Germany  that  you  can 
spend  2  weeks  in  a  spa. 

So  you  can  negotiate  anything.  And  I  think  that  the  ability  to  let 
a  negotiation  go  on  between  the  physicians  and  the  hospitals  and 
the  providers  and  the  people  who  are  the  consumers,  the  unions 
and  the  companies  and  so  forth,  is  the  most  democratic  way  to  ar- 
rive at  that  decision.  To  put  the  health  care  system  in  the  hands 
of  insurance  companies  who  make  the  decisions  and  every  doctor 
works  for  them,  and  you  either  take  their  rules  or  you  are  out,  is 
not  a  good  mechanism,  in  my  opinion.  The  consumers  get  left  out 
of  that. 

How  does  a  consumer  fare  in  an  HMO  that  has  a  provision  in 
the  doctor's  contract  that  the  doctor  cannot  tell  the  patient  about 
treatments  that  are  not  covered  by  that  plan,  "I  could  treat  you 
this  way,  but  our  plan  doesn't  cover  that."  A  doctor  can't  even  say 
that  to  a  patient?  How  can  you  have  good  health  care  when  deci- 
sions like  that  are  made  by  the  management  of  the  company? 

I  want  the  consumers  to  sit  eyeball-to-eyeball  with  the  providers 
and  say  we  think  we  ought  to  have  this  and  we  think  we  ought  to 
have  that  and  there  is  a  fixed  amount  of  money.  We  are  already 
spending  so  much  more  than  the  rest  of  the  world.  We  are  not 
short  of  money.  We  are  short  of  deciding  how  to  spend  it  efficiently. 
And  I  have  no  fear  of  sitting  across  the  table  and  negotiating  with 
the  unions  and  the  companies  and  the  consumers  of  this  country 
in  terms  what  is  the  best  health  care  system.  We  would  have  a 
much  better  system  than  we  presently  do. 

Mr.  Waxman.  Doctors  often  talk  to  me  about  the  whole  problem 
of  health  care  because  they  want  to  provide  the  best  service  for 
their  patients  and  they  want  to  do  what  is  needed,  and  they  are 
nervous  about  government  setting  the  limits  on  this.  Although  a  lot 
of  them  are  very  nervous  at  the  idea  that  entrepreneurs  putting  to- 
gether health  care  systems  are  going  to  put  in  gatekeepers  who  are 
going  to  deny  people  care,  and  they  are  certainly  frightened  that 
they  are  going  to  be  coerced  into  joining  those  systems  because  if 
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they  don't,  they  won't  have  the  ability  to  continue  to  practice  be- 
cause their  patients  will  be  in  these  systems. 

What  do  you,  as  a  doctor,  say  to  your  fellow  doctors  who  say 
aren't  you  setting  up  a  system  where  the  government  is  going  to 
make  these  decisions  and  they  say  that  with  a  great  deal  of  mis- 
trust, because  look  at  all  of  the  regulations  that  the  government 
places  on  them  for  Medicare  and  Medicaid. 

Mr.  McDermott.  My  answer  to  that  is  if  you  believe  that  there 
is  going  to  be  a  control  on  the  system  and  the  amount  of  money 
spent,  then  the  real  question  is  who  is  at  the  table  to  make  that 
decision? 

And  I,  frankly,  like  the  German  system  better  than  the  Canadian 
system.  The  Canadian  system  has  the  providers  on  one  side  of  the 
table  and  the  government — only  the  government — on  the  other  side 
of  the  table.  It  is  strictly  a  government-provider  negotiation.  The 
German  system  brings  in  the  consumers,  the  unions,  the  compa- 
nies, and  the  government.  Anybody  who  purchases  gets  to  sit  at 
the  table. 

And  what  I  tell  the  physicians  is  that  you  want  a  seat  at  the 
table  for  those  negotiations.  You  want  to  be  able  to  sit  there  and 
say  you  ought  to  be  able  to  spend  more  money  over  here  and  less 
money  there,  rather  than  having  it  decided  somewhere  and  sent 
down  to  you.  And  it  really  is  a  question  of  getting  a  seat  at  the 
table  so  that  you  can  argue  treatment  A  is  not  as  effective  as  treat- 
ment B,  so  we  are  going  to  pay  for  treatment  B. 

And  frankly,  the  doctors  are  uncomfortable  with  this  because  for 
the  first  time  in  their  own  history  they  may  have  to  sit  around  a 
table  and  look  at  each  other  and  say  we  are  putting  too  much 
money  over  here  and  we  have  got  to  take  some  of  that  money  and 
put  it  over  here.  But  I  think  that  kind  of  negotiation  is  better  for 
physicians  because  at  least  they  have  an  opportunity  to  make  their 
case  that  this  is  the  way  it  ought  to  be  distributed. 

Right  now  it  is  decided  primarily  by  insurance  companies.  And 
I  think  as  you  move  to  the  President's  plan,  it  will  be  increasingly 
in  the  hands  of  insurance  companies.  As  a  doctor,  right  now  if  you 
come  to  me,  I  charge  you  X  number  of  dollars  and  I  get  whatever 
I  can  from  the  insurance  company  and  then  I  chase  you  for  the 
rest. 

Mr.  Waxman.  Under  the  President's  plan,  there  would  be  alli- 
ances that  would  act  in  order  to  try  to  make  sure  that  these  plans 
are  providing  care,  that  they  are  pooling  everybody  together  and 
then  they  are  going  to  say  to  the  plans,  they  have  got  to  provide 
certain  benefits  but  it  sounds  like  those  alliances  may  not  be 
around  by  the  time  we  get  to  the  end  of  the  day.  So  that  would 
mean  you  really  are  right.  The  insurance  companies  will  be  dealing 
directly. 

I  have  exceeded  my  time. 

Mr.  Brown,  do  you  have  any  other  questions? 

Mr.  Brown.  One  more  question,  if  I  could. 

One  of  the  oppositions  of  single  payer  often  cited,  kind  of  along 
the  lines  that  the  chairman  did,  the  one  particular  example  they 
cite  is  that  the  government  running  the  health  care  system  is  more 
of  the  same  kind  of  the  disasters  we  have  seen  in  running  Veter- 
ans' hospitals.  What  is  the  answer  to  that? 
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Without  going  into  great  detail  about  the  problems  with  Veter- 
ans' hospitals,  what  will — will  some  of  the  same  threads  and  ele- 
ments be  running  through  this  plan,  H.R.  1200,  that  have  been 
used  to  run  the  Veterans'  hospitals  in  the  last  few  decades? 

Mr.  McDermott.  One  of  the  problems  in  the  health  care  system 
right  now  is  that  there  is  no  system.  You  have  a  terribly  frag- 
mented system.  You  have  Medicare  and  Medicaid  and  you  have 
CHAMPUS  and  the  Veterans'  system  and  you  have  got  all  of  these 
systems  with  everybody  trying  to  shift  the  cost  onto  somebody  else. 

When  I  was  a  Ways  and  Means  chairman  in  my  State  legisla- 
ture, they  would  come  in  with  the  Medicaid  package  and  ask  for 
a  15  percent  increase.  I  arbitrarily  cut  that  in  half  and  gave  them 
7Vb  percent.  I  have  to  fund  the  State  patrol  and  the  State  parks, 
so  I  am  going  to  cut  the  request  in  half  and  shift  the  cost  on  any- 
body else  I  can  push  it  off  onto. 

And  everybody  has  been  doing  that.  So  when  you  look  at  our 
present  system,  you  can  find  problems  in  Medicare,  Medicaid,  the 
Veterans'  system,  CHAMPUS,  any  of  the  programs,  because  it  is 
not  a  system.  When  you  talk  about  a  single  payer  system  when  ev- 
erybody is  in  the  same  boat,  there  is  no  place  to  shift  it. 

You  stop  the  cost  shifting  that  is  going  on  in  our  present  system 
and  that  is  the  single  biggest  advantage  from  a  financial  stand- 
point to  a  single  payer  system. 

There  is  no  way  you  get  out  of  shifting  it  to  somebody  else  be- 
cause we  are  all  in  the  same  boat.  And  that  is  what  industry  is 
mad  about,  right  now.  They  say,  "We  only  want  to  pay  for  our  em- 
ployees. We  are  getting  the  costs  of  the  uninsured  in  this  country 
shifted  into  our  health  insurance  premiums",  and  they  are  right. 
They  are  paying  more  than  their  fair  share  because  we  have  this 
big  group  of  people  in  this  country  who  are  not  covered  by  any 
health  insurance  plan  at  all. 

So  a  single  payer  system  says  we  are  all  in  it  together  and  we 
are  all  going  to  pay  the  same  thing  and  we  are  all  going  to  be  re- 
sponsible for  it  and  nobody  gets  a  free  ride.  And  the  single  payer 
system  is  the  cheapest  and  the  easiest  way  to  do  it.  That  is  why 
I  think  the  single  payer  system  is  the  way  to  go. 

Mr.  Brown  [presiding].  Thank  you  very  much. 

Our  second  panel  includes  individuals  and  groups  who  are  sup- 
porting H.R.  1200.  Gerard  Anderson,  School  of  Hygiene  and  Public 
Health,  Johns  Hopkins  University;  Sara  Nichols  is  staff  attorney 
for  Public  Citizen  Congress  Watch;  Carolyn  Kazdin  is  legislative  di- 
rector of  Amalgamated  Clothing  and  Textile  Workers  testifying  on 
behalf  of  Jack  Schinkman,  president  of  ACTWU;  Dr.  Janet  Freed- 
man  is  the  cochair  of  the  Committee  on  Health  Care  Reform,  Amer- 
ican Medical  Women's  Association. 

I  welcome  you  all  to  the  subcommittee  and  thank  you  for  partici- 
pating. 

Dr.  Anderson,  would  you  like  to  start? 
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STATEMENTS  OF  GERARD  ANDERSON,  DIRECTOR,  JOHNS 
HOPKINS  CENTER  FOR  HOSPITAL  FINANCE  AND  MANAGE- 
MENT; SARA  S.  NICHOLS,  STAFF  ATTORNEY,  PUBLIC  CITIZEN 
CONGRESS  WATCH;  CAROLYN  KAZDIN,  LEGISLATIVE  DIREC- 
TOR, AMALGAMATED  CLOTHING  AND  TEXTILE  WORKERS 
UNION;  AND  JANET  FREEDMAN,  COCHAIR,  COMMITTEE  ON 
HEALTH  CARE  REFORM,  AMERICAN  MEDICAL  WOMEN'S  AS- 
SOCIATION 

Mr.  ANDERSON.  Thank  you  very  much.  This  morning  I  would  like 
to  talk  about  four  design  and  coverage  provisions  which  distinguish 
the  American  Health  Security  Act  from  most  of  the  other  bills 
briefly  and  then  discuss  in  much  greater  detail  the  cost  contain- 
ment and  the  financing  aspects. 

It  has  been  mentioned  earlier,  this  legislation  is  the  only  one 
that  provides  comprehensive  benefits  at  relatively  low  costs,  pro- 
vides universal  mandatory  health  care  coverage  for  all  Americans 
citizens  and  legal  residents. 

It  is  a  comprehensive,  explicitly  defined  benefit  package  covering 
primary  care,  acute  care,  long-term  care  and  mental  health  bene- 
fits. It  is  able  to  provide  these  comprehensive  coverage  without  in- 
stituting any  cost-sharing. 

It  integrates  the  Medicare  and  Medicaid  programs  into  a  com- 
prehensive program  and  it  does  it  with  much  lower  administrative 
costs.  The  Congressional  Budget  Office  says  that  the  cost — the  ad- 
ministrative costs  will  be  reduced  from  7  percent  to  3.5  percent  by 
the  year  2000  if  this  legislation  is  passed. 

In  addition,  hospitals  and  other  providers  would  save  approxi- 
mately 6  percent  of  their  revenues  by  dealing  with  only  one  payer 
and  eliminating  the  copayments  and  other  billing  requirements. 

However,  what  I  want  to  do  is  turn  to  the  financing  and  cost  con- 
tainment provisions  and  highlight  three  areas.  First  of  all,  the  idea 
of  shifting  the  method  of  financing  from  the  private  to  the  public 
sector;  second  of  all,  using  price  regulation  to  control  health  care 
expenditures;  and  third  of  all,  using  State  and  local  global  budgets 
to  control  health  care  expenditures. 

By  1997,  the  American  Health  Security  Act  would  rechannel  ap- 
proximately $500  billion  from  the  private  sector  to  the  Federal 
Government  by  eliminating  private  sector  financing  of  health  in- 
surance and  replacing  these  with  an  8.4  percent  payroll  tax,  a  2.1 
percent  income  tax  and  tax  increases  on  cigarettes  and  alcohol. 

According  to  my  estimates,  by  1997,  75  percent  of  the  Americans 
who  are  currently  insured  would  pay  less  for  health  insurance 
under  the  American  Health  Security  Act.  According  to  the  Congres- 
sional Budget  Office,  the  act  would  save  approximately  $114  billion 
in  the  year  2003,  and  that  would  result  in  the  American  family 
paying  on  average  $1,000  less  in  that  area  compared  to  current 
law. 

In  my  prepared  testimony,  I  prepared  a  series  of  four  charts 
showing  how  the  current  financing  system  and  the  American 
Health  Security  Act  would  affect  individual  Americans.  These 
charts  are  based  upon  the  congressional — data  from  the  Congres- 
sional Budget  Office,  Joint  Committee  on  Taxation,  Employee  Ben- 
efit Research  Institute  and  National  Medical  Expenditure  Series. 
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And  if  you  look  at  scenario  four,  it  is  a  32-year-old  male,  one 
child;  that  child  has  leukemia,  the  person  is  an  owner  operator  of 
a  grocery  store,  a  small  firm,  $60,000  in  income.  Doing  well.  Hav- 
ing trouble  getting  insurance  coverage  and  not  getting  comprehen- 
sive health  insurance.  They  are  paying  $12,000  right  now.  Under 
the  American  Health  Security  Act,  it  would  be  about  $6,000.  So  the 
price  could  effectively  for  that  individual  be  cut  in  half. 

It  is  able  to  achieve  these  through  administrative  savings  and 
through  price  regulation.  Price  regulation  has  been  very  controver- 
sial, as  you  know,  for  many  years.  I  recently  read  a  study  that  was 
published  in  the  Health  Care  Financing  Review,  the  arm  of  the 
Health  Care  Financing  Administration,  and  it  basically  reviewed 
the  literature  over  the  past  20  years  that  health  economists  and 
others  have  done. 

And  basically,  what  I  conclude  from  looking  at  the  literature  is 
that  States  with  all  payer  rate  setting  programs  have  consistently 
been  able  to  lower  the  rate  of  increase  in  hospital  expenditures  by 
2  to  4  percentage  points  a  year. 

I  work  in  Maryland.  Maryland  has  had  regulation  more  than  any 
other  State,  longer  than  any  other  State.  Johns  Hopkins  for  the 
last  3  years  has  been  listed  as  the  best  hospital  in  America.  Qual- 
ity and  cost  containment  can  work  together.  It  has  been  able  to  re- 
duce the  amount  of  cost  shifting.  And  it  has  been  able  to  increase 
access  to  the  uninsured. 

There  has  been  little  evidence  that  impact  on  quality  of  care  has 
declined.  HMO's  and  other  managed  care  organizations  exist  in 
Maryland  and  other  places;  the  diffusion  of  technology  has  done 
very  well.  In  terms  of  global  budgets,  they  have  been  used  in  other 
countries  for  years  without  access  or  other  problems  and  they  make 
common  sense. 

As  a  society  we  decide  how  much  we  want  to  spend  on  defense, 
space  exploration  through  the  budgetary  process.  No  reason  why 
we  couldn't  do  exactly  the  same  thing  on  health  care. 

I  would  be  glad  to  answer  any  questions. 

[The  prepared  statement  of  Mr.  Anderson  follows:] 
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Mr.  Chairman,  my  name  is  Gerard  Anderson,  and  I  am  the  Director 
of  the  Johns  Hopkins  Center  for  Hospital  Finance  and  Management, 
co-Director  of  the  Johns  Hopkins  Program  for  Medical  Practice  and 
Technology  Assessment,  and  an  Associate  Professor  of  Health 
Policy  and  Management  at  the  Johns  Hopkins  School  of  Hygiene  and 
Public  Health. 

Today,  I  wish  to  speak  in  favor  of  H.R.  1200,  the  "American 
Health  Security  Act."   The  Act  contains  numerous  provisions  that 
should  be  incorporated  into  the  final  health  care  reform 
legislation.   There  are  four  coverage  and  design  provisions  that 
warrant  special  mention: 


Universal,  mandatory  health  insurance  coverage  for  all 
citizens  and  legal  residents.   Many  of  the  other  bills 
under  consideration  do  not  achieve  this  minimum 
standard. 

A  comprehensive,  explicitly  defined  benefit  package 
covering  primary  care,  acute  care,  long  term  care,  and 
mental  health  benefits.   The  American  Health  Security 
Act  is  able  to  provide  these  comprehensive  health 
benefits  without  instituting  cost  sharing. 

Integration  of  the  Medicare  and  Medicaid  programs  into 
one  comprehensive  plan.   Maintenance  of  two  or  more 
health  care  financing  systems  will  increase 
administrative  costs  without  improving  the  health 
status  of  any  American. 

Much  lower  administrative  costs.   According  to  the 
Congressional  Budget  Office,  the  administrative  costs 
under  the  American  Health  Care  Security  Act  will 
decrease  from  the  current  7  percent  of  health  spending 
to  3.5  percent  by  the  year  2000.   CBO  also  estimates 
that  hospitals,  physicians,  home  health  agencies,  and 
other  health  care  professionals  would  save  6  percent  of 
revenue  by  dealing  with  only  one  payer  and  eliminating 
copayments  and  other  billing  arrangements. 
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Financing  and  Cost  Containment 

The  most  controversial   and  innovative  aspects  of  the  American 
Health  Security  Act,  however,  involve  its  financing  and  cost 
containment  provisions.   In  my  testimony  this  morning,  I  would 
like  to  concentrate  on  three  specific  issues: 

•  Shifting  the  method  of  financing  from  the  private  to 
the  public  sector. 

•  Using  price  regulation  to  control  health  expenditures. 

•  Using  state  and  national  global  budgets  to  contain 
health  care  expenditures. 

Public  Financing 

In  1997,  the  American  Health  Security  Act  will  rechannel 
approximately  $500  billion  from  the  private  sector  to  the  federal 
government  by  eliminating  private  sector  financing  of  health 
insurance  and  replacing  the  funds  with  an  8 . 4  percent  payroll 
tax,  a  2.1  percent  income  tax,  and  tax  increases  on  cigarettes 
and  alcohol.   While  many  pundits  have  suggested  that  such  a  large 
tax  increase  makes  this  proposal  dead  on  arrival,  the  method  of 
financing  a  single  payer  plan  has  considerable  merit  after 
reviewing  the  data  and  comparing  it  to  the  current  method  of 
financing  health  care. 

In  1997,  75  percent  of  Americans  who  are  currently  insured 
would  pay  less  for  health  insurance  under  the  American  Health 
Security  Act  than  under  current  law  and  this  percentage  would 
increase  as  the  cost  savings  projected  under  the  American  Health 
Security  Act  would  increase.   According  to  projections  made  by 
the  Congressional  Budget  Office,  the  American  Health  Care 
Security  Act  would  save  $114  billion  in  the  year  2003  and, 
therefore,  the  average  American  family  would  pay  over  $1000  less 
for  health  care  services  in  the  year  2003  compared  to  current 
law. 

I  have  prepared  a  series  of  charts  that  illustrate  how  the 
financing  system  would  affect  individual  Americans.   The  charts 
show  that  under  the  American  Health  Security  Act  most  Americans 
would  pay  less  than  they  are  currently  paying  for  health  care. 
For  low  income  individuals  and  individual  with  chronic  illnesses 
the  amounts  would  be  significantly  less.   The  charts  also  show 
that  most  employers  would  pay  less  if  the  American  Health 
Security  Act  were  passed.   The  charts  are  based  upon  numbers 
generated  by  the  Congressional  Budget  Office,  Joint  Committee  on 
Taxation,  Employee  Benefits  Research  Institute,  and  the  National 
Medical  Expenditure  Series. 
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Price  Regulation 

Under  the  American  Health  Security  Act,  hospitals  and 
nursing  homes  will  be  paid  on  the  basis  of  global  budgets. 
Physicians  and  other  health  care  professionals  will  be  paid  based 
on  a  variety  of  mechanisms  including  annual  operating  budgets, 
fee  schedules,  and  capitation  payments. 

While  no  one  prefers  price  regulation  to  a  free  market 
solution,  international  and  domestic  evaluations  of  price 
regulation  in  the  health  care  industry  have  shown  that  price 
regulation  is  able  to  control  costs  without  an  adverse  impact  on 
either  access  to  or  quality  of  medical  care.   In  1991,  I  wrote  an 
article  in  the  Health  Care  Financing  Review  summarizing  the 
published  literature  on  all  payer  rate  setting.   The  article 
reached  the  following  conclusions: 

•  States  with  all  payer  rate  setting  programs  have  been 
able  to  consistently  lower  the  rate  of  increase  in 
hospital  expenditures  by  2-4  percentage  points  per  year 
compared  to  other  states. 

•  All  payer  rate  setting  programs  have  been  able  to 
reduce  the  extent  of  cost  shifting  considerably. 

•  All  payer  rate  setting  programs  have  increased  access 
for  the  uninsured  because  they  compensate  hospitals  for 
the  care  of  people  without  health  insurance. 

•  Most  studies  have  found  no  evidence  that  quality  of 
care  declined  under  all  payer  rate  setting  programs. 

•  HMOs  and  other  managed  care  organizations  have 
prospered  in  states  with  all  payer  rate  setting. 

•  The  diffusion  of  new  technology  and  access  to  capital 
is  comparable  in  states  with  and  without  all  payer  rate 
setting. 

The  Prospective  Payment  Assessment  Commission,  the  Physician 
Payment  Review  Commission,  and  the  Congressional  Budget  Office 
have  recently  conducted  independent  assessments  of  the 
feasibility  of  regulating  hospital  and  physician  services  based 
upon  Medicare  payment  rules.   They  all  concluded  that  a  national 
payment  rate  is  feasible  at  this  time. 

State  and  National  Budgets 

The  American  Health  Security  Act  establishes  an  annual 
global  budget  for  health  care,  limiting  growth  in  expenditures  to 
the  rate  of  growth  in  the  gross  domestic  product.   Each  state  is 
given  a  global  budget  which  the  state  will  use  to  set  budgets  for 
physicians,  hospitals,  and  nursing  homes.   Separate  budgets  for 
new  construction,  renovation,  and  major  capital  equipment  are 
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allocated  directly  by  the  states.   A  National  Health  Board 
negotiates  prescription  drug  prices  with  drug  companies. 

Global  budgets   have  been  used  by  other  countries  for  years 
without  access  or  quality  problems.   In  the  United  States,  a 
number  of  states  have,  for  years,  used  a  form  of  global  budgeting 
-  prospective  rates  with  volume  adjustments  -  to  set  hospital 
rates  without  adverse  effects  on  quality  of  care  or  access  to 
care.   Medicare  currently  uses  a  form  of  global  budgeting  for 
physician  services. 

Global  budgets  also  make  common  sense.   As  a  society  we 
decide  how  much  we  want  to  spend  on  defense,  space  exploration, 
or  public  education  through  the  budget  process.   There  is  no 
reason  why  the  same  process  could  not  be  used  to  decide  how  much 
to  spend  on  health  care. 

I  would  be  happy  to  answer  any  questions. 
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SCENARIO  1 


WORKER  IN  SMALL  MANUFACTURING  COMPANY 

DomoqraDhlcs: 

1       Age. 

45 

2       Gender: 

Mala 

3      Family: 

Wile  and  two  children 

4       Health  Statu*: 

No  preexisting  conditions 

No  long  term  haalth  cere  needs 

5        Income: 

Wagaa  -  $50,000  In  1999.  no  other  Income 

6      Haalth  Habits: 

Non  smoker,  non  drinker 

Current  Health  Insurance  Coverage: 

1  Benefits  Comprehensive  banaflta;  no  deductibles: 

Hi  drugs  with  copey;  no  dental;  no 
long  term  cere 

2  Covaraga:  Family 

3  Employer  Paymant:        Employar  pays  100%  ot  premium 


COST  TO  THE  WORKER 

Out  ot  Pocket     Premium      Taxes  ToiaJ 

Current  System  200"'         S435'*  0  5635 

American  Hearth  Care  0,B  0       5250"1  5250 

Security  Act 


aaaaaaaai  to  &m  Oi«»titii  a— ai  w>i—  lb  bwttuei'B  saaaaaaaas  h«<  an  b»  ise2 
jejaalBaaaaawayaealla^TaJsaaaBlaaaai  SBlaasealaaa  laseaa,  aaaaaisraaBr" 

o4  aaaaal  n  BaaaaaaaaaBa  aaaa  w**  i«w«r  em  to  sesjleasa>   Bir—a  tuaNti 
em— ■■  tmnm  *m*  parrc*.  •  *anr  seaeaeaaaai  bbbbbbbbbb  t«  aim  «m  mimnmji  w« 

JoM  ConaRn  on  TuaOon  pnBn  •  pern*  eu  el  B.4  p«M  eral  »:o»i  ui«n 
■  ol  revenue. 


COST  TO  THE  EMPLOYER 

Payments  for  Hearth 
Insurance 

Current  System  5435°' 

American  Hearth  Care  4200'* 

Security  Act 


*■■!■■■  a»  ■  bpjbb  payee  ■*  t*»»  *  •  50.000 

AccnnBne  lo  tfw  (it^^g  i  ■  ■   Bonsai  Naaaaf^h  IM 
Pi»»jne»nSor»»Tenaiaa7ltaejt»»Miaialtanana»i»»l«r»eT.  I     I'll      ImMll       »       I      I      I  1 1  II  110.87  —  tenl 
•ctwfeaj  f»m.  -**  tows  Van  10  .rnbrm 

i  Tiuow  awajseai  •  pevral  out  of  a.4  aareaM. 
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SCENARIO  2 


WORKER  IN  MEDIUM  SIZED  TRANSPORTATION  FIRM 

Demographics: 

1  Age: 

2  Gender: 

3  Family: 

4  Health  Status: 


5  Income: 

6  Health  Habits: 
Current  Health  Insurance 


42 

Female 

Divorced,  two  children 

No  preexisting  conditions 

No  long  term  health  care  needs 

$20,000  in  1999,  no  other  Income 

Non  smoker,  non  drinker 

Coverage: 


1 

Benefits: 

$1000  family  deductible;  no  Rx; 
no  dental;  no  vision 

2 

Coverage: 

Family 

3 

Employer  Payment: 

Employer  pays  80%  of  premium 

COST  TO  THE  WORKER 


Current  System 

American  Health  Care 
Security  Act 


of  Pocket      Premium     Taxes        Total 

3330'"         2130'3'  0  5460 

0ia  0       80Ow  800 


According  to  tha  Emptor**  Banafrt  Raaaarch  Irantuta't  ca*cU*  ooro  basad  on  tha  1992  auppfarnaril  of  ttw  CunvK 
Population  Survay  and  1 987  National  Magical  Expandrtur*  Survay.  ampioyar  haaWh  •  «pandrtur%j  rapraaa ntad  1 0 .  65  prtxanf 
of  payrol  in  a  transportation  tarn  of  batviaan  25  and  99  arnptayaas.  Bacaus*  HmMi  insuranca  pninun  an  axpactad  to 
ncrtM*  fastar  than  payrol.  a  vary  consarvativa  astirnata  a  that  thai  pcrcantag*  w*  not  changa. 

For  employ*™  of  lass  than  75  fui  tima  aguivatant  ampioyass  e*nw»g  an  *»ar*g*  waga  of  bns  than  $24,000.  tha  Joint 
Corrurwrte*  on  Taxation  has  projactad  a  tu  rata  of  4.0  par  cant  annas'  rais*  tha  reojarad  amount  of  r 


COST  TO  THE  EMPLOYER 


Payments  for  Hearth 
Insurance 


Current  System 

American  Hearth  Care 
Security  Act 


21 30'2' 
800l:n 


Assumas  th»  awaraga  payrol  in  1999  *  $20,000 

Acconang  to  th*  Cmptoyaa  Banafri  Rasaarch  Instrtuta  t  calculations  ba* 
PopUation  Survey  and  1 98  7  National  Madkcal  Espandrtura  S^urv*y.  *mptor*r  * 
of  payrol  hi  a  transportation  firm  of  banaaan  25  and 


For  amptoyan  of  lass  than  75  hal  tima  aojurvatant  ampler***  aarrahg  an 
CormtiN  on  Taxation  has  projactad  a  tai  rata  of  4  0  parcant  would  nai 


I  on  tha  1992  aupptamant  of  tha 
1 10.85 


aga  of  ana  than  124.000.  tha  J 
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SCENARIO  3 

WORKER  IN  LARGE  CONSUMER  PRODUCTS  FIRM 

Demographics: 

58 

Mile 

Married  with  no  dependents 

No  preeiiatlng  condition! 

No  long  term  hearth  care  needa 

(60,000  In  1994,  no  other  Income 

Non  amoker,  non  drinker 

Current  Health  Insurance  Coverage: 

1  Benefits:  Comprehenalve;  $200  deductible; 

drugs;  dental;  vltion 

2  Coverage:  Family 

3  Employer  Payment  Employer  paya  100%  of  premium 


1 

Age: 

2 

Gender: 

3 

Family: 

4 

Health  Statue: 

5 

Income: 

6 

Health  Habits: 

COST  TO  THE  WORKER 

Out  o(  Pocket     Premium     Taxes       Iolal 
Current  System  1218'"       6876'31  0  3094 

American  Hearth  Care  0,a  0      SaOO14*  6300 

Security  Act 


Caunalaa  lor  <a«  ol  pockal  tieandrrv*  n  ara  b«l  on  tonaamai  naai  a)  lha  NIKS  data  aanaaad  aa    I  nil  I  11 

Aaauanaa  100  iMruni  iniaiui  wa*  0  p«cm  capaymanta. 

Axtwalns  to  tfaa  Eaaeaoyaa  Banaf*  Rnwdt  hmuu'i  uioiitxra  hiairl  on  tha  19S2  iiM4""'aa  af  t 

»■—  J..4--C. — r-"»" ...  „.  ,,  T--fT  „.,T  lir  ,,  ,  mil, .it  nm  niiiiiafompimiMaii  «anni« 

d*  PayaS  1  a  rajaaaaiai  preducta  «na  omotoywg  WXV998  ananuiaal    ITli  mil  r  ilia    iiaiaaa    I  aiaaaa  —  ii  aaasa  paa 
lo  huHM  faatar  man  payral.  a  wan;  canaarvattva  aalanata  m  tfiat  tfaa  parcantaoa  •*  act  chanf*. 

Joan  Camalaian  Tauajon  projacta  a  parrot  tax  ol  8  4  parcam  ana  aiceaaa  taa  o<  2. 1  |i  I  I  ml  aiaaa  iaan  aanaipajai 


COST  TO  THE  EMPLOYER 


Payments  for  Health 
Insurance 
Current  System  6876™ 

American  Health  Care  630X)0' 

Security  Act 


■  par**  in  13*8  ol  16O.000 

«"■■»*■»  ">  «<•  r.iaduiaa  Bana«<  >».«  nnani 
•ownaoon  tanar  and  1 987 National Madfcal EapandMua  Sun,  i _ 
°*  Pay»oi  hi  a  PSaaaaaaji  producta  arm  aaajapaaaj  SO0-9S9  iiiaaniai 

Taxation  proMHrti  a  pav»ta1  Laa  ol  8  4  parcant 
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SCENARIO  4 

WORKER  IN  OWNER  OPERATED  GROCERY  STORE 

Demographics: 

32 

Mala 

Married  with  ona  child 

Child  with  chronic  leukemia 

(60,000  In  1969,  no  otfiar  Incoma 

Non  smoker,  non  drinker 

Current  Health  Insurance  Coverage; 

1  BerwflU:  Madlum  Option:  Baalc  coverage; 

$500  deductible;  no  dental;  Ri  drug* 
lnduded:$3OO0  out  o(  pocket  limit;  3  month 
watting  parlod  for  preexleting  condition 

2  Covaraga:  Family:    Major  Rlak  Medical  Inaurance 

3  employer  Payment:  Owner  operator  pay*  100% 


1 

Age: 

2 

Gender 

3 

Family: 

4 

Health  Statue 

S 

Incoma: 

6 

Health  Hablta: 

COST  TO  THE  EMPLOYER 

Out  of  Pocket  Premium  TPXM  Tote** 

Current  System  6922'"  5394™  0  12316 

American  Hearth  Care  0,a  O  630014'  6300 

Security  Act 


Weaeefjej  to  da)  fceeteaaa  aaneftt  Raeaaroti  immutu  LaUiielfcaio  baaed  on  the  1992  teppfaaaiejl  oT  dat  Cufrant 

Peaeaeaa*  ten  and  19*7  ■■■aaaj  m  l-JEjoandKuaStavar.  m«il Inim  .«p«n<*a» «■!»»■■». «aJ». 99 nonaM 

of  pernal  in  afa  aetata  and  nrtad  dade  Anna  arah  fowar  than  10  eajajayee*.    fltreiaja  haeMt  aajurence  ui aajajaa  are 
eapacted  to  ■itiaatt  taster  than  peyot.  •  warr  ajaaejaadjai  ttaiaia.Hkai  la  ttwt  thai  panwdeua  ana  not  change. 

Joed  ConrmM  on  T  nation  proa^ni  ■  surral  ui  ot  8  *  p«t«n  and  neowi  taji  of  2  1  percent  would  naaa  tfwj  nMBaiod 
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Mr.  Brown.  Thank  you.  Ms.  Nichols. 

STATEMENT  OF  SARA  S.  NICHOLS 

Ms.  Nichols.  Thank  you,  Mr.  Brown,  for  holding  these  hearings. 

My  name  is  Sara  Nichols  and  I  am  the  staff  attorney  with  Public 
Citizens  Congress  Watch.  We  very  much  would  like  to  applaud  the 
President  for  his  laudable  goals  of  simplicity,  security,  savings, 
choice  and  quality.  But  unfortunately,  we  have  to  tell  you  that  the 
managed  competition  structure  he  has  chosen  is  unable  to  deliver 
on  those  goals. 

The  only  plan  before  the  American  Congress  that  can  deliver  on 
those  goals  is  the  single  payer  plan,  the  American  Health  Security 
Act,  H.R.  1200. 

It  is  a  simple  plan  that  covers  everyone.  And  since  everybody 
who  has  gone  so  far  has  already  talked  about  the  way  in  which  the 
American  Health  Security  Act  improves  on  the  Canadian  system, 
I  don't  want  to  repeat  those.  But  I  applaud  the  sponsors  for  learn- 
ing from  the  successes  and  failures  of  the  Canadian  system  and 
making  this  truly  an  American  Health  Security  Act. 

There  has  been  a  lot  of  attention  to  improving  our  health  care 
system  and  using  the  increased  funding  we  have,  nearly  30  percent 
more  per  person  that  we  spend  in  this  country  than  in  Canada  to 
provide  better  benefits  and  make  sure  that  card  that  you  take  to 
a  doctor  actually  gets  to  something  because  there  is  a  doctor  there 
and  there  is  a  facility  there  where  there  may  not  have  been  one 
before. 

I  would  like  to  focus  mostly  on  the  way  in  which  the  American 
Health  Security  Act  contrasts  with  the  President's  plan  in  terms  of 
fulfilling  the  President's  laudable  goals,  simplicity,  security  acci- 
dent savings,  choice,  and  quality,  and  of  course  the  nonnegotiable 
demand  for  universal  coverage.  Only  the  American  Health  Security 
Act  fulfills  these  goals. 

The  American  Health  Security  Act  single  payer  system  is  very 
simple.  Couldn't  be  more  simple.  One  plan  for  everyone  with  high 
benefits.  Everyone  pays  in.  And  everyone  gets  out. 

The  Clinton-backed  plan  by  contrast  is  so  complex  as  to  be  vir- 
tually unexplainable.  Instead  of  removing  a  layer  of  bureaucracy, 
the  insurance  industry,  it  inserts  two  new  layers  between  you  and 
your  doctor,  the  health  alliance  and  the  HMO  if  you  presently 
weren't  in  one. 

The  single  payer  system  saves  more  than  any  other  plan  before 
the  U.S.  Congress  and  is  the  only  plan  which  can  save  enough  to 
deliver  on  universal  coverage  now.  There  is  no  evidence  that  the 
Clinton  plan  can  deliver  on  its  promises  or  save  enough.  And  in 
fact  it  relies  on  competition  to  bring  down  costs.  That  competition 
simply  will  not  work  in  that  manner. 

Right  now,  the  big  five  insurance  companies  own  45  percent  of 
the  HMO's  in  this  country.  Managed  competition  will  only  acceler- 
ate the  trend  of  these  insurance  companies  to  own  and  operate 
HMO's,  and  so  there  will  really  be  only  a  few  large  companies 
dominating  the  field,  and  when  you  have  an  oligopoly  like  that,  in- 
stead of  competing  to  bring  down  the  price  of  health  care,  they  ac- 
tually act  in  concert  to  raise  the  price  of  health  care  so  they  all 
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have  a  bigger  piece  of  pie.  We  know  that  is  the  way  that  oligopolies 
act. 

The  American  Health  Security  Act  goes  with  you,  not  with  your 
spouse  or  where  you  work  or  where  you  live.  And  so  it  is  ultimately 
secure.  It  is  from  cradle  to  grave  and  womb  to  tomb.  But  the  Clin- 
ton health  care  plan  is  not  secure  because  it  is  employer-based  and 
underfunded.  If  it  were  sufficiently  funded  to  deliver  on  its  prom- 
ises it  would  be  more  secure,  but  it  isn't  because  it  doesn't  save 
enough. 

And  finally,  the  most  important  feature  of  the  Canadian  and  sin- 
gle payer  system  is  that  it  is  the  ultimate  in  choice.  You  have  full 
choice  of  a  physician  anywhere  in  the  country,  whereas  the  Clinton 
plan,  by  design,  is  restricted  choice  in  order  to  save  money  herding 
consumers  into  the  HMO's  away  from  the  more  expensive  fee  for 
service  option. 

The  most  important  misnomer  is  that  the  Clinton  plan  is  more 
market-based  somehow  than  the  single  payer  American  Health  Se- 
curity Act.  In  fact,  both  plans  rely  on  a  mixture  of  public  sector  and 
private  sector  to  achieve  their  goals.  The  American  Health  Security 
Act  combines  the  best  of  the  public  sector,  public  sector  fair  financ- 
ing with  the  best  of  the  private  sector,  which  is  entrepreneurial  pri- 
vate medicine. 

The  Clinton  health  care  plan  combines  inefficient  private  sector 
financing  with  intrusion  into — government  intrusion  into  delivery 
of  health  care.  The  single  payer  system  in  the  American  Health  Se- 
curity Act  is,  therefore,  the  best  and  least  intrusive  option  for  the 
American  medical  and  political  system. 

Thank  you. 

[Testimony  resumes  on  p.  612.] 

[The  prepared  statement  of  Ms.  Nichols  follows:] 
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STATEMENT      OF      SARA      S.       NICHOLS 
PUBLIC      CITIZEN'S       CONGRESS      WATCH 

I.   INTRODUCTION 

My  name  is  Sara  Nichols,  I  am  a  staff  attorney  and  health  lobbyist  with  Public 
Citizen's  Congress  Watch.  Thank  you  Chairman  Waxman  and  to  the  other  members 
of  this  committee  for  allowing  me  to  testify  on  the  American  Health  Security  Act. 

According  to  numerous  studies  by  the  Congressional  Budget  Office  (CBO), 
single  payer  is  the  only  health  reform  option  before  the  Congress  that  has  been 
shown  to  save  money  and  deliver  health  coverage  to  every  resident  simultaneously. 
As  such,  a  single  payer  plan  is  the  only  plan  that  can  deliver  on  the  President's 
nonnegotiable  demand  for  universal  coverage. 

The  American  Health  Security  Act,  H.R.  1200,  introduced  by  Representatives 
Jim  McDermott  (D-WA)  and  John  Conyers  (D-MI)  along  with  90  other  cosponsors,  is 
the  piece  of  legislation  before  the  House  of  Representatives  which  best  represents  the 
single  payer  system. 

Not  only  is  H.R.  1200  the  only  reform  before  the  Congress  which  actually 
provides  universal  coverage,  if  s  the  only  legislation  which  fulfills  the  other  laudable 
principles  set  forth  by  the  President  but  not  delivered  by  the  President's  plan: 
security,  simplicity,  savings,  quality  and  choice. 

Single  payer  is  simple:  everyone's  in  the  same  plan.   It  provides  security 
because  it  is  not  employer-based.   It  saves  more  money  than  any  other  plan 
according  to  the  General  Accounting  Office  (GAO)  and  the  CBO  and  provides  full 
choice  of  provider.  The  President's  plan  is  complex,  saves  little  money,  and  therefore 
provides  no  security  and  little  choice. 

1  -  Nichols  testimony  before  Health  and  the  Environment  Subcommittee  of  House 
Energy  and  Commerce  Committee 
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Unfortunately,  neither  H.R  1200  nor  the  President's  plan  significantly 
improves  the  quality  of  medical  care. 

The  most  important  thing  to  understand  about  the  single  payer  system  is  that 
despite  constant  misstatements  to  the  contrary,  single  payer  is  not  government-run 
health  care,  it  is  govemment-/i>uwced  health  care  with  full  and  free  choice  of  doctor. 

While  the  Canadian  system  provides  an  excellent  model  for  an  American 
health  system,  it  is  possible  to  improve  on  the  Canadian  system.   H.R.  1200  has  done 
just  that.  Its  sponsors  learned  from  Canada's  successes,  and  its  mistakes,  and  they 
have  adapted  the  bill  to  the  American  health  care  crisis  and  system.    Although  it 
could  adopt  still  more  from  the  Canadian  experience,  H.R.  1200,  as  we  will 
demonstrate,  is  truly  the  American  Health  Security  Act. 
H.   THE  SINGLE  PAYER  SYSTEM 

The  basic  notion  of  single  payer  is  very  simple.  The  "single  payer"  refers  only 
to  the  financing  of  health  care.  The  inefficient  wasteful  multiplicative  financing  of  the 
nearly  1500  private  health  insurers  is  replaced  by  a  single  government  insurance 
fund.  All  of  the  private  expenditures  currently  in  the  health  care  system  are 
converted  to  public  financing  collected  through  the  tax  system. 

The  primary  model  for  the  single  payer  system  which  we  rely  on  in  this 
country  is  the  Canadian  system.  There  are  other  nations  in  the  world  that  have 
workable  universal  national  health  care  programs.  While  features  of  these  other 
systems  could  no  doubt  play  a  role  in  any  good  health  care  system  here,  we  think  the 
single  payer  Canadian-style  system  is  the  most  adaptable  to  the  American  palate 
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because  it  is  government-/i'nanced,  not  government-rwn.  The  distinction  is  important. 

In  a  government-rwn  system  doctors  work  for  and  hospitals  are  owned  and 
operated  by  the  government.  The  often-derided  British  health  care  system  is  an 
example  of  this  model.  In  contrast,  in  a  single  payer  system  like  Canada's,  the  claims 
are  processed  by  the  government,  but  the  doctors  work  for  themselves  and  hospitals 
are  privately  owned  and  operated. 

While  Americans  can  be  easily  convinced  of  the  merits  of  a  public  insurance 
fund  over  1500  private  insurance  funds,  they  would  be  much  more  skeptical  about 
the  idea  of  providers,  clinics  and  hospitals  being  government-owned  and  operated. 

It  is  incorrect  to  think  of  the  Clinton  health  plan  as  more  market-based  than 
the  single  payer  plan.   In  fact,  both  plans  depend  on  a  mixture  of  the  public  and 
private  sectors  to  achieve  health  system  reform.   In  our  estimate  a  single  payer 
system  combines  the  best  of  the  public  sector-fair  financing— with  the  best  of  the 
private  sector-entrepreneurial  private  practice  medicine.    The  Clinton  health  plan, 
on  the  other  hand,  combines  inefficient  private  sector  financing  with  intrusive 
government  restructuring  of  the  health  delivery  system.  The  single  payer  plan  is  the 
better  and  less  intrusive  option  for  the  American  medical  and  political  system. 

A.   Universal  Coverage.   Single  payer  has  as  its  most  basic  feature  universal 
coverage  because  single  payer  starts  with  the  premise  that  health  care  is  a  right; 
neither  a  benefit,  nor  a  privilege,  but  a  right.   If  health  care  is  a  right,  our 
government  has  a  duty  to  provide  basic  health  services  to  all  its  residents,  not  just 
the  rich  ones  or  the  poor  ones,  nor  the  employed  ones  nor  the  unemployed  ones,  nor 
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only  the  legal  residents.   Under  single  payer,  all  the  residents  of  the  United  States  could  be 
covered  fully  for  the  same  amount  we  are  spending  now. 

B.  Cost  Controls.   Single  payer  is  the  only  health  reform  before  the  Congress 
which  controls  costs  enough  to  cover  every  person  in  this  country  fully  for  the  same 
amount  we  are  spending  now.  In  1993,  health  care  bureaucracy  consumed  24.7  cents 
of  every  health  care  dollar,  $232.3  billion.1   By  switching  to  a  single-payer  system,  we 
could  have  saved  in  1993  at  least  $117.7  billion;  $456  for  every  American,  or  $3,325 
per  uninsured  person.        These  savings  include  $49.1  billion  (60.1  percent)  on 
hospital  administration,2  $23.8  billion  (28.3  percent)  on  overhead  in  doctors'  offices, 
$1.6  billion  (13.3  percent)  on  nursing  home  administration,  and  34.2  billion  (79.6 
percent)  on  insurance  overhead.3  This  is  enough  to  fund  universal  access  for  the 
uninsured  and  improve  benefits  for  the  tens  of  millions  of  Americans  who  currently 
have  only  partial  coverage  without  any  increase  in  overall  health  spending. 

Single  payer  would  achieve  savings  in  insurance  overhead  by  replacing  the 
nearly  1500  private  payers  of  health  insurance  claims  with  one  "payer,"  the  federal 
government.  The  hospital  administrative  savings  come  from  global  operating 


'Hellander,  Ida  M.D.,  Himmelstein,  David  M.D.,  Woolhandler,  Steffie,  M.D., 
M.P.H.  and  Wolfe,  Sidney,  M.D.,  "Health  Care  Paper  Chase,  1993:  the  Cost  to  the 
Nation,  the  States  and  the  District  of  Columbia,"  from  Physicians  for  a  National 
Health  Program,  Chicago,  IL;  The  Center  for  a  National  Health  Program  Studies, 
Harvard  Medical  School/The  Cambridge  Hospital,  Cambridge,  MA;  and  The  Public 
Citizen  Health  Research  Group,  Washington,  DC-August  1993. 

2Woolhandler,  Himmelstein,  New  England  Journal  of  Medicine,  August,  1993. 

nbid.,  "Health  Care  Paper  Chase." 
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budgets  and  reduced  billing  costs  associated  with  direct  reimbursement  by  the 
government. 

And  finally,  the  single  payer  system,  like  every  universal  coverage  health  care 
system  in  the  developed  world,  controls  costs  by  negotiating  providers'  fees,  and 
pharmaceutical  costs. 

C.  Comprehensive  Benefits.   Single  payer  is  the  only  health  reform  system 
before  the  Congress  that  can  afford  to  provide  comprehensive  benefits.   Because 
single  payer  controls  costs  better  than  any  other  system,  it  allows  us  to  stretch  dollars 
further  getting  as  much  value  as  possible  from  our  phenomenal  health  spending. 

In  1993,  Canada  spent  38  percent  less  per  person  than  the  U.S.  did  and 
was  able  to  guarantee  every  Canadian  comprehensive  major  medical  coverage 
including  full  primary  care  treatment.   Because  we  spend  so  much  more,  we  can 
afford  to  provide  better  benefits  than  in  many  provinces  in  Canada,  benefits  like 
mental  health  coverage,  full  long  term  care  and  dental  coverage.   Since  we  can  afford 
it  if  we  use  our  money  more  efficiendy,  we  should  provide  what  everyone  really 
needs,  not  just  the  bare  minimum.  We  need  full  coverage  for  all  the  people  in  this 
country,  not  just  the  few  who  can  afford  it. 

D.  Accessibility.   Single  payer  is  fully  accessible.  There  are  no  financial 
barriers  to  care  or  treatment.   There  are  no  copayments  or  deductibles  in  a  true  single 
payer  system.   Because  there  are  no  such  "cost-sharing"  provisions,  people  can  go  to 
the  doctor  whenever  they  need  to,  not  just  when  they  can  afford  to. 

The  Clinton  plan,  in  contrast,  relies  heavily  on  shifting  costs  to  health 
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consumers,  requiring  families  to  pay  as  much  as  $3,000  a  year  out  of  pocket  on  top  of 
20%  copayments.   These  cost  shifts  create  an  illusion  of  lower  premiums  and  health 
costs  while  simply  forcing  consumers  to  pay  three  additional  ways,  through  their 
taxes,  through  lost  wages  and  through  out-of-pocket  expenses. 

Some  argue  that  we  can't  afford  to  break  down  these  barriers,  that  we  need 
cost-sharing  in  order  to  bring  in  more  revenue  and  deter  people  from  seeking 
unnecessary  care.  The  reality  is  that  by  paying  into  a  tax-based  system,  we  all  are 
sharing  costs.  We  all  will  need  to  access  the  health  care  system  at  some  point  in  our 
lives.   So-called  "cost-sharing"  deters  as  much  needed  care  as  it  does  unnecessary  care 
and  in  so  doing  drives  up  the  cost  of  health  care  because  by  the  time  people  come  to 
the  doctor,  they  are  generally  sicker  and  more  expensive  to  treat.4 

E.   Freedom  of  Choice.  Single  payer  allows  people  full  choice  of  provider, 
even  improving  over  the  current  choices  people  have  in  this  country.   In  a  single 
payer  system,  you're  provided  with  a  health  security  card.  That  card  guarantees  you 
full  coverage  at  the  provider  of  your  choice.   You  take  that  card  to  the  provider  of 
your  choice  anywhere  in  the  country  and  you're  covered.  The  provider  sends  the  bill 
to  the  government  instead  of  billing  you  and  your  insurance  company. 

In  contrast,  the  Clinton  Health  Security  Card  does  not  guarantee  coverage.   It 
guarantees  only  universal  access.  The  difference  between  access  and  coverage  is 
important.   In  theory,  everyone  has  access  to  the  finest  hotel  in  town,  but  only  if  you 


4Rassell,  Edith,  Ph.D.-Economic  Policy  Institute. 
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have  the  money  to  pay.  In  our  current  health  care  system,  the  insurance  companies 
restrict  both  access  and  coverage.  The  Clinton  health  plan  cures  only  the  access 
question,  without  providing  coverage. 

F.  Portability.   A  single  payer  system  is  fully  portable.   Instead  of  coverage 
being  dependent  on  where  you  work,  who  you're  married  to,  or  where  you  live,  your 
coverage  goes  with  you  and  stays  with  you,  no  matter  where  or  whether  you  work. 

G.  Public  Accountability.   A  single  payer  system  is  publicly  accountable. 
Instead  of  decisions  about  your  health  needs  being  made  by  insurance  bureaucrats, 
decisions  are  made  by  accountable,  fairly-comprised  health  boards  which  are 
answerable  to  the  public  through  the  political  system. 

m.  CANADA'S  VERSION  OF  SINGLE  PAYER 

The  Canadian  version  of  single  payer  is  most  illustrative  of  what  we  want  to 
provide  here  because  it  works,  if  s  close  to  home,  and  Americans  have  heard  about  it. 
The  Canadian  system  is  able  to  deliver  universal  health  care  to  all  its  residents  with 
no  barriers  to  receiving  care,  and  it  does  so  at  38%  less  per  person  than  the  cost  of 
the  American  system. 

A.   Federal  Minimums.   In  Canada,  the  single  payer  system  evolved  from 
province  to  province,  and  the  administration  of  the  systems  varies  by  province.   But 
there  are  certain  features  that  never  vary: 

1.  Copayments,  deductibles  and  other  "cost-sharing"  devices  are  barred 
by  law; 

2.  Provinces  have  local  health  boards  which  negotiate  fees  with 
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physicians  and  drug  companies; 

3.  Provinces  have  mandated  separate  capital  and  operating  budgets; 
and 

4.  Hospitals  run  on  global  operating  budgets  which  are  determined  on 
a  capitated  basis  (based  on  the  number  of  patients  served). 

B.   Provincial  Jurisdiction.  While  the  Canadian  federal  government  provides 
these  basic  standards,  it  allows  other  features  to  be  controlled  and  determined  at  the 
provincial  level.   Some  examples  of  provincial  discretion  include: 

1.  The  extent  of  the  benefits  provided; 

2.  Whether  the  physician  is  reimbursed  on  a  strictly  fee-for-service  basis 
or  a  salaried  basis;  and 

3.  How  much  money  is  allocated  to  capital  development  such  as  the 
building  of  new  high  tech  equipment,  etc.,  vs.  allocation  to  operating  expenses. 

In  all,  the  single  payer  system,  modelled  on  Canada,  is  not  just  the  best  plan 
for  consumers,  but  the  only  plan  that  provides  what  consumers  need. 
IV.   H.R.  1200,  AMERICAN  HEALTH  SECURITY  ACT 

H.R.  1200  takes  the  basics  of  the  Canadian  health  care  system  and  adapts  it  to 
the  United  States.   Most  of  the  familiar  features  of  the  Canadian  system  make  the 
journey  intact:  H.R.  1200  provides  comprehensive  benefits  for  all  Americans  for  the 
same  amount  we  are  spending  now  to  cover  only  a  portion  of  the  population.   It 
does  so  not  only  by  replacing  the  inefficient  private  insurance  financing  with  public 
financing,  but  by  employing  global  operating  budgets  for  hospitals,  and  insuring 
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negotiated  fee  schedules  for  providers  and  drug  companies.  In  all,  H.R.  1200  is  the 
best  representation  of  a  single  payer  system  currently  before  the  Congress,  containing 
trie  only  structure  capable  of  guaranteeing  health  care  to  the  nation. 

In  this  section,  because  I  have  already  extolled  the  virtues  of  a  single  payer 
system,  I  will  concentrate  on  the  ways  in  which  H.R.  1200  improves  on  the  Canadian 
system  and  point  out  a  few  places  where  it  falls  short.  While  the  foundations  of  this 
house  are  sound,  we  aim  to  take  a  closer  look  at  its  curtains  and  furnishings  as  well. 

A.  Decentralization.   H.R.  1200  adapts  itself  to  the  American  political  and 
economic  system  by  decentralizing  the  running  of  the  business  of  health  care.   Under 
H.R.  1200,  while  the  federal  government  would  collect  the  premiums  and  set 
minimum  standards  for  benefits  and  allocation  of  resources,  it  is  up  to  the  state  and 
local  governments  to  decide  how  to  use  those  resources,  beyond  a  standard  benefit 
package. 

There  are  aspects  of  this  decentralization  which  are  excellent.   In  general,  it  is 
preferable  for  states  and  local  communities  to  make  decisions  with  regard  to  the  fair 
allocation  of  resources  rather  than  the  federal  government.   In  theory,  as  long  as 
those  decisions  are  publicly  accountable,  the  resources  stand  a  good  chance  of  being 
fairly  distributed,  especially  when  compared  to  the  current  health  care  system. 

Nonetheless,  there  are  some  basic  aspects  to  a  single  payer  system  which  must 
not  be  left  up  to  the  states,  they  must  be  set  by  the  federal  government.   The  most 
important  central  principle  which  is  left  out  of  H.R  1200  is  the  principle  of  mandated 
separate  capital  and  operating  budgets  for  hospitals  and  other  health  providing 
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institutions. 

H.R.  1200  fails  to  mandate  such  separate  budgets.  Instead,  it  specifies  simply 
that  states  must  have  budgets  for  capital  and  operating  expenses  and  leaves  it  up  to 
the  states  to  decide  whether  to  merge  or  split  these  budgets. 

Granting  latitude  in  this  area  subverts  a  fundamental  precept  of  a  successful 
single  payer  system:  namely,  that  without  this  mandate  of  separate  budgeting  of 
capital  and  operating  expenses,  there  is  no  guarantee  of  halting  the  out-of-control 
"medical  arms  race"  which  has  eaten  up  our  health  care  resources  and  dramatically 
increased  the  cost  of  medical  care. 

Unless  capital  and  operating  expenses  are  paid  for  and  budgeted  for 
separately,  nothing  is  to  prevent  the  local  health  boards  set  up  by  H.R.  1200  from 
siphoning  off  money  badly  needed  to  operate  existing  facilities  and  devoting  it 
instead  to  building  yet  another  lavish  duplicative  facility  aimed  at  attracting  wealthy 
patients.  We  must  ensure  that  basic  medical  facilities  and  equipment  are  kept  well- 
staffed  and  running  smoothly  before  we  turn  toward  expanding  machinery  and 
facilities  in  a  given  metropolitan  area  and  worsening  the  wasteful  current  situation  in 
which  there  are  300,000  empty  hospital  beds  in  the  U.S..  H.R.  1200  must  be  amended  to 
match  its  companion  bill  in  the  Senate,  S.491,  which  mandates  separate  capital  and  operating 
expenses. 

B.   More  comprehensive  coverage.  While  most  provinces  in  Canada  have 
made  the  decision  to  guarantee  at  the  federal  level  only  major  medical  expenses,  we 
can  afford  more  coverage  than  that  here  because  we  spend  nearly  one-third  as  much 
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per  person  per  annum  as  they  do  in  Canada. 

H.R.  1200  has  gone  a  long  way  towards  providing  those  comprehensive 
benefits.  It  federally  guarantees  full  major  medical  coverage,  prescription  drug 
coverage,  a  basic  package  of  mental  health  benefits,  dental  care  for  children  up  to  18, 
and  long  term  care  and  home  and  community-based  coverage  for  those  who  meet  the 
requirements.   States  are  free  to  provide  benefits  beyond  the  federal  package,  but 
they  cannot  choose  to  cover  less  than  the  federal  minimum. 

Although  we  applaud  the  high  level  of  medical  benefits  guaranteed  by  the  U.S. 
government  in  relation  to  Canada,  we  think  we  can  and  should  do  better.  We  have 
enough  money  in  the  system  to  eliminate  the  arbitrarily  low  cap  on  mental  health 
benefits,  to  provide  dental  care  for  all  Americans,  and  to  provide  long  term  care 
(especially  home-based  care)  for  people  who  need  assistance  with  only  one  Activity 
of  Daily  Living  (ADL),  instead  of  2,  as  the  bill  provides. 

C.   Increasing  the  number  of  primary  care  practitioners.   H.R.  1200  recognizes 
that  giving  everyone  a  health  security  card  to  present  to  the  provider  of  his  or  her 
choice  is  meaningless  if  no  such  provider  is  available  and  accessible. 

In  fact,  we  have  a  critical  shortage  in  this  country  of  primary  care  practitioners 
that  Canada  does  not  have.    2/3  of  the  physicians  in  this  country  are  specialists  to 
1/3  primary  care  practitioners.  In  most  other  developed  nations  including  Canada, 
the  ratios  are  reversed,  2/3  primary  care  practitioners  to  1/3  specialists.   Reversing 
these  ratios  here  would  not  only  increase  the  availability  of  the  providers  whom 
patients  need  most  and  most  often,  but  it  would  further  bring  down  the  cost  of 
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health  care  by  encouraging  earlier  and  less  expensive  care  over  costly  specialized 
medicine. 

H.R.  1200  has  sought  to  address  this  problem  by  setting  strong  goals  for  the 
national  health  board  to  work  towards  and  establishing  funding  for  those  goals. 
Some  of  those  methods  include: 

1.  Within  5  years  of  enactment,  50%  of  the  residents  in  medical 
residency  education  programs  will  be  primary  care  residents; 

2.  The  national  board  will  reduce  payments  to  state  health  security 
programs  that  fail  to  meet  this  goal;    • 

3.  The  bill  also  seeks  to  increase  the  number  and  use  of  clinical  primary 
care  practitioners,  certified  nurse  midwives,  physician  assistants  and  other  non- 
physician  practitioners;  and 

4.  The  bill  revives  and  uses  the  National  Health  Services  Corps  and 
Public  Health  Block  Grants  to  accomplish  these  goals. 

D.  Increasing  the  number  of  primary  care  facilities.  Another  problem  with 
our  current  health  care  system  is  a  critical  lack  of  facilities  and  medical  personnel  in 
poorer  areas  in  our  inner  cities  and  in  many  sparsely  populated  and  poor  rural  areas. 
H.R.  1200  seeks  to  increase  the  number  of  good  primary  facilities  in  previously 
underserved  communities  in  the  following  ways: 

1.   Establishing  block  grants  to  develop  primary  care  centers  which  will 
serve  medically  underserved  populations.  Such  centers  would  include  migrant  health 
centers,  community  health  centers  or  other  qualified  health  centers. 
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2.  The  bill  also  encourages  and  creates  Community  Health  Service 
Organizations  (CHSOs)  to  serve  previously  underserved  communities  and  areas. 
These  CHSOs  are  basically  qualified  HMOs  which  are  designed  to  fill  the  vacuum 
created  by  a  lack  of  health  facilities. 

Although  we  applaud  any  effort  to  create  facilities  and  service  for  previously 
underserved  communities,  we  fear  the  CHSOs  will  not  work  because  the  bill  allows 
them  to  be  for-profit  entities.   Any  feature  which  encourages  for-profit  HMOs  to  start 
and  flourish  in  the  future  is  anti-consumer  in  effect.  In  order  to  maximize  profits, 
for-profit  HMOs  tend  to  divert  money  earmarked  for  care  to  profit,  engage  in 
excessive  marketing,  and  pay  high  executive  salaries,  all  at  the  expense  of  care.   In 
general,  HMOs  and  other  managed  care  facilities  attempt  to  save  money  by  reducing 
the  amount  of  care  provided.  There  is  no  evidence  that  such  efforts  consistently 
control  costs.  Global  operating  budgets  and  negotiated  fee  schedules  control  costs. 

Unfortunately,  the  legislation  distinctly  fails  to  forbid  profiteering  at  the 
expense  of  care.   In  the  companion  legislation  in  the  Senate,  S.  491,  there  is  a 
provision  that  specifically  forbids  the  creation  of  new  for-profit  HMOs  and  ensures 
that  existing  for-profit  facilities  cannot  divert  excess  dollars  to  profit  over  a 
reasonable  rate  of  return  on  their  capital  investments.  This  arrangement  has  already 
proved  successful  with  not-for-profit  hospitals  in  the  U.S..   To  fulfill  its  goals,  H.R. 
1200  must  be  amended  to  include  such  provisions. 

E.  Universal  Coverage.   H.R.  1200  saves  enough  money  to  provide  universal 
coverage  immediately  upon  enactment,  rather  than  "when  the  savings  are  achieved,"  as 
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the  Clinton  plan  provides.  Any  plan  which  defers  universal  coverage  to  a  time  in  the 
future— even  a  specified  time— is  insufficient  to  address  our  current  health  care  crisis. 
The  Clinton  plan,  because  it  does  not  save  enough  money  now,  projects  universal 
coverage  into  the  next  millennium.  This  is  unacceptable  and  doomed  to  failure. 

The  experience  of  Massachusetts  is  illustrative.  In  1988,  the  Massachusetts 
legislature  passed  a  health  reform  plan  based  on  the  so-called  "pay  or  play"  model. 
The  idea  was  that  universal  coverage  would  kick  in  once  sufficient  savings  were 
realized.   Because  the  plan  had  woefully  insufficient  cost  controls,  the  savings  were 
never  realized.   6  years  later  Massachusetts  suffers  from  nearly  the  highest  health 
costs  in  the  country,  one  of  the  highest  penetrations  of  HMOs,  and  has  given  up  on 
achieving  universal  coverage  with  that  system.  H.R.  1200  fulfills  the  essential  goal  of 
saving  enough  money  to  provide  universal  coverage  immediately. 

Although  H.R.  1200  saves  enough  money  to  cover  everyone,  it  actually  leaves 
at  least  3.2  million  people  out.   One  area  where  H.R.  1200  does  not  improve  on  the 
Canadian  system  is  in  its  definition  of  universal  coverage.  The  bill  has  confined  its 
coverage  to  legal  residents  of  this  country,  rather  than  all  residents.   This  is  ultimately 
a  self-defeating  and  unworkable  distinction. 

To  take  seriously  the  idea  that  health  care  is  a  right,  rather  than  a  privilege  or 
a  benefit,  means  providing  health  coverage  to  all  people  who  reside  in  this  country 
regardless  of  immigration  status.  It  is  immoral,  unethical  and  unjust  to  exclude  the 
3.2  million  undocumented  workers  of  this  country  and  their  families  from  our  health 
services.  We  cannot  say  "one  plan  for  all,"  and  then  define  the  "all"  as  we  like. 
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Since  the  system  will  eventually  pay  for  sick  undocumented  residents  one  way 
or  another,  it  would  be  far  cheaper  on  the  system  to  provide  full  coverage  including 
preventive  medicine.   Allowing  any  group  of  patients  to  be  excluded  from  "universal" 
coverage  creates  the  same  expensive  cost-shifting  as  the  status  quo. 

We  are  already  paying  for  the  care  of  undocumented  immigrants.  In  1993,  it 
cost  the  United  States  government  $300  million  to  provide  emergency  care  to 
undocumented  workers  in  Texas,  California,  New  York  and  Illinois  alone.   Study 
after  study  shows  that  undocumented  residents,  like  all  of  the  uninsured,  use  our 
health  care  system  whether  covered  or  not.  They  show  up  at  emergency  rooms 
about  to  give  birth  to  an  unhealthy  baby  or  they  arrive  in  the  advance  stages  of  a 
debilitating  disease  and  our  hospitals  treat  them,  because  they  must.   If  those 
hospitals  and  medical  personnel  are  not  reimbursed  for  treating  undocumented 
people,  it  strains  our  resources  and  puts  an  added  burden  on  state  and  local 
governments  to  pick  up  the  tab. 

Undocumented  workers  contribute  to  our  economy.   They  buy  goods  and 
services,  they  pay  rent  and  often  they  even  pay  taxes.   According  to  the  Center  for 
Constitutional  Rights  in  New  York,  the  amount  they  contribute  to  our  economy 
outweighs  or  counterbalances  the  cost  of  providing  health  services  to  them.   Yet 
because  of  xenophobia  and  lack  of  leadership,  we  seek  to  deny  them  care. 

Ironically,  if  for  no  other  reason,  we  should  cover  undocumented  immigrants 
out  of  fear.   Diseases  know  no  boundaries  of  legality.   A  sick  undocumented  child 
resident  can  infect  your  child  as  easily  as  a  documented  child.  To  protect  all  the 
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legal  residents  of  this  country  we  must  provide  health  coverage  to  the 
undocumented. 

F.  Public  Accountability.  H.R.  1200  dictates  the  composition  of  local  health 
boards  ensuring  a  balance  of  consumer,  physician  and  medical  industry 
representation  on  the  boards.  There  is  also  an  attempt  to  achieve  nonpartisan  balance 
on  the  federal  boards.  These  efforts  are  to  be  applauded  because  they  represent  a 
dramatic  increase  over  our  current  health  care  system  in  the  amount  of  accountability 
to  the  public. 

The  public  accountability  portions  of  the  bill  would  be  strengthened  greatly  by 
facilitating  the  creation  of  an  independent  consumer-funded  watchdog  organization 
modelled  on  the  successful  consumer  utility  board  (CUB).   Such  a  watchdog,  funded 
by  voluntary  contributions,  would  monitor  local  health  boards,  insuring  that  they 
were  accountable  to  the  public. 

G.  Financing.   Because  a  new  financing  section  to  H.R.  1200  was  introduced 
just  last  Thursday,  we  have  not  had  a  chance  to  review  it  thoroughly.  Our  initial 
impression,  however,  is  favorable.   Again  adapting  to  the  American  political  realities, 
the  bill  relies  primarily  on  a  payroll  tax  which  is  capped  at  a  percentage  of  payroll 
depending  on  the  size  of  the  business.    The  new  package  has  eliminated  the 
increases  in  the  top  income  tax  brackets  which  the  old  funding  package  had  included. 
It  has  added  a  $2  cigarette  tax  and  a  50  percent  excise  tax  on  handguns  and 
ammunition. 

In  general,  an  income  tax  is  preferable  to  a  payroll  tax  as  a  funding  mechanism 
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because  it  is  progressive  rather  than  taxing  at  a  flat  rate.  However,  when  compared 
to  an  employer  mandate  such  as  the  Clinton  bill  contains,  a  graduated  payroll  tax 
like  this  is  much  less  regressive. 

The  $2-per-pack  cigarette  tax  increase  is  very  necessary  and  long-overdue. 
Such  an  increase  would  reduce  the  number  of  smokers  over  time,  particularly  by 
discouraging  people  from  ever  starting  smoking.  We  applaud  its  inclusion,  and  that 
of  the  gun  tax,  in  the  bill. 

H.   Quality.   H.R  1200  is  the  only  health  reform  bill  currently  before  the 
Congress  that  does  nothing  to  lessen  the  quality  of  medical  care  by  restricting 
consumers'  legal  rights. 
V.  COMPARING  H.R.  1200  TO  THE  CLINTON  BILL 

In  setting  forth  his  proposal  for  health  care  reform,  President  Clinton 
established  several  laudable  goals  for  what  such  reform  should  achieve,  namely: 
simplicity,  security,  savings,  choice  and  quality.   Unfortunately,  the  Clinton  Health 
Security  Act  is  structurally  incapable  of  achieving  those  goals.   The  only  health 
reform  proposal  before  the  Congress  which  achieves  these  goals  is  H.R.  1200/S.491, 
the  American  Health  Security  Act. 

A.   Simplicity.     H.R.  1200,  the  single  payer  plan,  is  simple;  everyone  is  in  the 
same  plan,  with  the  same  benefits,  no  matter  where  they  live,  work  or  what  their 
income  level.   In  contrast,  the  Clinton  health  plan  is  so  complicated  as  to  be  virtually 
unexplainable,  to  say  nothing  of  the  expenses  of  funding  these  "complications." 
Rather  than  removing  bureaucracies,  the  plan  inserts  two  new  layers-the  health 
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alliances  and  the  HMOs-between  you  and  your  doctor. 

The  Clinton  plan  is  confusing  and  unfair  because  it  establishes  and 
institutionalizes  different  tiers  of  care  depending  on  one's  income,  age  and  place  of 
employment.   Seniors  continue  to  receive  Medicare;  Medicaid  recipients  go  into  the 
new  system  with  reduced  benefits;  people  buy  care  through  newly  created  "health 
alliances;"  the  level  of  care  depends  on  ability  to  pay  for  more  expensive  "fee-for- 
service"  care  and  if  you  can't,  you  have  to  join  an  HMO.  Large  employers  can  opt 
out  of  the  plan  altogether. 

If  people  and  businesses  cannot  afford  to  pay  their  health  premiums,  they  are 
subsidized  (as  soon  as  the  savings  are  achieved  and  then  for  as  long  as  they  last)  by 
the  federal  government.  The  Health  Alliances  have  to  figure  out  how  much  to 
subsidize  each  person  based  on  their  income  level,  the  size  of  their  business,  etc.  If 
the  subsidy  was  wrong  it  will  have  to  be  adjusted  retroactively.  The  amount  of 
complexity  these  contingencies  generate  is  difficult  to  overestimate.   The  Clinton  plan 
could  not  be  less  simple. 

B.   Savings.   H.R.  1200  would  save  upwards  of  $117  billion  in  administrative 
waste  and  more  by  going  to  a  single  payer  system  and  by  setting  global  budgets  and 
fees.   According  to  figures  released  by  Rep.  McDermott  last  week,  75%  of  consumers 
would  pay  less  out  of  pocket  for  health  care  than  they  do  now.   Single  payer  saves 
money. 

Soon  we  will  know  from  the  Congressional  Budget  Office  exactly  how  much 
savings  the  Clinton  plan  can  produce.  Preliminary  estimates  show  the  plan  achieving 
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marginal  savings  by  "streamlining"  the  insurance  paperwork-$6  to  $8  billion  a  year. 
At  the  same  time,  the  Clinton  plan  adds  a  cost  of  $21  billion  a  year  to  pay  for  the 
new  layer  of  bureaucracy— the  health  alliances.5 

Competition  amongst  health  plans  provides  illusory  savings  at  best.   Managed 
competition  will  hasten  the  existing  trend  in  this  direction.   Already  45%  of  all  HMOs 
are  owned  by  the  5  largest  insurance  companies-CIGNA,  Aetna,  Prudential,  The 
Travellers,  and  MetLife.6  Because  it  is  likely  that  the  plans  will  eventually  be  owned 
by  only  a  few  giant  corporations,  an  oligopoly  will  result.  Oligopolies  have  no 
incentive  to  compete;  they  instead  act  in  concert  to  enlarge  the  size  of  the  pie  so  that 
they  can  all  have  a  bigger  piece  of  it. 

Furthermore,  the  plan  contains  no  global  operating  budgets,  and  no  negotiated 
fee  schedules  for  physicians  or  pharmaceuticals  (outside  of  the  government-controlled 
Medicare  which  is  squeezed  to  find  new  money  to  fund  the  uninsured).  The  plan  is 
virtually  incapable  of  saving  enough  money  to  cover  the  new  people  it  hopes  to  bring 
in. 

On  an  individual  level,  there  is  little  in  the  way  of  savings  either.   Individual 
consumers  will  have  to  pay  high  out-of-pocket  expenses  in  the  form  of  co-payments 
and  deductibles.   Although  estimates  on  the  individual  savings  vary,  it  is  clear  that 
the  number  of  people  who  will  pay  less  under  the  Clinton  plan  for  health  care  does 


sHimmelstein,  David  and  Woolhandler,  Steffie,  1993. 

6Known  as  "the  Alliance  for  Managed  Competition." 
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not  begin  to  approach  the  75  percent  of  us  who  will  pay  less  under  H.R.  1200.  The 
Clinton  plan  does  not  produce  sufficient  savings  to  pay  for  universal  coverage. 

In  contrast,  the  CBO  and  General  Accounting  Office  (GAO)  have  consistently 
found  not  only  that  single  payer  is  the  only  health  reform  before  the  Congress  which 
saves  money,  but  it  is  the  only  plan  which  saves  money  while  providing  universal 
coverage  simultaneously. 

C.  Security.  H.R.  1200  provides  complete  security  because  coverage  goes  with 
the  person  not  her  job,  her  spouse  or  her  place  of  residence.  All  are  covered  under 
H.R.  1200  from  cradle  to  grave  and  no  one  can  take  it  away. 

Because  it  is  employer-based  and  under-funded,  the  Clinton  health  care  plan 
cannot  provide  Americans  with  badly-needed  health  security.    As  long  as  the  type, 
extent  and  quality  of  health  care  coverage  received  is  dependent  on  employment 
status,  we're  all  at  risk  because  we  may  lose  or  change  our  jobs.   The  Clinton  health 
care  plan  depends  entirely  on  employers  to  cover  the  workers  of  this  country.   The 
rest  of  us  are  financed  by  money  (nearly  $285  billion)  which  is  siphoned  from  the 
Medicare  system  by  "slowing  its  growth  rate."  Such  financing  is  so  flimsy  that  it 
reinforces  rather  than  alleviates  the  current  insecurity  of  Americans  about  their  health 
care. 

D.  Choice.  Perhaps  the  biggest  fallacy  about  a  single  payer  system  is  that  it 
would  restrict  choice.   H.R.  1200  provides  a  real  choice  of  provider  because 
consumers  can  take  their  Health  Security  Card  to  the  doctor  of  their  choice.  They  can 
also  go  to  an  HMO  or  managed  care  facility  if  they  prefer.   Plans  and  doctors 
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compete  on  the  basis  of  quality,  rather  than  cost.  Managed  care  and  fee-for-service 
medicine  will  only  survive  if  consumers  choose  to  go  to  them. 

By  design,  the  Clinton  health  care  system  restricts  choice  of  provider.   The  main 
cost  controls  in  the  plan  come  from  encouraging  people  to  leave  traditional  fee-for- 
service  plans  and  enter  managed  care  plans.   By  making  the  fee-for-service  option 
more  expensive  than  HMOs,  the  Clinton  plan  would  herd  people  into  HMOs  and 
away  from  free  choice  of  doctor,  unless  they  are  wealthy  enough  to  afford  the  other 
option.   The  President  himself  emphasizes  choice  of  plan  over  choice  of  provider, 
acknowledging  that  the  choice  of  provider  is  limited  in  his  plan.  What  consumers 
really  cherish  is  choice  of  provider  not  plan.   Single  payer  provides  that  choice. 

E.   Quality.  While  the  Clinton  bill  restricts  consumers'  legal  rights  to 
restitution  from  negligent  providers,  H.R.  1200  preserves  consumers'  rights  and  for 
that  we  applaud  its  sponsors. 

Unfortunately,  the  applause  ends  there.  Like  all  current  Congressional  health 
care  proposals,  both  plans  have  ignored  the  vital  concern  of  affirmatively  protecting 
consumers  from  negligent  providers.  Although  many  plans  pursue  "quality 
assurance"  through  anonymous  data  collection,  practice  guidelines,  and  protocols, 
there  are  no  provisions  for  meaningful  regulation  of  the  medical  profession. 
Congress  should  pursue  an  affirmative  agenda  of  consumer  protection  highlighted  by 
medical  malpractice  prevention  and  consumer  empowerment. 

Specific  suggestions  include: 

1.  Reducing  the  number  of  unnecessary  deaths  and  injuries  caused  by 
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negligent  medical  treatment  by  creating  a  comprehensive  medical  malpractice 
prevention  program; 

2.  Developing  independent,  publicly-accountable  state  medical  boards; 

3.  Establishing  more  stringent  physician  licensing  and  discipline 
procedures; 

4.  Empowering  health  consumers  by  mandating  reporting  of 
information  regarding  incompetent  health  care  providers;  and 

5.  Authorizing  consumer  access  to  information  regarding  health  care 
providers  through  the  taxpayer-funded  National  Practitioner  Data  Bank. 

VI.  CONCLUSION 

H.R.  1200,  the  American  Health  Security  Act,  is,  despite  some  flaws,  the  best 
representation  of  a  single  payer  system  before  the  House  of  Representatives.   More 
importantly,  it  is  the  only  plan  before  the  Congress  capable  of  fulfilling  the 
President's  nonnegotiable  demand  of  universal  coverage. 

In  crafting  this  bill,  the  sponsors  of  H.R.  1200  have  ingeniously  adopted  the 
strengths  of  the  Canadian-system,  while  eliminating  its  few  weaknesses. 

As  a  government-financed  system  with  full  choice  of  doctor  rather  than  a 
government-run  system  without,  single  payer  is  uniquely  adaptable  to  the  American 
system.  In  it,  we  could  have  competition  which  truly  benefits  consumers,  between 
doctors  on  the  basis  of  quality  rather  than  between  HMOs  on  the  basis  of  cost. 
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Mr.  Waxman.  Thank  you  very  much  for  your  testimony. 
I  would  like  to  now  call  on  Carolyn  Kazdin. 

STATEMENT  OF  CAROLYN  KAZDIN 

Ms.  Kazdin.  Good  morning.  I  am  Carolyn  Kazdin.  I  am  here 
today  representing  our  president  Jack  Schinkman. 

The  Amalgamated  Clothing  and  Textile  Workers  Union  is  acutely 
aware  of  the  health  care  crisis  in  America.  We  have  members  in 
inner  cities  in  the  north  and  many  rural  areas  in  the  south  who 
have  trouble  finding  a  doctor,  despite  the  fact  that  they  have  a 
health  plan. 

Escalating  health  care  costs  threaten  the  competitiveness  of  our 
companies,  strain  the  collective  bargaining  system,  and  dominate 
government  budgets  at  all  levels.  The  current  system  of  health  care 
financing  puts  our  firms  and  their  domestic  plants  at  a  serious  dis- 
advantage in  the  global  economy  threatening  our  members'  very 
livelihood. 

Therefore,  ACTWU  is  guided  by  three  fundamental  principles  as 
we  evaluate  proposals  for  reform:  One,  the  need  to  provide  com- 
prehensive quality  care  for  everyone. 

Two,  the  need  to  eliminate  waste  in  the  health  care  system  and 
effectively  contain  costs. 

Three,  the  need  to  share  the  financial  burden  of  health  care  equi- 
tably. That  means  progressive  public  financing,  where  corporations 
and  wealthy  individuals  pay  more  than  small  employers  and  wage 
earners. 

The  American  Health  Security  Act,  H.R.  1200,  is  the  only  bill 
that  fully  satisfies  these  needs.  We  are  particularly  concerned 
about  competitive  issues  and  equitable  financing  in  health  care. 
H.R.  1200  fully  addresses  these  needs,  as  well. 

Through  our  experience  in  collective  bargaining  and  organizing, 
ACTWU  is  confronted  daily  with  the  competitive  distortions  that 
result  from  some  companies  providing  health  insurance  for  their 
workers  while  others  do  not.  Nonunion  firms  often  provide  partial 
or  no  coverage  or  require  copayments  on  coverage  for  dependents 
that  is  prohibitively  expensive. 

For  example,  before  they  unionized,  single  mothers  making  cur- 
tains for  Kmart  at  the  S.  Lichtenberg  Company  in  Georgia  were 
taking  home  $150  a  week.  The  company  charged  them  $68  a  month 
if  they  wanted  to  cover  their  children  under  an  insurance  policy 
with  a  $500  deductible.  After  paying  for  food  and  shelter,  almost 
none  of  the  530  workers  were  able  to  pay  for  family  coverage. 

In  their  first  union  contract,  the  company  and  workers  joined  the 
national  ACTWU  health  plan  with  affordable  premium  rates,  no 
premium  payments  by  the  workers  and  a  $200  deductible.  Hun- 
dreds of  children  have  been  protected  by  health  insurance  for  the 
first  time.  Now  the  company  has  to  find  other  ways  to  compete 
with  curtain  firms  that  have  the  noninsuring  edge. 

There  are  many  ways  that  firms  are  that  insuring  workers  are 
hurt  by  those  who  don't  insure  their  workers.  First,  the 
noninsuring  firms  have  lower  operating  costs  and  can  underbid 
firms  with  insurance.  Second,  the  insuring  firms  end  up  covering 
the  spouses  and  dependents  who  work  for  noninsuring  firms.  Third, 
cost  shifting  by  health  care  providers  means  that  insuring  firms  ac- 
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tually  pay  the  bills  of  employees  of  noninsuring  firms.  And  finally, 
to  the  extent  that  the  government  picks  up  the  bills  of  uninsured, 
all  taxpayers,  including  insuring  firms,  pick  up  the  tab  for 
noninsuring  firms, 

H.R.  1200  would  remove  the  competitive  edge  currently  enjoyed 
by  those  firms  that  foist  their  workers'  health  care  bills  onto  other 
companies  and  taxpayers.  Given  the  current  profit  incentives,  noth- 
ing short  of  a  mandatory  universal  system  can  guarantee  that  all 
employers  make  a  fair  contribution  to  coverage  and  that  all  work- 
ers and  their  dependents  are  insured.  This  will  take  85  percent  of 
the  currently  uninsured  who  are  the  employees  and  their  depend- 
ents of  noninsuring  firms. 

We  negotiate  health  plans  with  hundreds  of  small  businesses,  so 
we  feel  obligated  to  counter  the  hysteria  that  is  being  whipped  up 
against  mandatory  employer  contributions  by  some  small  business 
organizations.  These  are  the  same  groups  that  said  increasing  the 
minimum  wage  would  close  businesses  and  kill  jobs.  But  the  actual 
minimum  wage  increases  in  1990  caused  no  job  loss.  Now  they  are 
saying  that  mandatory  premiums,  no  matter  how  small,  will  close 
businesses  and  kill  jobs.  They  are  wrong  this  time,  too.  Small  busi- 
nesses can  afford  insurance  if  it  is  equitably  financed. 

While  we  feel  very  strongly  that  all  firms  should  provide  insur- 
ance for  all  their  employees,  we  know  that  charging  the  same  flat 
premium  can  create  new  competitive  problems.  It  could  threaten 
the  viability  of  some  labor-intensive,  low  profit  margin  firms  from 
apparel  companies  to  retail  stores,  and  would  continue  to  put  U.S. 
firms  at  a  competitive  disadvantage  internationally. 

ACTWU  negotiates  contracts  both  in  the  United  States  and  in 
Canada.  We  can  cite  many  examples  of  a  single  payer  system  pro- 
viding the  same  or  better  coverage  for  less.  In  1992,  Levi  Strauss 
paid  premiums  equal  to  19  percent  of  its  Florence,  KY,  payroll  in 
the  plant  there,  but  paid  an  amount  equal  to  under  4  percent  its 
Stoney  Creek,  Ontario,  Canada  payroll  for  similar  comprehensive 
health  insurance. 

For  textile  company  Courtalds  PLC  paid  the  difference  of  22  per- 
cent in  Alabama  versus  6  percent  in  Ontario.  Two  Hathaway  shirt 
plants  of  the  Warnaco  Company,  the  difference  was  12  percent  in 
Maine  and  4  percent  in  Ontario.  I  have  other  examples  in  my  testi- 
mony of  the  competitive  distortions  that  this  kind  of  health  care 
provides. 

We  are  proud  to  be  here  today  endorsing  H.R.  1200,  not  only  be- 
cause it  would  provide  equitable  financing  of  health  care,  but  also 
because  it  would  eliminate  waste,  control  costs,  and  use  resources 
wisely  to  provide  comprehensive  quality  care  for  everyone. 

Thank  you  very  much,  Mr.  Chairman. 

[The  prepared  statement  of  Ms.  Kazdin  follows:] 
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STATEMENT     OF 
AMALGAMATED     CLOTHING     AND     TEXTILE     WORKERS     UNION 

The  Amalgamated  Clothing  and  Textile  Workers  Union  is  acutely  aware 
of  the  health  care  crisis  in  America.   When  we  organize  a  non-union  plant,  we 
usually  find  workers  and  their  families  with  no  insurance,  inadequate  insurance 
or  unaffordable  insurance.   We  have  members  in  inner  cities  in  the  North  and 
rural  areas  in  the  South  who  have  trouble  finding  a  doctor  despite  the  fact  that 
they  have  a  health  plan.   Escalating  health  care  costs  threaten  the 
competitiveness  of  our  companies,  strain  the  collective  bargaining  system  and 
dominate  government  budgets  at  all  levels.  The  current  regressive  system  of 
health  care  financing  puts  our  firms  and  their  domestic  plants  at  a  serious 
disadvantage  in  the  global  economy,  threatening  our  members'  very  livelihood. 
Effective  health  care  reform  must  come  to  grips  with  all  these  dimensions  of  the 
health  care  crisis. 

Therefore,  ACTWU  is  guided  by  three  fundamental  principles  as  we 
evaluate  proposals  for  reform: 

1.  The  need  to  provide  comprehensive,  quality  health  care  for  everyone. 
Employed  and  unemployed.   Young  and  old.   Rich  and  poor. 

2.  The  need  to  eliminate  waste  in  the  health  care  system  and  effectively 
contain  costs.   The  plan  must  reduce  administrative  waste  and  put  a  lid  on  rising 
medical  costs. 

3.  The  need  to  share  the  financial  burden  of  health  care  equitably.   That 
means  progressive  public  financing,  where  corporations  and  wealthy  individuals 
pay  more  than  small  employers  and  wage  earners. 

The  American  Health  Security  Act,  HR  1200,  is  the  only  bill  that  fully 
satisfies  these  needs.   It  moves  away  from  the  employer-based  insurance  system 
toward  a  national  social  insurance  system.   It  takes  all  the  administrative  waste 
from  thousands  of  separate  insurance  plans  and  puts  that  money  into  a 
comprehensive  benefit  package  that  includes  long-term  care.   It  provides 
meaningful  cost  containment  through  an  internationally  proven  method  of 
bargaining  with  providers.   It  addresses  isssues  of  quality  control  without 
micromanaging  health  care  professionals  and  without  compromising  patients' 
freedom  to  choose  their  doctors  and  hospitals.   It  provides  funding  and 
incentives  to  get  more  doctors  into  inner  cities  and  rural  areas.   It  assures  public 
accountability  of  the  health  care  system. 

ACTWU  is  delighted  to  support  this  legislation  for  all  these  reasons.   But 
we  are  particularly  concerned  about  competitive  issues  and  equitable  financing 
in  health  care  reform.   HR  1200  fully  addresses  these  issues  as  well. 

Equitably  Financed  Universal  Coverage  Is  Needed 

ACTWU  members,  like  millions  of  working  Americans  who  now  have 
insurance,  are  suffering  the  consequences  of  a  health  care  system  in  which  some 
employers  get  away  with  providing  little  or  no  insurance  for  their  employees 
and  dependents.   This  system  puts  socially  responsible  companies  at  an  unfair 
and  serious  competitive  disadvantage.   And  that  means  lost  wages  and  lost  jobs 
for  insured  workers.   ACTWU  firms  with  insurance  are  also  paying  more  than 
companies  in  other  countries  with  less  expensive  universal  health  care  systems. 
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As  low  wage  workers  in  the  textile  and  apparel  industry  who  are 
representative  of  low  wage  workers  in  general,  ACTWU  members  are  also 
concerned  that  universal  health  care  be  progressively  financed,  like  their  own 
union  plan,  using  a  percentage  of  payroll  formula.   The  overall  current  health 
care  financing  structure  is  highly  regressive  for  companies  and  workers.   Health 
care  reform  needs  to  reverse  that  pattern  so  that  universal  coverage  does  not 
create  new  competitive  problems  for  companies  or  severe  hardship  for  workers. 

HR  1200  would  create  a  universal  health  care  system  with  equitable 
financing.  This  would  eliminate  the  unfair  competitive  advantage  held  by  those 
firms  who  deny  health  insurance  to  their  workers.   Such  a  system  would  also 
bolster  U.S.  competitiveness  with  those  countries  that  have  affordable  universal 
coverage. 

Current  System  Distorts  Competitiveness 

Through  our  experience  in  collective  bargaining  and  organizing,  the 
Amalgamated  Clothing  and  Textile  Workers  Union  is  confronted  daily  with  the 
competitive  distortions  that  result  from  some  companies  providing  health 
insurance  for  their  workers  while  others  do  not.   Non-union  firms  often  provide 
partial  or  no  coverage  or  require  co-payments  on  coverage  for  dependents  that  is 
prohibitively  expensive.   For  example,  before  they  unionized,  single  mothers 
making  curtains  for  K-Mart  at  the  S.  Lichtenberg  Company  in  Georgia  were 
taking  home  $150  a  week.   The  company  charged  them  $68  a  month  if  they 
wanted  to  cover  their  children  under  an  insurance  policy  with  a  $500  deductible. 
After  paying  for  food  and  shelter,  almost  none  of  the  530  workers  were  able  to 
buy  family  coverage.   In  their  first  union  contract,  the  company  and  workers 
joined  the  national  ACTWU  health  plan  with  an  affordable  "community"  rate, 
no  premium  payments  by  workers  and  a  $200  deductible.   Hundreds  of  children 
became  protected  by  health  insurance  for  the  first  time.  Now  the  company  has 
to  find  other  ways  to  compete  with  curtain  firms  that  have  the  non-insuring 
edge. 

There  are  many  ways  that  insuring  firms  are  hurt  by  those  who  don't 
insure  their  workers.   First,  the  non-insuring  firms  have  lower  operating  costs 
and  can  underbid  firms  with  insurance.   Second,  the  insuring  firms  end  up 
covering  the  spouses  and  dependents  who  work  for  non-insuring  firms.   This 
includes  wives  who  work  in  retail  stores  and  husbands  or  college  students  who 
work  for  small  businesses.   (About  65%  of  retail  employees  and  31%  of  firms 
with  10  or  fewer  workers  had  no  company  insurance  in  1992. ')   Third,  cost 
shifting  by  health  care  providers  means  that  insuring  firms  actually  pay  the  bills 
of  employees  of  non-insuring  firms.   (About  30%  of  private  insurance  hospital 
bill  payments  cover  nonreimbursed  expenses  of  other  patients.2)   Finally,  to  the 
extent  that  the  government  pays  the  bills  of  the  uninsured,  all  taxpayers, 
including  insuring  companies,  pick  up  the  tab  for  non-insuring  firms. 

HR  1200  would  remove  the  competitive  edge  currently  enjoyed  by  those 
firms  that  foist  their  workers'  health  care  bills  onto  other  companies  and 


1  Employee  Benefit  Research  Institute,  EBRI  Issue  Brief  (EBRI  tabulations  of  1993  Current  Population 
Survey),  January  1994. 

1  Economic  Policy  Institute,  "The  Impact  of  the  Clinton  Health  Care  Plan  on  Jobs,  Investment,  Wages, 
Productivity,  and  Exports",  1993. 
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taxpayers.   Given  the  countervailing  profit  incentives,  nothing  short  of  a 
mandatory  universal  system  can  guarantee  that  all  employers  make  a  fair 
contribution  to  coverage  and  that  all  workers  and  their  dependents  are  insured. 
This  will  take  care  of  85%  of  the  currently  uninsured  who  are  the  employees 
(and  their  dependents)  of  non-insuring  firms.   It  also  follows  in  the  footsteps  of 
mandatory  Social  Security  contributions  by  virtually  all  employers. 

We  negotiate  health  plans  with  hundreds  of  small  businesses.   So  we  feel 
obligated  to  counter  the  hysteria  that  is  being  whipped  up  against  mandatory 
employer  contributions  by  some  small  business  organizations.   These  are  the 
same  groups  that  said  increasing  the  minimum  wage  would  close  businesses  and 
kill  jobs.   But  the  actual  minimum  wage  increases  in  1990  caused  no  job  loss.3 
Now  they're  saying  that  mandatory  premiums,  no  matter  how  small,  will  close 
businesses  and  kill  jobs.   They're  wrong  this  time,  too.   Small  business  can 
afford  insurance  if  it's  equitably  financed. 


Equitable  Financing  is  Key  to  Equitable  Employer  Mandate 

While  we  feel  very  strongly  that  all  firms  should  provide  insurance  for  all 
their  employees,  we  know  that  charging  the  same  flat  premium  to  every 
company  could  create  new  competitive  problems.   It  could  threaten  the  viability 
of  some  labor-intensive,  low -profit -margin  firms  from  apparel  companies  to 
retail  stores.   It  would  also  continue  to  put  U.S.  firms  at  a  competitive 
disadvantage  internationally. 

ACTWU  negotiates  contracts  in  both  U.S.  and  Canada.   We  can  cite 
many  of  examples  of  a  single  payer  system  providing  the  same  or  better 
coverage  for  less.   In  1992  Levi  Strauss  paid  premiums  equal  to  19%  of  its 
Florence,  Kentucky  plant  payroll  but  paid  an  amount  equal  to  only  4%  of  its 
Stoney  Creek,  Ontario  (Canada)  payroll  for  similarly  comprehensive  health 
insurance.   For  textile  company  Courtalds  PLC  the  difference  was  22% 
(Alabama)  vs.  6%  (Ontario);  for  two  Hathaway  shirt  plants  of  the  Wamaco 
Company  the  difference  was  12%  (Maine)  vs.  4%  (Ontario).   A  similar  cost  gap 
exists  between  the  largest  U.S.  men's  suit  manufacturer,  Hartmarx,  and  its 
Canadian  competitor,  Peerless,  which  is  exporting  almost  300,000  suits  to  the 
U.S.  annually.   Canada's  pre-eminence  as  the  largest  exporter  of  men's  wool 
suits  to  the  U.S.  is  helped  in  part  by  Canada's  less  expensive  national  health 
insurance. 

Charging  the  same  high  flat  premium  to  all  workers  threatens  the  already 
tenuous  living  standards  of  low-wage  workers.   Currently,  workers  can't  afford 
to  buy  insurance  once  they've  paid  for  food  and  shelter.   How  will  they  feed 
and  house  their  families  if  the  premiums  become  mandatory  and  their  incomes 
remain  the  same?   The  high  price  and  unfair  distribution  of  health  care  costs  in 
the  current  system  is  the  engine  that  drives  firms  and  individuals  to  drop 
coverage.   HR  1200's  payroll  premium  would  solve  this  problem. 


'Ibid. 
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Current  Health  Care  Financing  Is  Regressive 

The  current  financing  of  health  care  is  extremely  regressive.   A 
recent  study  found  that  low-income  families  pay  over  twice  the  share  of  income 
for  all  health  care  expenses  as  high-income  families.4   As  a  share  of  income, 
low-income  families  spend  four  times  as  much  as  high  income  families  for 
premiums,  even  though  many  poor  families  are  uninsured  and  don't  pay  any 
premiums.   Out-of-pocket  spending  is  even  more  regressive,  with  low-income 
families  spending  nine  times  what  high-income  families  spend  even  though  poor 
people  can't  afford  to  spend  much  at  all  on  uncovered  bills  and  deductibles. 

The  only  portion  of  health  care  financing  that  is  equitable  is  the  portion 
covering  programs  that  are  paid  for  through  personal  and  corporate  income  taxes 
at  the  Federal  and  state  level.   But  other  taxes,  such  as  sales  taxes,  hit  low- 
income  families  harder. 


The  Fairest  Financing  Method  Is  Also  the  Simplest 

The  majority  of  health  care  is  funded  through  premiums  and  out-of-pocket 
spending~the  two  most  regressive  forms  of  financing.   Fortunately,  the  most 
equitable  method  for  financing  health  care,  a  payroll  premium  by  firms  and 
workers,  is  also  the  simplest  to  administer. 

Traditional  insurance  premiums  are  flat  dollar  amounts  that  by  their  nature 
are  a  greater  burden  for  low-income  people.   This  burden  is  made  even  heavier 
by  having  different  rates  based  on  family  size— the  more  mouths  you  have  to 
feed,  the  higher  your  insurance  premium.   Under  the  current  system,  contingent 
workers— part-timers,  temporaries  and  independent  contractors-pay  higher 
individual  premiums  than  employees  in  group  plans  even  though  they  often  have 
lower  incomes.   Finally,  smaller  firms  pay  higher  rates  than  larger  ones. 

HR  1200  provides  the  most  equitable  and  simplest  solution  to  financing 
health  care:   transforming  per  capita  premiums  into  a  progressive  payroll 
premium  structured  like  Social  Security.   The  combination  of  a  8.4%  payroll 
premium  for  companies  (4%  for  small/low  wage  firms)  plus  a  2.1%  payroll 
premium  for  workers  would  cover  the  costs  now  covered  by  regressive  flat 
premiums  and  out-of-pocket  payments. 

These  8.4%  and  4%  payroll  premiums  are  fair  to  a  wide  range  of 
companies  and  workers.   It  represents  significant  savings  for  most  companies 
that  now  insure  their  workers  and  a  reasonable  cost  for  those  that  do  not.   It  is 
in  line  with  amounts  paid  by  our  competitors  in  the  developed  nations.   It 
automatically  covers  most  contingent  workers. 

The  Clinton  plan  creates  a  hybrid  premium  in  the  form  of  a  flat  rate  with 
a  payroll  payment  maximum  of  7.9%  for  companies  and  3.9%  for  individuals. 
These  caps,  along  with  the  subsidies  for  small  businesses  and  the  very  poor, 
make  premium  financing  less  regressive  than  the  current  system.   But  it  creates 
a  system  that  is  much  more  cumbersome  than  a  progressive  payroll  premium. 
This  hybrid  premium  would  require  several  billion  dollars  each  year  in 


*  Edith  Rasell,  Jared  Bernstein,  and  Kainan  Tang,  "The  Impact  of  Health  Care  Financing  on  Family 
Budgets,"  Economic  Policy  Institute,  1993. 
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unnecessary  administrative  costs  to  determine  employment  status,  family 
structure,  employment  status  of  dependents,  and  which  firms  and  individuals  are 
eligible  for  how  much  of  a  subsidy.   While  simplicity  is  supposed  to  be  one 
principle  of  the  Clinton  plan,  its  financing  is  much  more  complex  than  it  needs 
to  be. 

Cost  Sharing  Is  Not  Justified 

The  other  highly  regressive  component  of  health  care  financing  is  out-of- 
pocket  expenses,  including  deductibles,  co-payments  for  premiums,  uninsured 
portion  of  bills,  and  uncovered  services  (often  drugs  and  mental  health  care). 
People  with  low  incomes  can't  afford  to  buy  the  health  care  they  need.   Yet 
they  pay  almost  a  nine-times  larger  portion  of  their  income  out-of-pocket  than 
high-income  families  for  the  health  care  they  get.   Furthermore,  a  single 
catastrophic  illness  can  propel  even  middle-income  families  into  bankruptcy  due 
to  uncovered  bills. 

Increasing  out-of-pocket  burdens  have  been  advanced  as  a  cost 
containment  measure  and  a  means  to  reduce  unnecessary  use  of  medical 
services.   But,  it  is  not  clear  that  America  overuses  health  care  compared  to  our 
international  competitors.   Americans  go  to  the  doctor  less  and  stay  in  hospitals 
a  shorter  period  of  time  than  consumers  in  every  other  major  industrialized 
country.   These  nations  get  more  services  for  less  money  despite  universal 
coverage  and  little  or  no  cost-sharing. 

What  ]s  clear  is  that  co-payments  and  deductibles  discourage  24%  of 
people  with  insurance  from  seeking  the  care  they  feel  they  need.5  What  is  also 
clear  is  that  low-income  people  in  America  have  worse  health  when  they  are 
subjected  to  cost-sharing.   Americans  who  can't  afford  to  go  to  a  doctor  put  it 
off  till  they  land  in  a  hospital  emergency  room  where  more  expensive  heroic 
measures  have  a  much  lower  chance  of  actually  providing  a  cure. 

Many  union  and  non-union  workers  do  not  currently  pay  a  portion  of 
premium  costs.   Our  union  has  seen  too  many  families  in  unorganized  plants 
"choose"  not  to  have  coverage  simply  because  they  couldn't  afford  it.   As  a 
result,  we  have  insisted  that  our  largest  national  tailored  clothing  and  cotton 
shirt  and  jeans  contracts  have  fully-employer-paid  insurance. 

HR  1200  uses  payroll  premiums  to  fully  fund  health  care  without  any 
deductibles  or  co-payments  for  insurance  or  for  medical  services.   This  is 
similar  to  systems  among  our  international  competitors.   Cost  containment  and 
the  problem  of  inappropriate  care  are  addressed  without  creating  financial 
barriers  to  necessary  services.   We  feel  this  bill  incorporates  the  best  way  to 
finance  health  care  and  the  most  effective  cost  containment  mechanism. 

HR  1200  provides  a  free  choice  of  provider  and  does  not  force  workers 
into  managed  care  and  HMOs.   Under  the  Clinton  plan,  we  are  concerned  about 
how  large  a  gap  there  will  be  between  HMO,  PPO  and  fee-for-service 
premiums.  We  fear  the  creation  of  a  Medicaid-type  second  tier  system  of 
HMOs  with  low  quality  care  and  no  middle-class  constituency. 


5  Mark  D.  Smith,  Drew  E.  Altman,  Robert  Leitman,  Thomas  W.  Moloney,  and  Humphrey  Taylor,  "Taking 
the  Public's  Pulse  on  Health  System  Reform",  Health  Affairs.  Summer  1992,  p.  130. 
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Any  New  Taxes  Should  Be  Fair 

Payroll  premiums  fall  only  on  wages  and  salaries  and  do  not  impact  non- 
labor  income  such  as  dividends,  interest  and  rents.   Equitable  financing  of  health 
care  therefore  should  include  some  payments  based  on  total  income  or  non-labor 
income.   Excise  taxes,  such  as  the  proposed  cigarette  tax,  are  the  most 
regressive  taxes  of  all.   A  cigarette  tax  would  take  a  72  times  greater  share  of 
family  income  from  the  lowest  20%  of  families  compared  to  the  top  1  %  of 
families.   While  a  cigarette  tax  has  some  justification  as  a  health  measure,  it 
must  be  counter-balanced  with  less  regressive  financing  provisions. 

Conclusion 

We  heartily  endorse  HR  1200  not  only  because  it  would  provide  equitable 
financing  for  health  care,  but  also  because  it  would  eliminate  waste,  control 
costs  and  use  resources  wisely  to  provide  comprehensive,  quality  health  care  for 
everyone. 
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Mr.  Waxman.  Thank  you.  Dr.  Freedman. 

STATEMENT  OF  JANET  FREEDMAN 

Ms.  Freedman.  Good  morning,  Mr.  Chairman. 

My  name  is  Dr.  Janet  Freedman,  and  I  am  testifying  today  on 
behalf  of  the  American  Medical  Women's  Association,  AMWA,  the 
National  Organization  of  Women  Physicians  and  Medical  Students. 
I  am  an  assistant  professor  of  rehabilitation  medicine  at  Bellevue 
Hospital  in  New  York  City,  our  Nation's  oldest  public  hospital. 

AMWA  is  grateful  for  the  opportunity  to  voice  support  today  for 
the  principles  of  H.R.  1200,  the  American  Health  Security  Act. 

We  were  founded  in  1915  to  promote  women's  health  and  to  sup- 
port women  in  medicine.  We  believe  there  is  an  urgent  need  for 
health  care  reform.  As  women  physicians,  we  are  faced  with  the 
shortcomings  of  today's  health  care  system.  As  women  patients,  we 
are  faced  with  the  same  problem  as  we  try  to  seek  care  for  our- 
selves and  our  families. 

We  see  the  myriad  ways  in  which  our  Nation's  patients  are  not 
receiving  adequate  care  and  we  bear  the  brunt  of  the  increased  bu- 
reaucratic intrusion  into  basic  medical  decision-making.  AMWA 
has  identified  three  essential  goals  for  health  care  reform.  They  are 
going  to  sound  very  familiar  in  this  room  this  morning:  universal 
access,  administrative  simplification,  and  autonomy  of  clinical  deci- 
sion-making for  physicians. 

Last  November,  our  house  of  delegates  voted  to  support  a  single 
payer  system  as  the  optimal  way  to  achieve  these  three  goals.  One 
month  later  we  joined  nine  other  physician  organizations  at  the 
White  House  to  support  the  historic  effort  by  President  Clinton  and 
Hillary  Clinton  to  secure  quality  health  care  for  all  Americans.  We 
do  not  believe  that  our  support  for  both  proposals  is  mutually  ex- 
clusive, rather  the  McDermott  and  Clinton  plans  differ  in  struc- 
ture, their  ultimate  goals  do  parallel  one  another,  as  well  as 
AMWA's. 

H.R.  1200  achieves  universal  access  to  care,  regardless  of  where 
a  patient  lives,  works,  or  how  much  she  or  he  earns.  Universal  cov- 
erage is  especially  important  for  women  who  make  up  the  majority 
of  the  part-time  and  low  wage  work  force  and  are  more  likely  to 
be  insured  through  their  spouses.  Nearly  12  million  women  have 
no  insurance  of  any  kind  and  because  children  are  often  covered  by 
their  mothers,  our  Nation's  children  lack  coverage. 

Removal  of  barriers  for  women  has  extremely  broad  and  positive 
implications  for  care  delivery  for  all  Americans.  This  is  the  only 
plan  before  Congress,  other  than  the  Clinton  proposal,  which  guar- 
antees a  specific  list  of  benefits  including  prevention  and  primary 
care.  Without  detailing  the  specific  services,  we  cannot  hope  for 
true  reform  and  we  cannot  take  the  leap  of  faith  that  other  plans 
are  asking  that  are  not  describing  their  services.  Nor  can  we  accu- 
rately determine  the  cost  of  the  new  health  care  system  if  the  bene- 
fits are  not  defined. 

AMWA  particularly  applauds  the  inclusion  of  a  full  range  of  re- 
productive services  for  women,  including  abortion. 

The  single  payer  system  outlined  in  H.R.  1200  also  takes  the  ex- 
ceptional strides  of  simplifying  the  multilayer  bureaucracy,  which 


621 

is  currently  crippling  the  way  that  physicians  deliver  care.  There 
is  no  medical  reason  for  multiple  insurance  plans. 

Today  we  practice  within  a  system  of  1,500  insurance  companies 
which  have  thousands  of  plans,  and  managed  care  entities  with  a 
maze  of  ever-changing  rules.  We  are  pressured  by  for-profit  entities 
to  see  more  and  more  patients  each  hour  and  physicians  are  spend- 
ing 20  to  25  percent  of  our  time  filling  out  paperwork  rather  than 
caring  for  our  patients.  Much  of  the  time  we  lose  is  in  administra- 
tive duties  spent  justifying  treatment  to  third  parties,  which  in 
turn  are  second-guessing  the  care  that  we  are  giving.  You  have 
heard  some  testimony  about  that  today. 

And  the  estimates  from  the  Congressional  Budget  Office  on 
money  saved  really  represents  totally  how  much  totally  unneces- 
sary administrative  cost  we  have  and  much  of  that  is  the  time 
spent  by  physicians  and  others  justifying  care. 

By  placing  the  responsibility  of  medical  decision-making  back  in 
the  hands  of  medical  personnel  by  eliminating  precertification  re- 
quirements, H.R.  1200  does  us  and  our  patients  an  exceptional 
service.  One  of  the  most  crucial  provisions  for  assuring  flexibility 
of  care  is  the  establishment  of  a  definitive  mechanism  for  tracking 
outcome  data  and  adapting  to  emerging  health  trends. 

Our  body  of  knowledge  is  constantly  evolving  and  this  is  espe- 
cially true  in  the  area  of  women's  health  where  the  scientific  com- 
munity is  only  beginning  to  address  the  gaps  in  our  understanding 
of  women's  needs.  And  we  owe  a  great  debt  to  you,  Mr.  Chairman, 
for  your  leading  role  in  making  sure  that  our  research  institutions 
fill  in  those  gaps.  It  is  imperative  that  our  new  health  care  play 
a  part  in  this  evolving  body  of  knowledge. 

H.R.  1200's  provisions  for  collecting  outcome  data,  emphasis  on 
preventive  and  primary  care,  will  ultimately  prove  cost  effective 
but  that  will  take  some  time.  We  also  agree  with  H.R.  1200's  $2 
per  pack  excise  tax  on  tobacco.  This  is  not  only  life-saving,  but  also 
cost-saving. 

The  American  Medical  Women's  Association  welcomes  this  sub- 
committee's scrutiny  of  the  current  obstacles  facing  physicians  and 
patients  in  today's  health  care  system.  The  single  payer  system 
proposal,  although  seemingly  dramatic,  offers  an  excellent  oppor- 
tunity for  change.  AMWA  looks  forward  to  helping  to  enact  H.R. 
1200's  principles  for  comprehensive,  universal  reform. 

[The  prepared  statement  of  Ms.  Freedman  follows:] 
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STATEMENT     OF     JANET     FREEDMAN 
AMERICAN     MEDICAL     WOMEN'S     ASSOCIATION 


Good  morning  Mr.  Chairman  and  Members  of  the  subcommittee.   Thank  you  for  the 
opportunity  to  appear  before  you  today.    I  am  Dr.  Janet  Freedman,  and  I  am  testifying  on 
behalf  of  the  American  Medical  Women's  Association  (AMWA),  a  national  organization  of 
women  physicians  and  medical  students.    I  currently  serve  as  Co-Chair  of  AMWA's 
Committee  on  Health  Care  Reform.    I  am  also  Assistant  Professor  of  Rehabilitation  Medicine 
at  Bellevue  Hospital  in  New  York,  the  nation's  oldest  public  hospital.   AMWA  is  delighted  to 
voice  its  support  for  the  principles  of  Representative  Jim  McDermott's  legislation,  H.R.  1200, 
the  American  Health  Security  Act 

AMWA  was  founded  in  1915  to  promote  women's  health  and  to  support  women  in 
medicine.   AMWA's  13,000  members  practice  in  virtually  every  medical  specialty  and 
practice  setting  --  from  private  practice  to  research  to  academia.   Let  me  begin  by  saying  that 
we  are  frankly  incredulous  at  the  recent  suggestion  by  some  members  of  Congress  that  the 
need  for  reform  is  not  urgent,  that  the  American  health  care  system  is  not  in  crisis.   Without 
question,  the  dilemma  which  faces  us  today  is  not  whether  there  is  a  crisis,  but  what  action 
we  are  willing  to  take  right  now  to  remedy  the  glaring  inequities  and  inefficiencies  of  our 
current  system.   Although  it  is  true  that  the  United  States  boasts  the  world's  best  physicians, 
medical  education  programs,  hospitals,  and  technologies,  the  mere  existence  of  such  quality 
should  not  be  confused  with  its  availability  to  all  citizens. 

AMWA  is  uniquely  positioned  to  comment  on  the  need  for  reform.   As  women 
seeking  care  for  ourselves  and  our  families,  we  are  consistently  faced  with  the  shortcomings 
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of  today's  health  care  system  in  dealing  with  our  own  diverse  needs  as  patients.    As  women 
physicians,  our  numbers  are  concentrated  in  areas  of  the  medical  field  which  deliver  primary 
care  services,  specifically  internal  medicine,  family  medicine,  pediatrics,  and 
obstetrics/gynecology.   Consequently,  we  address  daily  the  fundamental  health  needs  which 
all  Americans  share,  we  see  the  myriad  ways  in  which  our  nation's  patients  are  not  receiving 
adequate  health  care,  and  we  bear  the  brunt  of  the  increased  bureaucratic  intrusion  into  basic 
medical  decisionmaking. 

Through  surveys  of  our  membership,  AMWA  has  identified  three  overarching  goals  of 
health  care  reform,  which  are  essential  to  assure  quality  patient  care  and  the  health  of  our 
nation,  and  serve  as  our  criteria  for  assessing  the  many  proposals  before  Congress:   universal 
access;  administrative  simplification;  and  autonomy  of  clinical  decisionmaking  for  physicians. 

Last  November,  AMWA's  House  of  Delegates  voted  to  support  a  single-payer  system 
as  the  optimal  way  to  achieve  these  three  goals.   One  month  later,  we  joined  nine  other 
physician  organizations  at  the  White  House  to  support  the  ambitious,  historic  effort  by 
President  Clinton  and  Hillary  Rodham  Clinton  to  secure  quality  health  care  for  all  Americans. 
We  do  not  believe  our  support  for  both  proposals  is  mutually  exclusive;  rather,  although  the 
McDermott  and  Clinton  plans  differ  substantially  in  their  structure,  their  ultimate  goals 
parallel  one  another's  as  well  as  AMWA's,  and  we  will  continue  to  voice  strong  support  for 
these  basic  tenets  as  essential  to  achieving  any  real  reform  in  this  country. 
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Access  to  Comprehensive  Health  Care 


H.R.  1200  takes  dramatic  action  to  achieve  access  to  health  care  which  is  universal, 
regardless  of  where  a  patient  lives,  works,  or  how  much  she  or  he  earns.   The  elimination  of 
barriers  to  needed  services  assures  that  all  Americans  will  receive  a  universal  standard  of 
care.    AMWA  is  especially  supportive  of  the  principle  of  universal  coverage  in  light  of 
women's  vulnerability  under  the  current  system.   Women  earn  less  than  men,  make  up  the 
majority  of  the  part-time  workforce  and  the  low-wage  service  and  clerical  workforces,  and  are 
more  likely  than  men  to  be  insured  through  their  spouses.   Nearly  twelve  million  women  have 
no  health  insurance  of  any  kind.   Furthermore,  because  women  are  the  primary  caregivers  to 
our  nation's  children,  a  lack  of  health  coverage  for  women  often  translates  into  a  lack  of 
coverage  for  entire  families.   Thus,  removal  of  barriers  for  women  has  extremely  broad, 
positive  implications  for  care  delivery  to  all  Americans. 

H.R.  1200  is  the  only  plan  before  Congress,  other  than  the  Clinton  proposal,  which 
guarantees  a  specific,  comprehensive  list  of  benefits.   AMWA  is  firm  that  without  this 
specificity  of  services,  Americans  cannot  hope  for  true  reform.   We  can  not  afford  the 
dangerous  leap  of  faith  being  asked  by  other  congressional  proposals  which  provide  no  details 
for  covered  services.   Nor  can  we  accurately  determine  the  cost  of  a  new  health  care  system 
if  the  covered  benefits  are  not  first  defined. 

The  McDermott  plan's  emphasis  upon  preventive  and  primary  care  services  is  vital, 
both  for  decreasing  the  need  for  expensive  acute  care  and  for  improving  the  overall  health  of 
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the  American  public.    Additionally,  the  proposal  assures  coverage  for  care  in  a  variety  of 
settings,  such  as  community-based  and  home-based  care,  and  with  a  variety  of  providers, 
which  both  improve  access  and  lower  costs.   AMWA  strongly  supports  the  appropriate 
utilization  of  the  skills  of  all  members  of  the  health  care  team. 

AMWA  particularly  applauds  H.R.  1200's  inclusion  of  the  full  range  of  reproductive 
health  services  for  women,  including  abortion.   As  women  physicians  from  a  broad  range  of 
religious  and  philosophical  backgrounds,  AMWA  members  are  firm  in  their  belief  that  the 
abortion  decision  is  a  private  medical  matter  between  a  patient  and  her  physician.   To  exclude 
or  restrict  abortion  coverage  under  an  otherwise  comprehensive  standard  benefits  package  is 
not  only  medically  illogical;  it  is  dangerous  public  health  policy.   Diminished  coverage 
necessarily  leads  to  delayed  or  denied  health  care,  posing  significant  risk  to  the  pregnant 
patient. 

Administrative  Simplification  and  Streamlining 

With  its  creation  of  a  single  National  Health  Security  Standards  Board,  topic-specific 
advisory  committees,  and  a  single  claim  form,  the  health  care  system  outlined  by  H.R.  1200 
also  takes  exceptional  strides  toward  simplifying  a  bureaucracy  which  is  frankly  crippling  the 
way  in  which  we  physicians  deliver  care  to  our  patients.   Today,  we  practice  within  a    * 
labyrinthine  system  of  approximately  1500  insurance  companies,  thousands  of  benefits  plans, 
and  managed  care  entities  with  a  maze  of  ever-changing  protocols.   We  are  pressured  to  see 
more  and  more  patients  in  each  hour  of  the  day.   It  is  now  estimated  that  most  physicians 
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spend  approximately  20  to  25%  of  their  time  filling  out  paperwork  rather  than  caring  for  real 
people. 

The  development  of  a  communicative,  long-term  physician-patient  relationship  is  vital 
to  good  care  delivery  and  good  health.   AMWA  is  proud  of  the  studies  -  most  recently  in  the 
New  England  Journal  of  Medicine  -  which  have  borne  out  what  we  have  personally  believed 
for  years:  women  physicians  excel  at  fostering  these  relationships.   Thus,  the  mounting 
administrative  duties  which  demonstrably  limit  the  time  we  spend  with  patients  have  been 
especially  troubling  to  our  members. 

Indeed,  H.R.  1200's  estimated  savings  in  administrative  costs  are  an  accurate 
indication  of  the  degree  of  third  party  intervention  which  physicians  now  face,  and  offer  one 
of  the  strongest  arguments  in  favor  of  a  single-payer  system.  These  substantial  savings 
projections  were  borne  out  by  a  Congressional  Budget  Office  report  released  last  month, 
predicting  up  to  $100  billion  in  annual  savings.   With  more  money  and  time  available  for 
patient  care,  we  physicians  will  finally  be  able  to  devote  ourselves  to  doing  what  we  do  best: 
provide  quality  care  for  patients. 

Autonomy  for  Physicians  and  Patients  Alike 

Much  of  the  time  physicians  lose  to  administrative  duties  is  spent  justifying  treatments 
to  third  parties  which  in  rum  second-guess  the  care  we  are  delivering.   Women  physicians 
have  become,  unfortunately,  all  too  aware  that  the  cognitive  care  and  preventive  procedures 
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we  are  celebrated  for  providing  are  neither  financially  rewarded,  nor  encouraged,  when  the 
entity  making  the  decisions  is  motivated  by  profit,  not  patient  well-being.   Indeed,  many  a 
well-intentioned  physician  has  made  clinical  decisions  against  her  own  judgment  in  order  to 
avoid  protracted  disputes  with  third  party  payers.    By  placing  the  responsibility  for  medical 
decisionmaking  back  in  the  hands  of  those  personnel  trained  to  do  it,  H.R.  1200  does  us  and 
our  patients  an  exceptional  service. 

At  the  same  time  that  the  single-payer  system  frees  physicians  from  crushing 
administrative  duties,  patients  under  the  single-payer  system  are  also  given  new  latitude  in 
choosing  a  physician.   In  our  experience  as  practitioners,  AMWA  members  have  observed 
that  a  patient  who  is  in  control  of  this  most  basic  decision  —  whom  to  choose  for  medical 
care  —  is  a  patient  who  will  select  a  doctor  she  trusts  and  whose  advice  she  will  take 
seriously.   A  patient  who  can  choose  a  provider  most  convenient  to  her  home  or  office  is  a 
patient  more  likely  to  seek  care  early,  and  on  a  regular  basis,  rather  than  waiting  until  a 
serious  health  problem  develops  and  forces  the  need  for  care.   Choice  of  physician  is  not,  as 
some  have  suggested,  an  "extra"  benefit  which  patients  should  not  expect  or  demand;  rather, 
it  is  vital  to  assuring  that  patients  access  the  health  care  system  in  a  consistent,  effective  way. 

A  final  note  about  physician  autonomy:   One  of  H.R.  1200's  most  crucial  provisions 
for  assuring  the  flexibility  of  physician  care  is  its  establishment  of  an  American  Health 
Security  Quality  Council,  offering  a  definitive  mechanism  for  tracking  outcomes  data  and 
adapting  to  emerging  health  care  trends.   Our  body  of  knowledge  about  preventive  measures. 
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treatments,  screenings,  and  other  medical  procedures  is  constantly  evolving.   This  is 
especially  pertinent  in  the  area  of  women's  health,  where  the  scientific  community  is  only  just 
beginning  to  address  many  of  the  gaps  in  our  understanding  of  women's  needs. 

AMWA's  membership,  and  all  American  women,  owe  a  great  debt  to  you,  Chairman 
Waxman,  for  your  leading  role  in  making  sure  that  our  research  institutions  fill  in  those  gaps. 
It  is  imperative  that  our  new  health  care  system  also  play  a  part  in  this  evolving  body  of 
knowledge.   Physicians  must  have  the  freedom  to  develop  and  implement  new  protocols  in 
light  of  scientific  progress.   Women  physicians  look  forward  to  playing  an  active  role  on  the 
American  Health  Security  Quality  Council  and  related  bodies  to  assure  equal  representation  of 
all  patients'  interests. 

H.R.  1200's  provisions  for  collecting  outcomes  data,  along  with  its  emphasis  on 
preventive  and  primary  care,  will  ultimately  prove  immensely  cost-effective.   It  will  take 
years,  however,  to  begin  reaping  these  financial  rewards.   Thus,  in  the  interim  we  must 
identify  additional  financing  sources.   AMWA  applauds  H.R.  1200's  $2  per  pack  excise  tax 
on  cigarettes  as  one  of  these  funding  mechanisms.   AMWA  has  long  been  outspoken  in 
recognizing  the  excise  tax  as  one  of  the  most  effective  tools  for  raising  revenue,  as  well  as 
saving  lives  by  deterring  tobacco  use,  especially  among  children. 

Conclusion 

The  American  Medical  Women's  Association  welcomes  this  subcommittee's  scrutiny 
of  the  current  obstacles  facing  physicians  and  patients  in  today's  health  care  system.   The 

single-payer  proposal,  though  dramatic  and  even  daunting  in  its  scope,  offers  an  exceptional 

prescription  for  change.   AMWA  looks  forward  to  helping  enact  H.R.  1200's  principles  for 

comprehensive,  universal  reform.   Thank  you. 
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Mr.  Waxman.  Thank  you  very  much.  I  would  like  to  thank  the 
four  of  you  for  your  testimony.  I  think  it  is  very  helpful  for  us  to 
have  your  comments  on  the  record  of  this  subcommittee. 

Dr.  Anderson,  one  of  the  arguments  that  people  make  frequently 
against  the  single  payer  system  is  that  the  bill,  according  to  CBO 
estimates,  in  the  first  full  year  of  operation  will  cost  the  Federal 
Government  over  $500  billion.  Putting  this  additional  amount  on 
the  Federal  budget  each  year  is  a  particularly  sensitive  subject  in 
today's  political  climate. 

However,  I  think  a  lot  of  people  lose  sight  of,  or  choose  to  ignore, 
the  fact  that  for  the  most  part  these  are  payments  that  are  in  place 
now  in  the  form  of  employer  and  worker  premiums  for  existing 
health  benefits.  It  is  essential  in  understanding  that  H.R.  1200  to 
compare  the  estimated  payments  for  health  coverage  that  business 
and  employees  are  going  to  face  if  we  do  nothing  with  the  esti- 
mated payments  that  they  are  going  to  have  to  pay  under  H.R. 
1200. 

Your  testimony  has  been  extremely  helpful  in  showing  how  the 
bill  would  affect  different  Americans  in  different  circumstances. 
You  talked  about  the  fact  that  75  percent  of  Americans  who  are 
currently  insured  will  pay  less  for  their  premiums.  Tell  us  about 
that  25  percent  who  are  currently  insured  who  will  pay  more  and 
how  much  more  do  you  estimate  they  will  have  to  pay? 

Mr.  Anderson.  It  is  essentially  the  individuals  who  are  in  higher 
incomes  and  especially  those  people  who  earn  their  income  through 
stocks  and  bonds.  They  are  the  ones  who  are  effectively  going  to 
be  paying  higher  amounts  for  health  care  than  they  currently  do. 
It  is  really  dependent  upon  their  level  of  income,  how  much  more 
they  will,  in  fact,  pay. 

This  proposal  will  effectively  help  lower  income  individuals;  it 
will  help  people  with  current  chronic  illness  who  have  trouble  get- 
ting health  insurance;  and  it  will  help  individuals  who  are  in  small 
firms  who  cannot  purchase  health  insurance  or  when  they  try  to 
purchase  health  insurance  they  have  to  pay  in  a  high  premium  cur- 
rently. 

Mr.  Waxman.  How  about  for  the  middle-class,  people  who  are 
working  now  in  the  great  industries  of  this  country  who  have  pret- 
ty good  insurance,  are  they  going  to  pay  more  for  less? 

Mr.  Anderson.  They  will  get  more.  It  is  a  much  more  com- 
prehensive package  than  most  everybody  has  now.  So  they  will  cer- 
tainly get  more. 

I  took  a  look  from  the  Employee  Benefits  Research  Institute  data 
on  a  variety  of  employers,  a  variety  of  firm  sizes,  and  for  most  em- 
ployers, for  most  firm  sizes,  people  will  in  fact  pay  less  under  this 
legislation.  It  clearly  varies  depending  on  how  much  of  a  deal  you 
are  getting,  how  healthy  your  people  are  in  your  particular  com- 
pany. But  for  the  average  American  person  right  now  earning  be- 
tween $20,000  and  $50,000,  virtually  all  of  them  will  pay  less 
under  this  legislation  than  they  are  currently  paying. 

Mr.  Waxman.  Thank  you  very  much. 

Dr.  Freedman,  your  colleagues  in  the  American  Medical  Women's 
Association  don't  share  your  enthusiasm  for  this  legislation.  On  the 
next  panel  they  will  testify  that  H.R.  1200  does  not  reward  excel- 
lent provider  performance  and  lacks  incentives  for  innovation.  You, 
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on  the  other  hand,  testified  that  H.R.  1200  offers  a  definitive  mech- 
anism for  tracking  outcomes  data  and  adapting  to  emerging  health 
care  trends. 

I  am  sure  we  could  all  agree  that  we  want  to  reward  excellent 
performance  and  innovation  on  the  part  of  physicians.  The  AMA 
seems  to  think  this  bill  won't  do  that.  I  take  it  from  your  statement 
that  have  you  no  problem  with  the  bill  in  that  respect.  Can  you 
help  us  understand  how  you  have  arrived  at  such  a  different  con- 
clusion than  your  medical  colleagues? 

Ms.  Freedman.  To  try  to  address  those,  we  reward  physician's 
skills  in  a  number  of  ways  and  financially  is  one.  I  think  that  those 
days  are  over  and  that  is  not  how  we  should  be  rewarding  physi- 
cians. 

When  we  look  across  the  world  at  other  countries  with  single 
payer  plans,  excellent  physicians  are  rewarded  by  their  position,  be 
it  at  a  medical  school,  university  hospital,  by  their  standing  in  the 
community  as  far  as  their  patients  think  of  them,  how  they  pa- 
tients refer  their  friends  to  them  and  how  their  colleagues  refer 
their  patients  to  each  other  among  physicians.  The  actual  method 
by  which  a  health  care  system  is  funded  is  an  independent  system 
and  how  physicians  are  rewarded  for  their  excellent  skills. 

We  should  not  be  reward  financially  for  providing  good  care  for 
our  patients.  We  should  be  rewarded  by  receiving  the  respect  of  our 
colleagues  and  of  our  patients.  And  I  really  don't  see  that  a  single 
payer  plan  at  all  interferes  with  that. 

Mr.  WAXMAN.  Thank  you  very  much. 

Ms.  Freedman.  Remind  me  of  the  other  half  of  your  question. 

Mr.  Waxman.  No,  that  was  good.  I  think  you  answered  the  ques- 
tion. 

Mr.  Franks. 

Mr.  Franks.  Thank  you,  Mr.  Chairman. 

In  my  prior  life  I  worked  in  the  human  resources  field  and  I  han- 
dled health  care  benefits  for  two  Fortune  500-type  companies,  and 
I  also  worked  for  a  British  company  that  had  a  Canadian  division, 
And  many  people  who  worked  in  Canada.  They  traveled  to  Toronto 
and  Buffalo  to  get  health  care.  My  question  to  you  would  be  what 
does  that  tell  you  about  the  Canadian  single  payer  system?  And 
does  that  concern  you  as  far  as  the  question  of  quality  of  care? 

Ms.  Nichols.  Well,  actually,  the  number  of  people  flowing  over 
the  border  to  use  the  American  health  care  system  is  greatly  exag- 
gerated. Certainly  people  do  come  to  this  country  in  order  to  seek 
care,  but  one  of  the  biggest  strain  on  the  Canadian  health  care  sys- 
tem right  now  is  actually  fraudulent  use  of  the  Canadian  health 
care  system  by  Americans  in  order  to  get  coverage  up  in  Canada. 
So  there  is  a  reverse  trend  on  the  border  going  northward  in  order 
to  get  care.  The  Canadian  health  care  system  has  excellent  care. 

There  are  many  kinds  of  procedures  and  facilities  they  have 
there  that  we  don't  have  here  and  vice  versa.  So  at  times  there  will 
be  traffic  across  the  border  to  take  advantage  of  those  different 
types  of  things.  An  example  of  that  is  Senator  Paul  Tsongas  who 
actually  was  not  a  proponent  of  the  Canadian  health  care  system 
and  decried  its  health  care  system,  actually  got  his  bone  marrow 
transplants  in  the  Toronto  hospital  because  they  have  one  of  the 
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greatest  bone  marrow  procedures  in  the  world.  So  there  is  a  lot  of 
innovation  on  both  sides  of  the  border. 

Ms.  Kazdin.  Mr.  Franks,  I  am  with  the  Amalgamated  Clothing 
and  Textile  Workers  Union  and  we  have  members  both  in  Canada 
and  in  the  United  States.  And  without  question,  our  members  in 
Canada  are  far  more  satisfied  with  their  health  coverage  than  are 
our  members  in  the  United  States,  even  though  we  provide  fairly 
decent  coverage  for  our  members  in  the  United  States.  We  don't 
have  members  that  come  from  Canada  down  into  the  United  States 
to  get  care  at  all.  They  feel  that  they  are  much  better  cared  for  up 
there. 

Mr.  Franks.  I  would  contend  that.  I  was  in  charge  of  human  re- 
sources for  a  company  in  the  USA,  and  had  a  counterpart  who  was 
in  charge  of  the  same  for  Canada  and  a  number  of  people  went  to 
Detroit  from  Toronto  to  get  health  care  coverage.  A  number  of 
problems  came  up.  Depending  on  your  ailment,  the  prospects  of 
your  receiving  immediate  health  care  treatment  would  be  delayed. 
I  had  a  story  where  a  person  who  used  to  work  for  our  company 
had  a  bad  knee  and  he  kept  on  putting  off — he  worked  in  Canada — 
he  kept  on  putting  off  the  surgery  because  he  was  on  a  certain  list 
that  prevented  him  from  being  able  to  have  treatment  for  that 
knee  a  lot  earlier.  And  he  developed  a  bad  back  right  after  he  had 
a  bad  knee. 

So  I  have  a  number  of  anecdotes  from  people  that  I  actually 
worked  with,  granted  it  was  during  the  early  eighties  and  mid- 
1980s,  but  I  would  hope  that  things  have  improved  with  their  sys- 
tem. But  I  think  that  some  of  the  basic  components  of  their  system 
would  still  create  a  situation  where  people  would  travel  to  Toronto, 
to  Detroit  or  some  to  the  United  States,  and  we  have  all  heard  of 
those  stories.  The  stories  that  you  have  mentioned  are  very  few 
and  far  between. 

Ms.  Kazdin.  I  would  contend  with  two  points  on  that.  One  is  that 
the  technology  in  the  United  States,  we  in  contrast  with  Canada 
have  overcapacity  relative  to  what  Canada  has  in  terms  of  a  lot  of 
these  high-tech  machines  that  dominate  the  medical  profession. 
You  can  find  anecdotal  stories  of  people  who  crossed  the  border  to 
take  advantage  of  the  high-tech  that  we  have  here  that  perhaps 
they  don't  have  as  developed  in  Canada. 

The  second  point  that  I  would  make  is  that  if  you  talk  about  peo- 
ple being  able  to  get  care,  and  you  contrast  the  system  here  in  the 
United  States  with  that  in  Canada,  low  wage  workers  and  unem- 
ployed people  and  people  who  live  in  rural  areas  do  not  have  access 
to  health  care,  period,  in  a  lot  of  instances  in  our  country. 

We  have  members  in  the  rural  south  who  have  to  travel  for  3 
hours  to  get  to  any  kind  of  medical  care  at  all.  So 

Ms.  Nichols.  I  just  needed  to  add,  if  I  may,  that  we  do  spend 
nearly  30  percent  more  per  person  in  this  country  on  health  care 
than  they  do  in  Canada  and  the  American  Health  Security  Act  con- 
tinued to  assume  a  high  level  of  funding,  which  means  that  to  the 
extent  that  there  are  waiting  lists  for  non-urgent  care  in  Canada, 
we  should  be  able  to  eliminate  that  possibility  here.  And  the  insur- 
ance industry  has  never  spent  one  thin  dime  on  research  and  de- 
velopment.  It  is  our  Federal  Government,   in   large  part,  which 


632 

causes  the  high  levels  of  technological  superiority  here  and  we 
want  to  see  that  go  under  a  single  payer  system. 

Mr.  Franks.  Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Mr.  Moorhead? 

Mr.  Moorhead.  You  know,  one  of  the  things  that  has  gotten  a 
lot  of  publicity  in  our  country  is  about  the  shortage  of  funds  they 
have  up  in  Canada.  It  started  out  that  the  provinces  were  financing 
the  health  care  program  to  begin  and  the  Federal  Government 
came  in  later  with  50  percent  and  then  they  have  had  to  cut  back. 
So  a  lot  of  the  provinces  are  having  a  very,  very  difficult  time  keep- 
ing up  financially.  And  it  was  well  publicized  that  during  the  last 
few  weeks  of  the  year  they  had  to  shut  down  all  the  hospitals,  ex- 
cept for  dire  emergencies,  because  they  didn't  have  the  money  to 
take  care  of  people. 

I  don't  want  what  quality  of  health  care  you  can  get  under  those 
circumstances. 

Ms.  Freedman.  I  would  like  to  respond  to  that.  We  don't  have 
to  copy  the  Canadian  system  word  for  word  and  period  for  period. 
And  it  has  been  pointed  out  that  the  Canadian  system  probably  is 
to  some  degree  underfunded  right  now. 

Canada  is  in  a  recession  deeper  than  ours.  They  have  a  higher 
rate  of  unemployment  and  as  a  result,  as  Dr.  McDermott  described 
before,  they  lump  all  of  their  funding  together.  So  if  they  are  fall- 
ing short  in  road  construction,  they  can  take  money  out  of  health 
care  for  that. 

Well,  this  bill  does  not  allow  for  that.  In  addition,  we  have  to  re- 
member, we  have  waiting  lists  in  this  country  right  now.  And  the 
hospital  that  I  work  at  rarely  performs  elective  surgery  on  schedule 
because  of  those  waiting  lists  and  our  patients  wait  months  and 
months  for  elective  surgery.  So  we  are  rationing  here  by  economic 
class,  by  inconvenience,  by  geography  rather  than  looking  at  our 
overall  system  and  saying  what  level  of  care  do  we  wish  to  provide 
to  our  Nation. 

Mr.  Moorhead.  What  kind  of  insurance  or  health  care  does  your 
firm  have? 

Ms.  Freedman.  I  am  a  physician.  I  work  for  a  public  hospital  in 
New  York  City,  one  of  the  few  cities  that  has  an  extensive  public 
hospital,  which  takes  care  of  patients  who  are  primarily  covered  by 
Medicaid/Medicare  without  secondary  coverage  or  by  their  own 
pockets;  they  have  no  private  insurance,  by  and  large.  Many  of  my 
patients  once  had  private  insurance  and  lost  it  due  to  illness,  pre- 
existing condition  or  unemployment  and  they  are  waiting  for  health 
care  routinely  days,  months,  or  years. 

Mr.  Moorhead.  The  people  that  are  unable  to  pay  for  their  serv- 
ices themselves  and  don't  have  insurance? 

Ms.  Freedman.  The  people  who  have  insurance  that  is  not  ac- 
cepted by  most  private  hospitals  because  it  doesn't  have  adequate 
payment  such  as  Medicaid;  people  who  have  Medicare  but  don't 
have  medigap  insurance  or  people  that  have  no  coverage  or  cov- 
erage with  high  deductibles  and  they  come  to  the  public  hospital 
system  where  we  do  our  best,  but  we  don't  have  the  ability  to  pro- 
vide the  care  that  they  need. 

Mr.  Moorhead.  I  know  that  in  the  Los  Angeles  County  Hospital, 
which  I  had  occasion  to  visit  not  long  ago,  and  UCLA  and  USC 
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Medical  Center,  which  is  right  next  to  the  county  hospitals,  they 
have  the  best  doctors  that  you  can  find  any  place  that  service  those 
institutions  and  while  you  sometimes  have  to  wait  for  a  bed,  there 
doesn't  seem  to  be  any  delay  in  the  operations  once  they  can  get 
a  bed  there. 

Ms.  Freedman.  I  am  sure  there  is  not  delay  in  emergency  serv- 
ices but  I  am  sure  there  is  delay  in  elective  services  as  well  as  in 
receiving  primary  care.  My  hospital  really  is  quite  similar — I  know 
the  L.A.  County  hospitals  and  the  Cook  County  hospitals  and  the 
public  hospitals  in  Detroit,  Atlanta  and  Miami,  we  all  share  the 
same  problems  of  underfunding  and  we  are  unable  to  provide  pri- 
mary care  and  elective  joint  replacement  surgery  in  any  way  that 
would  be  acceptable  to  people  that  had  private  insurance  and  ex- 
pected care  when  needed  so  we  are  rationing  care,  just  in  a  dif- 
ferent manner  than  Canada  or  other  countries  choose  to  do  it. 

Mr.  Moorhead.  Our  committee  had  occasion  to  visit  England, 
France,  and  Germany  last  year,  looking  into  their  medical  system. 
In  England  we  asked  them  about  their  long  delays  in  other  than 
emergency  care.  And  we  asked  them  why,  because  it  is  obviously 
not  going  to  cost  any  more  to  operate  on  them  a  year  from  now 
than  it  would  to  operate  on  them  today. 

They  responded  that  some  of  those  people  would  die  in  the  mean- 
while, they  wouldn't  have  to  do  it;  and  some  of  the  people  would 
move  away  or  be  gone,  and  others  would  change  their  mind  about 
the  operation,  so  that  they  wouldn't  have  to  do  as  many,  and  that 
is  why  it  would  cost  them  less  money.  I  don't  think  anyone  wants 
to  get  into  that  kind  of  a  situation  where  a  hip  replacement  can 
make  them  employable,  where  they  are  not  employable  otherwise. 

I  saw  a  girl — a  young  woman  who  had  been  operated  on  her  eyes. 
She  had  never  been  able  to  see  more  than  a  few  inches  in  front  of 
her — at  USC  Medical  Center  that  had  her  eyesight  restored  to  12/ 
15  by  the  able  doctors  there.  But  those  people  were  put  off  forever; 
instead  of  having  useful  lives,  you  get  that  kind  of  delays.  And  I 
don't  think  any  of  us  want  a  system  where  you  can't  get  taken  care 
of  fairly  soon  upon  the  availability  of  care. 

Ms.  Freedman.  I  think  we  certainly  all  agree  with  that,  that 
care  should  be  delivered  when  it  is  needed.  Delays  and  waiting 
lists  are  a  reflection  of  undercapacity,  and  Britain  has  an 
undercapacity  of  services.  There  is  no  doubt  about  it.  That  is  one 
way  they  choose  to  hold  down  costs. 

Our  health  care  system,  as  you  have  heard  already,  spends  30 
percent  more  than  any  other  country  per  capita  on  health  care.  We 
have  the  money  in  the  system.  We  are  just  spending  it  in  the 
wrong  place.  We  are  spending  it  on  denying  care,  which  is  one  of 
the  areas  where  a  lot  of  the  pre-certification  and  administrative 
hurdles  are.  They  are  to  deny  care  for  patients.  And  we  hide  it  in 
the  guise  of  administration  so  our  patients  don't  even  often  know 
it  is  happening.  It  is  denial. 

Mr.  Moorhead.  Paperwork  and  defensive  medicine  and  many 
other  things.  Because  of  the  malpractice  situation,  a  lot  of  those 
things  can  be  corrected  without  changing  the  system.  You  can 
change  some  of  the  basic  laws.  You  can  take  care  of  a  lot  of  that. 

Mr.  Waxman.  Mr.  Moorhead's  time  is  expired.  To  be  fair,  we  are 
going  to  have  to  move  on. 
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Mr.  Kreidler,  did  you  have  any  questions  at  this  time? 

Mr.  Kreidler.  Thank  you,  Mr.  Chairman. 

Dr.  Freedman,  since  we  are  following  up  on  the  English  system, 
maybe — perhaps  you  are  an  expert  on  this,  so  I  will  ask  you  the 
same  question.  I  don't  know  that  you  are. 

Ms.  Freedman.  The  British  system  is  not  a  single-payer  system 
as  this  H.R.  1200  describes. 

Mr.  Kreidler.  I  agree. 

And  one  of  the  points  you  did  touch  on  is  the  level  of  funding 
that  did  take  place  in  health  care  services.  We  are  at  $1  trillion, 
as  you  pointed  out.  You  said  30  percent  more  per  capita.  Someone 
said  40.  I  guess  it  depends  on  which  numbers  we  use. 

Given  a  comparison  between,  let's  say,  the  English  funding  and 
the  American,  I  would  think  that  the  differences,  rather  than  30 
or  40  percent,  would  be  considerably  higher.  So  a  comparison  with 
H.R.  1200  or  any  of  the  health  care  reform  proposals,  whether  it 
be  the  President's  or  others,  I  think  would  be  inappropriate  if  it  is 
going  to  be  looking  at  what  might  be  alluded  to  as  some  form  of 
rationing. 

Perhaps  you  would  care  to  comment  on  the  ability  of  the  system 
to  not  have  that  kind  of  problem.  How  would  the  English  system — 
perhaps  if  they  had  an  infusion  of  something  close  to  the  level  of 
funding  we  have  right  now  in  the  United  States,  do  you  think  their 
problems  with  inadequate  capacity  in  the  system  would  be  resolved 
rather  handily  or  not? 

Ms.  Freedman.  I  don't  really  think  I  am  prepared  to  address  the 
deficiencies  of  the  English  system  and  whether  infusing  money 
would  help.  I  am  personally  more  familiar  with  the  Canadian  sys- 
tem, and  it  is  a  system  that 

Mr.  Kreidler.  Which  spends  money  at  a  much  higher  level  than 
they  do  in  the  English  system. 

Ms.  Freedman.  Yes,  a  much  higher  level. 

Mr.  Kreidler.  Second  only  to  the  United  States,  if  I  am  not  mis- 
taken, per  capita. 

Ms.  Freedman.  Yes.  And  I  think  that  they — they  make  choices 
of  where  to  put  both  capital  expenditure  and  personnel  expenditure 
and  review  those  choices  roughly  annually. 

Some  of  the  shortfalls  we  see,  for  example,  in  Ontario  is  really 
reflective  of  the  dramatic  financial  crisis  that  Ontario  is  currently 
undergoing  which  they  did  not  have  10  years  ago  or  15  years  ago, 
when  the  system  did  not  have  some  of  the  problems  we  are  seeing 
now. 

Ms.  Nichols.  Could  I  just  add  briefly  about  Ontario?  There  was 
a  big  report  in  The  New  York  Times  not  too  long  ago  about  cut- 
backs in  Ontario.  Actually,  those  were  proposed  cutbacks,  not  ac- 
tual cutbacks,  and  the  only  cutback  that  actually  got  enacted  was 
removing  electrolysis  from  the  list  of  covered  procedures.  So  that 
is  a  gross  distortion  of  what  was  happening  in  Ontario.  And  a  lot 
of  people,  I  think,  read  that  article  and  have  been  depending  on  it. 

The  other  thing  I  think  is  very  important  to  state  is  that  in  Brit- 
ain the  hospitals  are  owned  and  operated  by  the  government.  The 
doctors  work  for  the  government.  It  is  a  government-run  system. 
In  Canada,  it  is  merely  government  financed.  I  know  you  know 
this,  Mr.  Kreidler,  but  just  to  point  this  out  to  everyone.  It  is  a  gov- 
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ernment-financed  system  and  so  very  different  in  the  way  in  which 
it  operates. 

Mr.  Anderson.  At  Johns  Hopkins  we  are  taking  a  look  at  our 
cataract  surgery.  This  major  elective  procedure  is  done  in  a  variety 
of  countries  including  Canada  and  the  United  States.  And,  basi- 
cally, what  we  are  seeing  is  very  few  Canadians  want  to  come  to 
the  United  States  to  have  their  cataract  surgery.  They  are  not  will- 
ing to  pay  the  additional  money.  They  recognized  that  there  is  a 
wait,  but,  at  the  same  time,  when  there  is  a  wait  for  it  and  some- 
body has  an  emergency,  either  because  it  interferes  with  their  work 
or  it  would  interfere  with  their  health,  they  are  bumped  up  in  front 
of  the  queue,  and  they  receive  surgery  almost  immediately.  It  is 
people  who  can  wait  who  do  it. 

If  we  look  at  the  United  States  in  east  Baltimore  where  Johns 
Hopkins  is  one  of  the  best  if  not  the  best  place  to  have  cataract  sur- 
gery in  the  United  States,  the  major  reason  for  blindness  among 
the  elderly  in  the  east  Baltimore  area  is  untreated  cataracts,  and 
so  we  are  not  getting  the  care  in  the  United  States.  That,  in  a 
sense,  is  rationed  care  in  the  United  States. 

Mr.  Kreidler.  That  is  a  good  point,  very  apropos  for  an  optom- 
etrist to  hear  that,  too. 

One  of  the  questions  about  H.R.  1200  has  been  about  the  method 
of  delivery.  Would  it  be  based  on  something  close  to  what  they  have 
in  Canada  or  would  it  be,  in  fact,  based  on  something  more  akin 
to  the  American  system  where  we  see  much  of  the  care  delivered 
through  plans,  albeit  much  of  it  done  through  indemnity  plans? 
But  would  it  effectively  involve  the  evolution  toward  managed-care 
plans  being  the  primary  mode  of  delivery  through  H.R.  1200  or  a 
single-payer  plan  as  presently  construed?  Would  somebody  want  to 
respond  to  that? 

Ms.  Nichols.  H.R.  1200  actually  allows  managed-care  plans  to 
exist  and  somewhat  encourages  their  development  actually  more 
than  we  would  like  to  see.  We  don't  think  managed  care  saves 
money,  and  we  don't  think  we  should  go  in  that  direction,  but  peo- 
ple— managed  care,  whether  it  would  nourish  or  not  under  the 
American  Health  Security  Act,  would  depend  on  whether  people 
chose  it.  They  have  a  card,  and  they  can  go  to  a  doctor,  privately 
in  a  fee-for-services  system  or  managed  care  on  the  basis  of  quality 
rather  than  just  cost.  And  if  people  continue  to  go  to  managed  care, 
then  it  would  flourish. 

If  they  wanted  to  go  to  independent  doctors,  they  would  flourish. 
It  would  depend  on  which  was  providing  the  best  service  to  the 
consumer  and  not  on  whether  they  were  reducing  care  to  save 
costs. 

Mr.  Kreidler.  Thank  you  very  much. 

Mr.  Waxman.  Thank  you,  Mr.  Kreidler.  My  thanks  again  to  this 
panel.  You  have  given  us  excellent  testimony.  Thank  you. 

Our  last  panel  of  witnesses  this  morning  consists  of  individuals 
representing  organizations  that  are  opposed  to  H.R.  1200:  Dr.  Lon- 
nie  R.  Bristow  is  chair  of  the  board  of  trustees  of  the  American 
Medical  Association;  Chip  Kahn  is  the  executive  vice  president  of 
the  Health  Insurance  Association  of  America;  and  Paul  Huard  is 
the  senior  vice  president  for  policy  and  communications  of  the  Na- 
tional Association  of  Manufacturers. 
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I  want  to  welcome  you  to  our  subcommittee.  Your  prepared  state- 
ments will  be  placed  in  the  record  in  full.  What  we  would  like  to 
ask  you  to  do  is  limit  the  oral  presentations  to  no  more  than  5  min- 
utes. 

Dr.  Bristow,  why  don't  we  start  with  you? 

STATEMENTS  OF  LONNIE  R.  BRISTOW,  CHAIRMAN,  BOARD  OF 
TRUSTEES,  AMERICAN  MEDICAL  ASSOCIATION;  CHARLES  N. 
KAHN,  III,  EXECUTIVE  VICE  PRESIDENT,  HEALTH  INSUR- 
ANCE ASSOCIATION  OF  AMERICA;  AND  PAUL  HUARD,  SEN- 
IOR VICE  PRESIDENT,  NATIONAL  ASSOCIATION  OF  MANU- 
FACTURERS 

Mr.  Bristow.  Thank  you,  Mr.  Chairman  and  members  of  the 
subcommittee. 

Good  morning.  My  name  is  Lonnie  R.  Bristow,  M.D.  I  am  pleased 
to  be  here  today  as  a  physician  and  as  the  chairman  of  the  board 
of  the  American  Medical  Association. 

I  want  to  stress  at  the  beginning  that  the  AMA  wholly  shares  in 
Representative  McDermott's  plan  for  universal  coverage  for  all 
Americans.  It  is  the  AMA  health  system  reform  priority,  too,  and 
we  agree  with  Representative  McDermott  that  the  status  quo  is  not 
acceptable.  The  37  million  Americans  who  are  uninsured  and  many 
of  our  low-income  patients  who  are  continually  barred  from  com- 
prehensive health  care  coverage  need  help. 

Mr.  Chairman,  last  week  the  AMA  announced  a  new  proposal  for 
action  called  Providing  Health  Coverage  for  All  Americans.  This 
proposal  is  attached  to  the  written  statement,  and  it  reaffirms  the 
commitment  to  universal  coverage  that  we  announced  4  years  ago 
in  our  health  system  reform  plan,  Health  Access  America.  We  are 
gratified  that  the  President  and  Congress,  indeed,  the  Nation 
and — now  they  recognize  the  need  for  action,  and  we  pledge  to 
work  with  you  to  achieve  the  goal  of  universal  coverage. 

Our  view  of  how  universal  coverage  should  be  achieved,  however, 
differs  from  that  of  H.R.  1200.  The  AMA  believes  that  a  private, 
market-based  health  care  system  that  builds  on  and  improves  our 
existing  employer-based  system  is  the  most  realistic  and  cost-effec- 
tive way  to  achieve  universal  coverage  and  at  the  same  time  pre- 
serve quality  and  slow  the  rate  of  growth  in  health  spending. 

We  support  a  variety  of  approaches  for  financing  our  goal  of  uni- 
versal coverage  for  all  Americans.  Those  approaches  include  an  em- 
ployer mandate,  an  individual  mandate  and  the  use  of  medical  sav- 
ings accounts.  A  flexible  multifaceted  approach  will  work  best  in 
America,  a  Nation  that  combines  a  high  degree  of  technology  with 
an  extremely  diverse  population  covering  a  very  large  geographic 
area. 

We  are  concerned  that  a  single-payer  system  would  also  be  less 
responsive  to  patient  needs,  neglect  capital  structure  demand  and 
technological  advances.  It  would  reduce  incentives  for  excellent  per- 
formance and  innovation  and  result  in  backlogs. 

Government  should  help  ensure  that  the  private  sector  operates 
fairly.  It  should  not  supplant  what  the  private  sector  has  accom- 
plished and  can  continue  to  offer  in  providing  high-quality  health 
care. 
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We  appreciate  the  protections  H.R.  1200  offers  for  fee-for-service 
medicine,  patient  choice  and  physician  clinical  autonomy.  Patients 
want  physicians  to  work  as  their  advocates,  not  under  the  shadow 
of  a  health  plan  that  has  a  financial  conflict  of  interest  with  provid- 
ing quality  patient  care. 

Patient  and  physician  experiences  with  government-sponsored 
health  care  in  Canada  and  Great  Britain  indicate  that  costs  rather 
than  quality  too  often  dictate  treatment  decisions.  The  AMA,  there- 
fore, cannot  support  strict  global  budgets  and  price  controls  to  pro- 
grams that  hold  patients'  lives  and  welfare  in  the  balance.  We  sup- 
port an  approach  that  would  slow  the  rate  of  growth  in  health 
spending  by  increasing  competition,  encourage  cost  conscious  pa- 
tient decisionmaking  and  require  employers  and  insurers  to  offer 
individuals  a  choice  of  health  plans  and  financing  mechanisms. 

Our  vision  also  supports  a  negotiated  goals'  approach  in  which 
physicians  would  sit  down  at  the  table  with  State  or  Federal  rep- 
resentatives to  establish  reasonable  spending  targets  that  account 
for  demographics,  disease,  technology  and  demand  factors. 

Many  of  the  AMA  reform  goals  mirror  those  of  H.R.  1200.  Both 
support  achieving  universal  coverage,  administrative  simplification, 
a  standard  benefits  package  which  underscores  preventive  care, 
cost-sharing  and  the  use  of  taxes  on  lethal  products  like  tobacco, 
handguns  and  ammunition. 

Physicians,  however,  not  accountants,  must  make  medical-care 
decisions.  And  any  health  system  reform  plan  must  contain  sub- 
stantial antitrust  reforms,  including  legislation  to  allow  the  forma- 
tion of  physician-sponsored  health  care  delivery  networks  and 
plans,  additional  safe  harbors  for  physician  groups  to  form  compet- 
ing health  plans  and  physician  direction  of  standards  for  practice 
parameters,  outcomes  research  and  other  quality  assurance  proto- 
cols. 

We  also  advocate  liability  reforms  such  as  those  in  my  own  State 
of  California  enacted  in  1974  under  MICRA.  Since  MICRA's  enact- 
ment, liability  insurance  premiums  in  California  have  increased 
only  modestly  to  being  now  about  40  percent  lower  than  New  York 
premiums,  with  even  greater  differentials  for  certain  specialties. 

In  conclusion,  Mr.  Chairman,  the  AMA  strongly  urges  that  any 
health  system  reform  plan  must  be  based  on,  one,  universal  cov- 
erage for  all  Americans  with  a  standard  package  of  benefits;  two, 
a  private  public  system  that  creates  competitive  forces  to  restrain 
health  care  costs;  three,  insurance  reform,  including  guaranteed 
portability;  and,  four,  affirmation  of  the  physician's  role  as  patient 
advocate. 

Although  our  means  may  differ  from  H.R.  1200,  we  are  both  com- 
mitted to  universal  coverage,  and  we  look  forward  to  working  with 
you  to  reach  that  goal. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  I  thank  you  very  much,  Dr.  Bristow. 

[Testimony  resumes  on  p.  657.] 

[The  prepared  statement  of  Mr.  Bristow  follows:] 
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STATEMENT 

of  the 

AMERICAN  MEDICAL  ASSOCIATION 

to  the 

Subcommittee  on  Health  and  the  Environment 

Energy  and  Commerce  Committee 

of  the 

U.S.  House  of  Representatives 

Presented  by 

Lonnie  R.  Bristow,  MD 

RE:    H.R.  1200,  the  "American  Health  Security  Act  of  1993" 

February  1,  1994 

Mr.  Chairman  and  the  Members  of  the  Subcommittee: 

My  name  is  Lonnie  R.  Bristow,  MD.    I  specialize  in  the  practice  of  internal  medicine  and  also  serve 
as  Chairman  of  the  Board  of  Trustees  of  the  American  Medical  Association.   Accompanying  me  is 
Carol  O'Brien,  JD,  of  the  AMA's  Division  of  Federal  Legislation    I  appreciate  the  opportunity  to 
present  the  AMA's  vision  of  health  system  reform  and  our  comments  on  H.R.  1200,  the  "American 
Health  Security  Act  of  1993."   The  bill  was  introduced  this  past  year  by  a  physician  colleague  -  Dr. 
Jim  McDermott  -  who  also  serves  as  a  U.S.  Representative  from  the  State  of  Washington.   The  AMA 
Board  of  Trustees  had  the  pleasure  of  meeting  with  Dr.  McDermott  several  months  ago  to  discuss 
H.R.  1200  and  we  were  impressed  with  his  candor  and  his  commitment.    We  are  pleased  to  be  able  to 
tell  you  that  we  share  his  commitment. 
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The  AMA  has  not  endorsed  H.R.  1200,  nor  any  legislative  proposal  introduced  in  the  103rd  Congress, 
but  we  are  looking  for  common  ground.    We  are  continuing  to  review  various  proposals  and  analyze 
them  as  refinements  are  made.    However,  we  support  many  aspects  of  various  proposals  as  consistent 
with  the  health  system  reform  vision  and  proposal  for  action.  Providing  Health  Coverage  for  All 
Americans,  that  we  announced  last  week.    A  copy  of  this  proposal  is  attached  to  our  statement.   The 
AMA  first  called  for  comprehensive  health  system  reform  four  years  ago  in  Health  Access  America. 
the  AMA's  plan  for  health  system  reform  and  universal  coverage  for  all  Americans.    The  nation  is  still 
waiting  for  action. 

We  commend  the  efforts  exemplified  by  Representative  McDermott  in  H.R.  1200   to  remedy 
inequities  in  the  current  health  care  system.   We  agree  that  barriers  to  care  are  intolerable,  especially 
the  lack  of  health  coverage  that  adversely  affects  many  low-income  patients,  the  37  million  uninsured, 
and  according  to  the  U.S.  Census  Bureau's  Survey  of  Income  and  Program  Participation  studies,  the 
32.1  million  patients  who  in  1990  lacked  insurance  in  any  given  month. 

We  strongly  agree  with  the  premise  of  H.R.  1200  that  the  status  quo  is  not  acceptable  and  that  the 
time  for  action  is  now.    Universal  coverage  for  all  Americans  under  a  standard  set  of  health  care 
benefits,  regardless  of  employment  or  economic  status,  is  the  sine  qua  non  of  any  acceptable  health 
system  reform  plan.    Additionally,  as  H.R.  1200  recognizes,  funds  to  ensure  adequate  coverage  of 
undocumented  aliens  must  also  be  included  in  a  reform  plan.    As  the  nation's  largest  physician 
organization,  patient  health  and  access  to  care  through  universal  coverage  is  our  number  one  health 
system  reform  priority.    Ultimately,  health  system  reform  will  not  succeed  unless  all  Americans  are 
guaranteed  coverage. 
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Accordingly,  we  strongly  support  the  goal  of  H.R.  1200  to  attain  universal  coverage.    However,  while 
we  share  this  common  purpose  of  providing  affordable  and  complete  health  care  coverage  to  all 
Americans,  the  means  we  support  to  achieve  this  end  are  different.    The  AMA  believes  that  a  private, 
market-based  health  care  system,  which  builds  upon  and  improves  our  existing  structure,  presents  the 
best  and  most  realistic  approach  to  achieve  universal  coverage,  safeguard  quality  of  care,  and  slow  the 
rate  of  growth  in  health  spending. 

As  we  recently  announced  in  our  new  proposal  for  action,  the  AMA  supports  a  variety  of  approaches 
to  achieve  universal  coverage,  including  an  employer  mandate,  an  individual  mandate,  and  health  IRAs 
or  medical  savings  accounts  (MSAs).    While  the  AMA  continues  to  support  a  requirement  for 
employers  to  contribute  to  the  financing  of  health  care  coverage  for  their  employees,  we  also  believe 
other  means  of  achieving  universal  coverage  shoujd  be  considered.    Flexibility  will  be  needed  in 
determining  the  relative  responsibilities  of  individuals,  employers,  and  government  to  ensure  universal 
coverage  for  all  Americans. 

We  believe  an  adaptable,  multi-faceted  approach  is  the  most  complete  and  cost-effective  way  to 
achieve  universal  coverage  in  the  U.S.  --  a  country  that  uniquely  combines  the  characteristics  of  being 
a  technologically  advanced  nation,  with  an  extremely  diverse  population,  within  large  geographic 
boundaries.     H.R.  1200  is  based  on  a  Canadian-style  single  payor  model.    The  AMA  supports 
continued  study  of  this  model.    However,  we  believe  this  system  is  less  responsive  to  patient  needs, 
neglects  capital  structure  demands  and  advances  in  technology,  does  not  reward  excellent  provider 
performance,  lacks  incentives  for  innovation,  (such  as  the  free-standing  emergency  and  outpatient 
surgical  centers  and  HMOs  that  in  recent  years  have  provided  more  access  to  more  affordable  care  to 
many,)  and,  most  significantly,  results  in  backlogs,  delayed  access  to  treatment,  and  disincentives  to 
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provide  quality  care.    Government  should  help  ensure  that  the  private  sector  operates  fairly,  but  it 
should  not  be  allowed  to  supplant  what  the  private  sector  has  accomplished  and  can  continue  to 
accomplish  in  providing  Americans  with  high  quality  health  care. 

As  patient  advocates  who  believe  the  patient-physician  relationship  must  supersede  cost  considerations, 
we  have  struggled  philosophically  with  whether  a  single  payor  system,  such  as  that  envisioned  by  H.R. 
1200,  would  be  preferable  to  the  managed  competition  models  of  proposals  like  President  Clinton's 
H.R.  3600.     Lacking  a  crystal  ball,  our  position  --  based  on  experience,  studies,  and  logic  --  is  that  a 
private  health  care  system,  rather  than  a  single  payor  system,  but  with  essential  insurance,  small 
market,  and  other  reforms,  will  best  preserve  patient  quality  of  care. 

The  AM  A  appreciates  the  fact  that  H.R.  1200  would  preserve  fee-for-service  medicine  as  an  essential 
choice  available  to  patients.   Another   underlying  principle  of  H.R.  1200  that  the  AMA  also  strongly 
supports  is  the  implicit  recognition  that  preserving  patient  choice  and  physician  clinical  autonomy  will 
help  facilitate  necessary  access  within  the  context  of  universal  coverage.    Meaningful  choice  will  not 
be  realized,  however,  if  patients  under  a  health  system  reform  plan  are  limited  to  low-end  managed 
care  plans  that  determine  or  limit  patients'  choice  of  physician,  reduce  access  to  specialist  care,  and 
diminish  quality  by  cutting  comers. 

The  AMA  supports  H.R.  1200's  provision  that  any  physician  who  meets  state  requirements  and  basic 
national  standards  would  be  considered  a  qualified  provider.    We  believe  the  system  and  patients  will 
be  best  served  if  patients  have  a  meaningful  choice  in  care.    As  the  President  emphasized  in  his  State 
of  the  Union  address,  patients  want  to  choose  their  own  physicians  and  to  change  doctors  if 
dissatisfied.   They  want  personalized  service,  and  stability  and  continuity  in  physician-patient 
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relationships.    Patients  want  to  be  able  to  choose  whether  or  not  to  join  a  plan  that  limits  their  choice 
of  physician.    They  want  a  physician  to  work  as  their  advocate,  not  under  the  shadow  of  a  health  plan 
which  has  a  financial  conflict  of  interest  with  providing  patient  care.    Accordingly,  we  support  H.R. 
1200  for  establishing  an  environment  where  patient  choice  will  not  be  diminished. 

Even  given  our  support  for  patient  choice  and  inclusion  of  fee-for-service  plans  under  H.R.  1200,  we 
have  serious  concerns  that  if  physicians  and  plans  are  forced  to  provide  care  under  strict  global 
budgets,  patients  and  quality  of  care  would  suffer.    As  physicians,  we  agonize  over  the  care  dilemmas 
that  we  see  will  be  posed  in  a  new  world  of  global  budgets.     We  are  concerned  that  if  certain  of  the 
health  care  reform  plans  become  reality  that  most  of  our  female  patients  in  their  30s  or  40s  would  be 
denied  coverage  for  mammograms  as  not  "cost  effective"  for  that  age  group,    even  though  thousands 
of  young  women  are  diagnosed  annually  with  breast  cancer.    Similarly,  physician  and  patient 
experiences  with  government-sponsored  health  care  in  Canada  and  Great  Britain  indicate  that  cost, 
rather  than  quality,  too  often  dictates  treatment  decisions. 

While  quality  and  patient  needs  must  be  our  priorities,  the  AMA  also  recognizes  that  rising  health  care 
costs  must  be  stemmed.   The  Congressional  Budget  Office  projects  that  the  plan's  projected  cap  on 
total  health  care  spending  would  save  6%  of  the  nation's  health  bill  by  2003,  while  providing 
universal  coverage.     While  such  projected  savings  support  an  argument  for  tighter  budget 
management,  the  AMA  cannot  support  the  application  of  uncompromising  global  budgets  and  price 
controls  to  systems  and  programs  that  hold  patient  lives  and  welfare  in  the  balance.    Instead,  we 
support  an  alternative  approach  that  would  slow  the  rate  of  growth  in  health  care  spending  by 
increasing  competition  in  the  marketplace,  encouraging  cost-conscious  patient  decision-making,  and 
requiring  employers  and  insurers  to  offer  individuals  a  choice  of  health  plans  and  financing 
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products  and  a  50%  excise  tax  on  handguns  and  ammunition.   This  public  health  measure  is  long 
overdue,  and  will  help  to  discourage  the  destructive  behaviors  caused  by  these  lethal  products. 

Despite  the  AMA's  lack  of  support  for  a  single  payor  approach  to  accomplish  health  system  reform, 
the  AMA  shares  Rep.  McDermott"s  commitment  to  assure  universal  coverage  for  all  Americans. 
We  support  a  variety  of  funding  approaches  rather  than  a  single  payor,  government-run  plan  to  achieve 
this  goal.    Additionally,  we  support,  and  will  work  hard  to  accomplish  insurance  market  reform.    Our 
most  critical  goals  for  insurance  reform  are  to  implement  community  rating,  so  that  health  insurance 
coverage  is  affordable,  especially  for  small  employers,  small  groups  of  employees,  and  individuals;  to 
eliminate  pre-existing  condition  limits  that  leave  individuals  with  chronic  health  problems  without 
coverage  for  some  period  of  time  and  create  job  lock:  and  ERISA  reform  to  assure  that  beneficiaries 
of  self-insured  plans  have  access  to  a  standard  benefits  package  and  are  not  subject  to  unfair  or 
discriminatory  coverage  decisions. 

The  AMA  also  believes  that  physicians  must  become  more  involved  in  the  emerging  health  care 
system  to  assure  strong  patient  advocacy  and  clinical  autonomy.    Physicians  --  not  accountants  or 
bureaucrats  —  must  make  medical  care  decisions.   Accordingly,  we  will  work  to  ensure  that  any  health 
system  reform  plan  includes  the  following: 

Legislation  that  facilitates  the  formation  of  physician-sponsored/directed  health  care  delivery 
networks  and  health  plans. 
•  Reform  of  antitrust  laws  to  allow  for  safe  harbors  similar  to  those  developed  by  the 

Department  of  Justice  and  Fair  Trade  Commission,  but  expanded  to  allow  the  formation  of 
physician  groups  representing  up  to  35%  of  the  physicians  in  a  market  in  exclusive  networks. 
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mechanisms.   To  reasonably  be  able  to  forecast  health  care  spending,  our  vision  for  reform  supports  a 
negotiated  goals  approach  that  would  involve  physicians  in  establishing  reasonable  health  care 
spending  targets  that  take  into  account  demographics,  disease,  technology  and  demand  factors.    If 
targets  are  not  met,  physicians  and  other  professionals  should  be  able  to  examine  the  causes  of  rising 
costs,  and  make  reasonable  adjustments  that  would  not  adversely  affect  patient  health  or  access  to  care. 

Accordingly,  we  must  oppose  the  strict  budgeting  aspects  of  H.R.  1200,  including  its  price  controls  on 
pharmaceuticals,  equipment  and  setting  of  prospective  fee  schedules.    Price  controls  have  never 
worked;  rather,  in  countries  where  such  controls  have  been  imposed,  patients  endure  waits  of  months 
or  years  for  surgery,  are  denied  access  to  specialists,  and  face  other  obstacles  to  care.    Any  health  care 
system  predicated  predominantly  on  cost  containment  will  contain  perverse  incentives  that  will 
undermine  quality  and  the  physician's  duty  to  act  in  the  best  interest  of  his  or  her  patients. 

The  plan  offers  other  features,  however,  that  we  strongly  support  as  consistent  with  our  own  vision. 
We  support  H.R.  1200's  proposal  for  administrative  simplification  and  universal  claims  processing. 
The  AMA  strongly  endorses  H.R.  1200's  inclusion  of  a  generous  benefits  package,  which  reinforces 
preventive  care  and  closely  tracks  our  own  AMA  standard  benefits  package.    Similarly,  we  back  H.R. 
1200's  cost-sharing  provisions  as  promoting  patient  awareness  of  costs  and  responsibility.    We  do, 
however,  have  reservations  that  the  plan's  overall  funding  scheme,  premised  on  broad-based  employer 
and  employee  taxes,  will  insulate  individuals  from  actual  health  care  costs  and  lead  to  disincentives  for 
cost  containment  and  inappropriate  utilization  of  services.    While  we  support  the  use  of  broad-based 
taxes,  rather  than  reductions  in  Medicare  and  Medicaid,  to  contribute  to  universal  coverage  if 
necessary,  we  do  not  endorse  a  single  payor,  completely  government-driven  mechanism  to  accomplish 
that.    We  do  strongly  support  H.R.  1200's  inclusion  of  a  $2.00  per  pack  excise  tax  on  tobacco 
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and  50%  in  nonexclusive  networks,  with  percentages  adjusted  upward  for  rural  areas. 
•  Legislation  to  direct  non-physician  sponsored  health  plans  to  create  committees,  similar  to  a 

hospital  medical  staff,  or  practicing  physicians  in  the  plan  to  provide  input  about  coverage, 
medical  review  criteria  for  individual  coverage  decisions  and  credentialing  of  physicians, 
administrative  procedures,  physician  payment,  and  other  matters. 

Establishment  of  negotiated  rule-making,  backed  by  binding  arbitration  for  dispute  resolution, 
as  the  primary  method  for  developing  federal  health  care  regulations,  with  the  AMA  acting  as 
the  profession's  lead  negotiator. 

Standard  setting  to  be  performed  by  physician  organizations  in  such  areas  as  the  development 
of  practice  guidelines,  outcomes  measurement  and  reporting,  and  performance  standards. 

Any  health  system  reform  plan  must  contain  antitrust  relief  that  will  allow  physicians  to  negotiate  in 
good  faith  to  offer  health  care  services  to  insurers  or  patients,  and  to  place  physicians  in  the  same 
position  as  corporations  to  direct  health  networks.    A  balance  between  the  increasing  dominance  of 
corporate  cost-cutting  medicine  and  patient  advocacy  must  be  struck. 

H.R.  1200  is  silent  on  the  issue  of  professional  liability  reform.    Yet,  defensive  medicine  significantly 
drives  up  heaith  care  costs.  A  study  by  Lewin/ICF  found  that  the'cost  of  defensive  medicine  activities 
totaled  $25  billion  in  1991.    Major  liability  reforms,  such  as  California  enacted  in  1974  under  the 
Medical  Injury  Compensation  Reform  Act  (MICRA),  have  proved  successful  in  reducing  liability 
insurance  premiums.   Prior  to  California's  reforms,  physician  professional  liability  premiums  were 
roughly  equivalent  to  New  York's.    Today,  the  average  New  York  physician's  liability  premiums  are 
about  40%  higher  than  in  California,  with  differentials  of  up  to  three  to  five  times  in  some  specialties, 
such  as  obstetrics  and  neurosurgery.     The  California  experience  illustrates  that  professional  liability 
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reform  must  be  enacted  to  stem  the  significant  and  unnecessary  costs  related  to  liability. 

Accordingly,  the  AMA  supports  liability  reform  provisions  that  include  a  $250,000  cap  on  non- 
economic  damages;  mandatory  periodic  payment  of  future  elements  of  damages;  mandatory  offset  of 
collateral  sources,  a  sliding  scale  limit  on  attorneys'  fees,  related  to  award  size,  a  determination  of 
merit  prior  to  filing  medical  liability  cases,  and  the  ability  to  use  accepted  practice  parameters  as  an 
affirmative  defense. 

The  AMA  advocates  that  any  compromise  health  system  reform  plan  must  be  premised  on:  1) 
universal  coverage  offering  a  standard  set  of  health  benefits;  2)  a  private/public  system  that  creates 
competitive  forces  to  constrain  rising  health  care  costs;  3)  insurance  reform,  including  guaranteed 
portability  of  coverage  and  underwriting  restrictions,  and  4)  affirmation  of  the  physician's  role  as 
patient  advocate.    Like  the  sponsors  of  H.R.  1200,    we  also  support  measures  to  cut  administrative 
waste,  improve  coverage  for  lower  income  individuals,  and  establish  protocols  and  oversight  for 
quality  assurance.    Although  our  means  differ,  the  AMA  and  the  sponsors  of  H.R.  1200  are  committed 
to  assuring  universal  access  and  coverage.    We  look  forward  to  working  with  you  this  year  to  reach 
that  mutual  ground. 
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(Following  is  the  text  of  the  AMA  Proposal  for  Health  System  Reform  that  is  being  distributed  to 
Congress,  other  policy-makers,  and  the  media.) 


January  1994 

American  Medical  Association 

"Providing  Health  Coverage  for  All  Americans" 

Health  System  Reform  Proposal  for  Action 

In  1990,  the  American  Medical  Association  (AMA)  called  for  comprehensive  health  system  reform  in  its 
proposal,  "Health  Access  America".  We're  still  waiting  for  action.  Many  Americans  are  still  shut  out  of 
our  health  care  system;  millions  of  others  face  the  problem  of  staying  in  a  job  simply  because  it  offers 
decent  health  insurance;  others  are  financially  ruined  because  of  devastating  health  care  expenses. 
Changes  in  the  marketplace  are  also  jeopardizing  patients'  freedom  to  reach  health  care  decisions  with 
their  physicians  and  replacing  physicians'  clinical  judgment  and  decision-making  expertise  with  corporate 
cost-cutting  concerns. 

To  remedy  these  problems,  the  AMA  urges  Congress  to  pass  a  health  system  reform  bill  that:  (1)  has  as 
its  centerpiece  universal  coverage  for  a  standard  set  of  health  benefits  for  every  American,  regardless  of 
employment  or  economic  status;  (2)  creates  a  health  care  system  where  competitive  forces  act  to  constrain 
rising  health  care  costs;  and  (3)  affirms  the  physician's  role  as  patient  advocate.  We  present  this  current 
reform  proposal  to  accelerate  legislative  debate  and  action.  We  pledge  to  work  with  the  Administration 
and  the  Congress  in  1994  to  advance  these  goals. 

Our  proposal  also  recommends  a  significant  role  for  physicians  as  patient  advocates  in  shaping  policy, 
health  care  payment  and  delivery  decisions  under  a  revamped  health  system.  If  physicians  are  going  to 
be  successful  advocates  for  their  patients  in  ensuring  access  to  high  quality,  affordable  health  care,  they 
must  have  a  strong  voice  on  issues  relating  to  the  delivery  of  and  payment  for  care.  In  managed  care  and 
other  delivery  arrangements,  patient-physician  decisions  must  prevail  over  economic  considerations. 

The  AMA  reform  proposal  is  intended  to: 

•  Achieve  universal  health  care  coverage  for  all  Americans; 

•  Strengthen  the  voice  of  physicians  in  clinical  judgment  and  decision-making  to  balance 
the  ever-increasing  corporate  domination  of  health  care; 

•  Promote  compromise  and  flexibility  to  achieve  universal  coverage  and  to  design  the  best 
approach  to  shared  responsibility  of  employers,  individuals,  and  government  in  paying  for 
health  care  coverage; 

•  Slow  the  rate  of  growth  in  health  spending  through  competition  in  the  marketplace; 

Effect  major  professional  liability  reform  to  reduce  the  inappropriate  cost  of  defensive 
medicine  and  liability  insurance  premiums; 

•  Assure  that  all  Americans  have  choice  of  health  plans  and  physicians; 

•  Provide  individuals  with  price  and  quality  information  to  make  informed  health  care 
decisions;  and 
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•  Create  a  more  efficient,  streamlined,  and  coordinated  health  care  system. 
Our  proposal  recommends  the  following  fundamental  changes  to  our  health  care  system. 

Universal  Coverage 

Health  care  coverage  must  be  extended  to  all  Americans.  We  support  a  variety  of  approaches  to  achieve 
this  goal:  an  employer  mandate,  an  individual  mandate,  and  health  IRAs.  As  the  congressional  debate 
unfolds,  flexibility  will  be  needed  in  determining  the  relative  responsibilities  of  individuals,  employers, 
and  government  to  ensure  universal  coverage  with  a  standard  set  of  health  care  benefits  for  all  Americans. 

Insurance  Market  Reform 

To  ensure  that  insurance  carriers  can  no  longer  deny  coverage  to  individuals  with  chronic  or  other 
medical  problems,  or  refuse  to  renew  such  coverage  --  and  to  even  out  the  affordability  of  health 
insurance  premiums  ~  the  following  insurance  market  reforms  are  essential: 

•  Implement  community  rating;  and 

•  Eliminate  pre-existing  condition  limitations  so  individuals  with  chronic  or  other  medical 
problems  can  secure  and  keep  private  health  insurance. 

Health  Insurance  Purchasing  Cooperatives 

•  The  insurance  market  reforms  we  advocate  are  similar  to  those  that  have  worked 
successfully  in  Hawaii;  specifically  community  rating,  elimination  of  pre-existing 
condition  clauses,  and  portability  of  coverage.  To  the  extent  these  reforms  are  adopted  - 
-  particularly  community  rating  which  would  make  insurance  available  to  all  at  no  more 
than  a  community-established  premium  —  then  health  insurance  purchasing  cooperatives 
would  serve  primarily  to  disseminate  information  to  the  public.  Without  such  insurance 
market  reforms,  voluntary  private  sector  health  insurance  purchasing  cooperatives  are 
desirable  so  that  small  firms  and  individuals  can  benefit  from  the  market  power  of  group 
purchasing.  Under  such  a  purchasing  cooperative  approach,  competing  cooperatives  in 
the  same  geographic  region  are  essential  to  ensure  that  no  one  giant  purchasing 
conglomerate  could  monopolize  the  market,  thereby  reducing  competition  and  consumer 
control  of  health  care  decisions. 


Physician  Involvement  in  The  Health  Care  System 
Antitrust  Relief 
Physician-Directed  Networks 
Negotiated  Rulemaking 
Self  Regulation 

Today's  health  care  marketplace  is  increasingly  characterized  by  corporate,  and  often  for-profit, 
organizations  and  large  managed  care  plans  that  are  taking  aggressive  action  to  control  the  delivery  of 
health  care  services  and  reduce  their  costs.  While  efforts  to  save  costs  are  appropriate  and  desirable, 
excessive  concern  for  costs  can  interfere  with  the  availability  and  delivery  of  health  services  to  patients 
and  diminish  the  quality  of  those  services. 
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If  physicians  are  going  to  be  successful  advocates  for  their  patients  in  ensuring  access  to  high  quality, 
affordable  health  care,  they  must  have  a  strong  voice  on  issues  relating  to  the  delivery  of  and  payment 
for  care  to  balance  the  ever-increasing  corporate  domination  of  health  care. 

Under  the  current  antitrust  laws,  however,  physicians  who  engage  in  negotiations  are  threatened  with 
criminal  prosecution  or  costly  civil  litigation.  This  state  of  affairs  is  simply  unacceptable  as  a  matter  of 
health  care  policy  and  fundamental  fairness.  To  correct  this  situation  and  to  foster  meaningful  reform 
whereby  treatment  decisions  are  made  on  the  basis  of  what  is  best  for  the  patient  --  not  what  is  best  for 
the  corporate  bottom  line  —  we  propose  the  following: 

•  Enact  legislation  that  facilitates  the  formation  of  physician  sponsored/directed  health  care 
delivery  networks  and  health  plans.  This  legislation  should  authorize  physicians  to  form 
these  entities  and  provide  exemptions  from  regulations  that  interfere  with  this  activity. 

•  Reform  the  antitrust  laws  to  allow  for  safe  harbors  similar  to  those  developed  by  the 
Department  of  Justice  and  Federal  Trade  Commission,  but  expand  the  safe  harbors  for  the 
formation  of  physician  groups  representing  up  to  35%  of  the  physicians  in  a  market  in 
exclusive  networks,  and  50%  in  nonexclusive  networks.  Such  percentages  may  need  to 
be  adjusted  upward  in  rural  areas. 

•  Enact  legislation  to  direct  non-physician  sponsored  health  plans  to  create  committees, 
similar  to  a  hospital  medical  staff,  of  practicing  physicians  in  the  plan  to  provide  input 
about  coverage,  medical  review  criteria  for  individual  coverage  decisions  and  credentialing 
of  physicians,  administrative  procedures,  physician  payment,  and  other  matters.  The 
legislation  would  recognize  the  right  of  physicians  to  make  presentations  to  health  plans 
that  has  been  provided  for  in  federal  judicial  decisions. 

•  Legislation  also  should  be  established  under  federal  law  for  negotiated  rulemaking,  backed 
up  by  binding  arbitration  for  dispute  resolution,  as  the  primary  method  for  developing 
federal  health  care  regulations,  with  the  AMA  acting  as  the  profession's  lead  negotiator. 
Such  mechanisms  would  not  establish  -  nor  would  it  be  to  the  benefit  of  patients  or 
physicians  to  establish  -  any   "right  to  strike"  by  physicians. 

•  Standard  setting  should  be  performed  by  physician  organizations  in  such  areas  as  the 
development  of  practice  guidelines,  outcomes  measurement  and  reporting,  and 
performance  standards.  The  development  and  application  of  standards  for  medicine  is  an 
area  where  the  profession  has  excelled,  particularly  in  the  accreditation  of  medical 
education  and  health  care  institutions.  This  method  is  highly  effective  on  a  performance 
and  cost  basis.  As  part  of  this,  medical  societies  should  be  allowed  to  conduct  medical 
peer  review  activities  and  mediate  fee  disputes  between  patients  and  physicians  for 
purposes  of  professional  self  regulation  and  discipline. 


Professional  Liability  Reform 

Defensive  medicine,  the  ordering  of  tests  and  procedures  which  might  not  be  ordered  were  it  not  for 
liability  concerns,  drives  up  health  care  costs.  Liability  insurance  premiums  and  defensive  medicine 
activities  add  significantly  to  the  average  physician's  bill  for  services.  According  to  Lewin/ICF,  the  cost 
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of  defensive  medicine  activities  performed  by  physicians  totaled  $25  billion  in  1991.  These  unnecessary 
costs  are  passed  on  to  patients  and  contribute  to  rising  health  care  spending. 

Major  liability  reforms  --  similar  to  those  enacted  in  California  in  1974  --  must  be  enacted  to  control  these 
costs.  California's  experience  has  proven  that  such  reforms  significantly  reduce  physician's  liability 
insurance  premiums.  Prior  to  enactment  of  California's  liability  reforms,  physician's  professional  liability 
premiums  were  roughly  equivalent  in  California  and  New  York.  Today,  physician's  average  liability 
premiums  are  about  40  percent  higher  in  New  York  than  in  California,  with  differentials  of  up  to  three 
to  five  times  in  some  specialties  (such  as  obstetrics  and  neurosurgery). 

Our  proposal  specifically  recommends: 

A  $250,000  cap  on  noneconomic  damages; 

Mandatory  periodic  payment  of  future  elements  of  damages; 

A  mandatory  offset  of  collateral  sources,  such  as  health  insurance  and  disability  benefits 
when  computing  compensation  to  prevent  double  recovery  of  damages; 

A  sliding  scale  limit  on  attorneys'  fees  in  relation  to  the  size  of  the  award; 

A  statute  of  limitations,  applicable  to  adults  and  minors,  to  limit  the  time  period  for  filing 
claims; 

A  certificate  of  merit  as  a  prelude  to  filing  medical  liability  cases  and  adopting  basic 
criteria  for  medical  expert  witnesses; 

Encouragement  of  patient  safety  issues  as  an  integral  component  of  outcome  and  quality 
assessment  programs;  and 

Providers  following  clinically  relevant  practice  parameters  developed  by  professional 
associations  should  be  allowed  to  raise  such  compliance  as  an  affirmative  defense  in 
liability  actions. 


Quality  of  Care 

The  quality  of  health  care  in  the  United  States  remains  unsurpassed  --  and  is  one  of  the  greatest  strengths 
of  the  American  health  care  system.  To  ensure  this  continued  level  of  excellence,  physicians  and  their 
professional  organizations  should  continue  to  control  the  standards  for  quality  care  delivered  to  patients. 
Such  standards  will  help  to  assure  that  only  appropriate  medical  services  are  provided,  thus  impacting 
favorably  on  the  quality  and  cost  of  medical  care. 

Our  approach  presents  a  public/private  partnership  to  enhance  quality,  rather  than  creating  any  new  federal 
bureaucracy  or  new  systems  for  accountability  that  would  fail  to  recognize  existing  quality  improvement 
and  accreditation  programs. 


Our  reform  proposal  includes: 
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A  defined  role  for  organized  medicine  and  practicing  physicians  on  any  national 
public  or  quasi-public  body  dealing  with  quality  issues; 

A  provision  for  input  by  the  medical  profession  in  the  development, 
implementation,  and  evaluation  of  quality  management  programs  at  the  state  and 
health  plan  levels; 

A  provision  for  input  from  consumer  and  patient  representatives  about  quality 
issues  (e.g.,  access  to  performance  data,  confidentiality  of  medical  records, 
satisfaction  with  physicians  and  other  providers); 

Establishment  of  a  private/public  partnership  to  implement  a  national  quality 
program  that  strengthens  existing  private  sector  efforts  in  quality,  utilization  and 
outcomes  management  —  instead  of  government  control  over  quality  programs. 
This  partnership  establishes  a  national  advisory  body  on  quality  of  medical  care 
and  will  provide  for  the  exchange  of  information  among  quality  programs, 
oversee  the  establishment  of  performance  measurement  systems,  and  shall  have 
deemed  status  to  accredit  and  approve  quality  programs.   The  partnership  would; 

Develop  principles  for  quality  management; 

Develop  principles  for  outcomes  measurement  and  reporting,  including 
the  content  and  format  of  electronic  patient  records,  and  guiding  and 
coordinating  efforts  to  gather  outcomes  data; 

-  Develop  mechanisms,  such  as  provider  report  cards,  to  assure  the  public 
availability  of  information  and  to  inform  patients  and  purchasers  about 
local  health  plan  performance  and  to  promote  both  quality  and 
competition  in  the  marketplace; 

~  Develop  interventional  tools  and  education  programs  to  change  practice 

patterns; 

~  Develop   strategies   for   and   coordinating   effectiveness    research    and 

technology  assessment; 

-  Develop  principles  of  utilization  management;  and 

Establish  priorities  for  guideline  development  through  analysis  of 
variations  in  practice. 


Freedom  of  Choice 


Currently,  too  many  individuals  have  only  limited  choice  of  health  plans  offered  by  their  employers  and 
their  access  to  physicians  under  these  plans  also  is  often  restricted.  In  a  reformed  system,  the  individual  - 
-  not  the  employer  -  should  have  the  right  to  select  from  all  qualified  health  plans  in  their  area,  including 
fee-for-service,  HMO,  PPO,  and  benefit  payment  schedule  plans.  This  will  ensure  that  individuals  are  able 
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to  choose  both  their  physician  and  their  preferred  method  of  paying  for  health  care. 
Our  proposal  specifically  recommends  that: 
For  Patients 

•  Individuals  shall  be  entitled  to  select  from  any  qualified  health  plan  --  fee-for-service, 
PPO,  HMO,  or  benefit  payment  schedule  —  offered  in  their  geographic  area. 

All  health  plans,  including  HMOs,  must  offer  individuals  the  option  of  purchasing  a 
"point  of  service"  rider.  This  rider,  which  must  be  offered  by  plans  at  time  of  enrollment 
and  at  least  annually  thereafter,  would  entitle  individuals  to  seek  care  from  any  physician 
--  whether  in  or  out  of  the  plan  ~  and  have  coverage  for  such  care  as  defined  in  the 
comprehensive  benefit  package. 

•  Any  health  plan  restriction  of  access  to  services  or  providers  must  be  disclosed  to  and 
acknowledged  by  the  enrol  lee. 

•  All  insurers  and  health  plans  must  pay  for  case  management  services/coordination  of  care 
delivered  by  qualified  health  care  professionals  to  promote  more  coordination  of  services 
across  specialties  for  the  benefit  of  patients. 

For  Physicians 

•  Physicians  shall  have  the  right  to  apply  to  any  health  plan  or  network  and  to  have  that 
application  approved  if  it  meets  physician-developed  objective  criteria  that  are  available 
to  both  applicants  and  enrollees  and  are  based  on  professional  qualification,  competence, 
and  quality  of  care.  However,  health  plans  or  networks  may  develop  and  use  physician- 
developed  criteria  to  determine  the  number,  geographic  distribution,  and  specialties  of 
physicians  needed. 

•  Managed  care  organizations  and  third-party  payers  shall  be  required  to  disclose  to 
physicians  applying  to  the  plan  the  selection  criteria  used  to  select,  retain,  or  exclude  a 
physician  from  a  managed  care  plan,  including  the  criteria  used  to  determine  the  number, 
geographic  distribution,  and  specialties  of  physicians  needed. 

•  Health  plans  or  networks  that  use  criteria  to  determine  the  number,  geographic 
distribution,  and  specialties  of  physicians  shall  report  to  the  public,  on  a  regular  basis,  the 
impact  that  the  use  of  such  criteria  has  on  the  quality,  access,  costs,  and  choice  of  health 
care  services  provided  to  patients  enrolled  in  such  plans  or  networks. 

—  In  any  case  in  which  selection  criteria,  especially  economic  criteria,  may  be  used 

for  consideration  of  sanction  or  dismissal,  the  physician  participating  in  the  plan 
should  have  the  right  to  receive  profile  information  and  education,  in  a  due 
process  manner,  before  action  of  any  kind  is  taken. 

•  Managed  care  plans  and  medical  delivery  systems  must  include  practicing  physician 
involvement  in  their  health  care  delivery  policies  similar  to  those  of  self-governing 
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medical  staffs  in  hospitals.  Physicians  participating  in  these  plans  (and  no  physicians 
should  be  arbitrarily  excluded)  must  be  able,  without  threat  of  punitive  action,  to  comment 
on  and  present  their  positions  on  the  plan's  policies  and  procedures  for  medical  review, 
quality  assurance,  grievance  procedures,  credentialing  criteria,  and  other  financial  and 
administrative  matters,  including  practicing  physician  representation  on  the  governing 
board  and  key  committees  of  the  plan. 


Cost  Containment 

Rising  health  care  expenditures  are  driven  by  many  factors:  inflation,  new  and  expensive  technology,  and 
health  conditions  associated  with  increasing  societal  problems  such  as  violence,  drug  abuse,  poverty,  and 
HTV  infections.  For  too  many  individuals,  the  rising  costs  threaten  their  access  to  needed  services  and 
their  ability  to  pay  for  medical  care. 

Our  proposal's  approach  to  cost  containment  focuses  on  increasing  competition  in  the  marketplace.  The 
proposal  would  foster  competition  by: 

•  Encouraging  cost-conscious  decision-making  by  patients  through  the  provision  of  clearly- 
understandable  price  information  for  physician,  hospital,  and  other  services  and  the  extent 
of  insurance  payment  for  covered  services.  Insurance  companies  and  physicians  that  use 
a  relative  value  scale  methodology  could  make  available  to  the  public  their  conversion 
factor  and  other  necessary  information  so  that  patients  can  determine  the  extent  of 
insurance  payment  for  a  particular  service; 

•  Requiring  employers  and  insurers  to  offer  individuals  a  choice  of  health  plans  and 
financing  mechanisms. 

The  AMA  proposal  would  also: 

Establish  a  negotiated  goals  approach  ~  rather  than  premium  caps  or  strict  global  budgets 
—  that  involves  physicians  in  establishing  reasonable  health  care  spending  goals  that  take 
into  account  demographics,  disease,  technology,  and  demand  factors. 

Such  a  negotiated  approach  is  in  direct  contrast  to  strict  global  budgets  or 
spending  caps  --  both  of  which  would  result  in  rationing  of  health  care  services 
and  would  conflict  with  society's  obligation  to  ensure  that  no  American  goes 
without  health  care  coverage. 
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Utilize  practice  parameters  and  utilization  guidelines  to  enhance  quality,  cost-effective  and 
outcome-effective  care. 

Establish  that  for  those  individuals  below  200  percent  of  the  federal  poverty  level, 
insurance  payment  must  be  accepted  as  payment  in  full. 

Effect  major  professional  liability  reform  to  reduce  the  inappropriate  costs  of  defensive 
medicine  and  liability  insurance  premiums. 

Simplify  the  system  through  reduction  of  paperwork  and  government  regulation  and 
standardization  of  managed  care  requirements,  claims  procedures,  review  practices,  and 
disclosure  policies. 

Create  a  level  playing  field  for  the  self-insured  and  the  insured  alike  through  the 
amendment  of  ERISA  to  assure  provision  of  secure,  standard  benefits  and  fairness  of 
treatment  for  all. 

Cap  the  deductibility  of  employer-provided  health  insurance  at  an  appropriate  ceiling  such 
as  125  percent  to  133  percent  of  the  geographically-adjusted  costs  of  the  required 
comprehensive  standard  benefit  package.  This  cap  would  apply  to  the  employer  and  the 
employee  and  would  foster  prudent  use  of  services  and  raise  needed  revenue  to  fund 
coverage  for  currently  uninsured  and  underinsured  Americans. 


Scope  of  Practice 

The  AMA  supports  appropriate  collaboration  among  physicians  and  other  health  professionals  within  the 
scope  of  their  education  and  training  to  achieve  the  best  results  for  patient  care.  Determinations  of 
"appropriate"  collaboration  should  be  mutually-developed  through    interdisciplinary  discussions. 

Standards  for  determination  of  scope  of  practice  for  various  health  professionals  should  be  established  at 
the  state  level,  including  provisions  that  would  preclude  inappropriate  restriction  of  practice  by  those 
professionals  demonstrating  educational  and  clinical  competence. 

Our  proposal  specifically  recommends: 

•  National  studies  to  identify  those  programs  where  physicians,  nurses,  and  other  health 

professionals  have  been  working  on  a  collaborative  basis  both  successfully  and 
unsuccessfully  and  to  disseminate  such  information  broadly. 

These  studies  should  also  provide  support  for  the  interdisciplinary  discussions  on  a 
mutually-acceptable  definition  of  "collaborative  practice"  and  for  discussion  of  such  issues 
as  reimbursement  for  services  and  the  identification  of  advance  practice  nursing  roles  in 
the  hospital  and  community  settings. 
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Physician  Workforce 

Currently,  there  are  an  inadequate  number  of  physicians  in  primary  care  specialties.  This  problem  needs 
to  be  addressed.   Our  proposal  specifically  recommends: 

•  A  private  sector  consortium/initiative,  independent  of  control  by  any  single  group,  that 
would  develop  positive  incentives  (e.g.,  loan  forgiveness)  to  increase  the  proportion  of 
physicians  who  enter  and  remain  in  primary  care  specialties  and  practice  in  underserved 
areas. 

•  Preservation  of  student  and  resident  freedom  of  specialty  choice  ~  in  contrast  to  the 
imposition  of  workforce  quotas  and  the  use  of  negative  sanctions. 

•  Participation  by  all  payers  in  the  funding  of  graduate  medical  education. 


Simplifying  the  System 

The  current  health  care  system  is  fragmented,  costly,  complicated  and  characterized  by  duplicative  and 
confusing  paperwork  and  government  regulations.  To  allow  more  time  for  patient  care  activities  —  and 
to  improve  access  and  help  contain  health  care  costs  --  administrative  simplification  must  be  a  core 
element  of  any  health  system  reform  initiative.   Our  proposal  includes  the  following  specific  changes: 

Administrative  Changes 

•  Reduce  the  complicated  paperwork  nightmare  faced  by  patients  and  their  families  by 
requiring  that  all  insurers  and  the  government  use  a  simple,  uniform  claim  form. 

Provide  incentives  to  encourage  physicians  and  other  providers  to  file  benefit  claims  on 
behalf  of  their  patients. 

•  Provide  incentives  to  encourage  health  insurers  to  use  a  standard  electronic  billing  format 
and  to  encourage  physicians  to  utilize  this  method  of  filing  claims  on  behalf  of  their 
patients. 

•  Standardize  and  disclose  utilization  review  criteria  to  patients  and  physicians. 

•  Reduce  the  regulatory  and  costly  burden  of  unnecessary  government  programs. 


Financing  Reform  -  Who  Will  Pay? 

The  provision  of  health  coverage  to  all  Americans  could  be  assured  through  a  variety  of  approaches,  such 
as  through  a  blending  of  responsibilities  of  employers,  individuals,  and  the  government.  There  is  no  single 
best  mechanism.  Revenue  for  expanding  coverage  to  all  Americans  would  be  generated  by  the  AMA 
recommended  employee/employer  tax  cap  and  an  excise  tax  of  at  least  $2  per  pack  on  cigarettes.  As 
necessary,  additional  revenue  for  financing  the  government's  contribution  to  universal  health  care  coverage 
could  be  raised  from  broad-based  taxes  -  rather  than  inappropriate  spending  reductions  in  the  Medicare 
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and  Medicaid  programs. 


In  Sum,  The  Time  for  Action  Is  Now 

This  proposal  offers  a  comprehensive  solution  to  reforming  our  health  care  system  that  blends  competitive 
forces  in  the  marketplace  with  societal  responsibilities  to  ensure  affordable  health  care  coverage  for  all 
Americans.  This  proposal  would  also  reaffirm  the  physician's  role  as  patient  advocate  and  reinstate  the 
patient's  right  to  reach  health  care  decisions  with  their  physician  unencumbered  by  corporate  decisions 
that  often  place  profits  above  patients. 

We  call  upon  all  parties  to  seek  common  ground  in  establishing  an  improved  health  care  system  for  all. 
We  stand  so  ready.  We  strongly  urge  the  Congress  to  pass  a  health  system  bill  that:  (1)  has  as  its 
centerpiece  universal  coverage  for  a  standard  set  of  health  benefits  for  every  American,  regardless  of 
employment  or  economic  status;  (2)  creates  a  health  care  system  where  competitive  forces  act  to  constrain 
rising  health  care  costs;  and  (3)  affirms  the  physician's  role  as  patient  advocate.  We  pledge  to  work  with 
the  Administration  and  the  Congress  in  1994  to  advance  these  goals. 
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Mr.  Waxman.  Mr.  Kahn. 

STATEMENT  OF  CHARLES  N.  KAHN 

Mr.  Kahn.  Good  morning,  Mr.  Chairman  and  members  of  the 
committee.  My  name  is  Chip  Kahn.  I  am  the  executive  vice  presi- 
dent of  the  Health  Insurance  Association  of  America.  HIAA  rep- 
resents 236  commercial  insurers  covering  over  55  million  Ameri- 
cans. HIAA  welcomes  the  opportunity  to  provide  our  views  on 
health  reform. 

HIAA  wholeheartedly  agrees  with  the  primary  goal  of  H.R.  1200, 
the  American  Health  Security  Act,  to  assure  all  Americans  the 
peace  of  mind  and  security  of  health  insurance  coverage.  HIAA 
agrees  that  to  be  coverage  under  a  comprehensive  set  of  benefits, 
measurable  quality  and  outcome  standards,  physician  choice  and 
administrative  simplification.  Reform  must  include  a  shift  in  em- 
phasis away  from  sickness  and  repair  and  toward  health  and 
wellness. 

However,  we  disagree  strongly  with  the  approach  taken  by  H.R. 
1200.  We  believe  the  government  is  not  the  most  appropriate  mech- 
anism for  delivering  health  insurance  coverage  to  all  Americans. 
HIAA  feels  government  should  be  an  enabler,  not  the  controller.  In- 
stead, health  coverage  for  all  nonelderly  or  disabled  Americans 
should  be  achieved  with  private  health  insurance. 

To  make  it  work,  all  health  plans  should  be  subject  to  a  single 
set  of  rules  that  govern  marketing  of  insurance  as  well  as  guaran- 
teed continuous  coverage.  We  must  ensure  health  security  for  all 
Americans.  No  one  should  lose  coverage  because  of  sickness,  chang- 
ing jobs  or  losing  a  job.  We  can  best  meet  the  goal  by  building  on 
our  employer-based  system  to  create  a  consumer-responsive,  pre- 
vention-focused, affordable  and  cost-effective  health  care  delivery 
system. 

The  President  in  his  plan  has  made  it  clear  that  the  best  route 
to  universal  coverage  is  through  an  employer-based  private  health 
insurance  system.  The  act  of  participation  of  employers  in  financ- 
ing, selecting  and  administering  of  a  comprehensive  health  benefits 
package  is  critical  to  maintaining  the  open,  flexible  and  innovative 
health  care  system  which  serves  America  so  well  today. 

According  to  our  latest  employer  survey  released  in  November 
1993,  81  percent  of  employees  covered  by  group  benefit  plans  are 
satisfied  with  their  coverage.  Satisfaction  levels  have  been  found  to 
increase  in  all  plan  types  since  1990.  It  is  upon  this  base  that  uni- 
versal coverage  should  be  built. 

In  contrast,  it  appears  to  some  that  the  adoption  of  a  single- 
payer,  government-run  health  insurance  system  would  be  a  simple 
way  to  meet  the  challenge  of  universal  coverage.  Unfortunately, 
using  such  means  to  obtain  universality  is  neither  practical  nor  re- 
alistic in  the  context  of  American  society  and  economy. 

If  we  try  to  provide  unlimited  care  to  everyone  financed  through 
a  shift  of  dollars  from  private  sector  to  the  public  till,  eventually 
something  has  got  to  give.  Either  the  care  will  suffer,  or  we  will 
bust  the  budget. 

One  of  the  major  rationales  for  government-run  national  health 
insurance  is  that  it  would  be  less  expensive  than  our  current  sys- 
tem to  administer.  Clearly,  certain  costs  remain  greater  in  our  plu- 
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ralistic  system  than  in  a  single-payer  approach.  We  believe  firmly 
that  reform  will  make  our  system  less  expensive  and  more  than 
justify  the  administrative  costs  which  accompany  private  versus 
public  health  insurance. 

What  we  need  from  reform  is  not  to  make  promises  at  the  ex- 
pense of  the  taxpayers  but  to  provide  all  Americans  with  the  cov- 
erage that  most  of  us  now  enjoy.  Reform  can  only  be  made  afford- 
able over  time  if  we  build  upon  the  lessons  of  the  last  few  years 
where  employers,  consumers  and  health  plans  have  worked  to- 
gether to  reduce  the  costs  of  care. 

To  be  frank,  it  is  unlikely  that  an  unbridled  for-service  govern- 
ment health  plan  can  help  control  costs.  Government  price  setting 
has  never  worked.  As  cost  containment  strategy,  it  cannot  match 
the  innovation  that  has  and  will  come  when  those  affected  work  to- 
gether to  reduce  the  costs  of  care  and  thus  make  coverage  afford- 
able for  all  Americans. 

In  closing,  let  me  emphasize  that  I  am  not  defending  the  status 
quo.  I  am  simply  arguing,  as  the  administration  has,  that  we  need 
to  build  on  what  works  and  bring  that  to  all  Americans.  Towards 
this  end,  we  hope  Congress  will  focus  on  how  to  make  coverage  af- 
fordable, available  to  all  Americans  through  private  health  insur- 
ance. 

HIAA  stands  ready  to  assist  this  subcommittee  in  its  delibera- 
tions in  the  forthcoming  year  to  achieve  a  solution  to  health  care 
reform  which  will  assure  all  Americans  health  security. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you  very  much,  Mr.  Kahn. 

[Testimony  resumes  on  p.  673.] 

[The  prepared  statement  of  Mr.  Kahn  follows:] 
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STATEMENT   OF   HEALTH  INSURANCE   ASSOCIATION   OF   AMERICA 


I  am  Charles  N.  Kahn  III,  Executive  Vice  President  of  the  Health  Insurance  Association 
of  America  (HIAA).  HIAA  represents  approximately  236  commercial  insurers  covering 
approximately  55  million  Americans.  HIAA  again  welcomes  the  opportunity  to  provide 
you  with  our  views  on  health  care  reform. 

HIAA  wholeheartedly  agrees  with  the  primary  goal  of  H.R.  1200,  the  "American  Health 
Security  Act",  to  "give  to  all  Americans  the  peace  of  mind  -  the  security  -  to  which  all 
citizens  should  be  entitled."  We  agree  that  we  must  address  the  problems  in  our 
nation's  health  care  system. 

HIAA  embraces  many  of  the  building  blocks  upon  which  the  "American  Health  Security 
Act"  is  based  -  universal  coverage  under  a  comprehensive  set  of  benefits,  measurable 
quality  and  outcomes  standards,  physician  choice,  and  administrative  simplification. 
Reform  must  include  a  shift  in  emphasis  away  from  sickness  and  repair  and  toward 
health  and  wellness.  However,  we  disagree  with  the  bill's  cosponsors  that  the 
government  is  the  most  appropriate  mechanism  for  delivering  health  coverage  to  all 
Americans.  HIAA  advocates  that  government  should  be  an  "enabler"  not  a  "doer." 

Reform  must  build  upon  our  employment-based  system.  Employers'  active 
participation  in  financing,  selecting,  and  administering  an  essential  health  benefits 
package  is  critical  to  maintaining  the  open,  flexible,  and  innovative  health  care  system 
to  which  Americans  have  become  accustomed,  and  which  today  serves  most 
Americans  well    Employers  have  a  unique  interest  in  maintaining  employee  health  -  it 
affects  productivity.  Employers  must  provide  and  contribute  toward  coverage  for  all 
their  employees  and  dependents.  Government  should  not  shirk  its  role;  it  must  help 
subsidize  those  employers  and  individuals  who  cannot  afford  to  purchase  an  essential 
benefits  package.  All  individuals  -  those  employed  and  those  not  connected  to  the 
work  force  -  must  be  required  to  obtain  coverage  and  should  receive  tax  incentives  to 
purchase  the  essential  package. 

We  believe  that  the  essential  package  should  cover  primary,  preventive,  and 
catastrophic  care.  There  should  be  a  federally  defined  benefit  package.  The  package 
should  be  flexible  to  encourage  cost-conscious  behavior.  Americans  should  be 
encouraged  to  take  personal  responsibility  for  maintaining  good  health,  and  should  be 
discouraged  from  indulging  in  unhealthy  behaviors,  such  as  smoking. 

Once  we  have  achieved  coverage  for  all  Americans,  all  health  plans  should  be  subject 
to  a  single  set  of  rules  that  will  govern  market  behavior  and  guarantee  universal, 
continuous  coverage.  Coverage  should  be  made  available  to  every  employee  in  a 
group  without  regard  to  health  status.  Use  of  claims  experience  rating  and  preexisting 
condition  limitations  should  be  eliminated.  We  must  guarantee  health  security  for  all 
Americans  ••  no  one  should  lose  coverage  if  he  or  she  gets  sick,  changes  jobs,  or 
loses  a  job. 
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The  system  must  be  streamlined  and  be  made  more  "user-friendly."  Our  health  care 
system  is  awash  in  a  sea  of  paperwork.    HIAA  supports  standard  guidelines  for 
electronic  data  processing  and  a  nationally  uniform  claim  form  to  achieve  an  efficient 
and  paperless  system.  Collecting  and  disseminating  appropriate  outcomes  data  and 
practice  guidelines  should  be  a  component  of  any  health  care  reform  package. 

HIAA  believes  that  all  Americans  are  entitled  to  health  care  coverage.  To  achieve  this 
goal  we  should  build  on  our  employer-based  system  to  create  a  consumer-responsive, 
prevention-focused,  affordable,  and  cost-effective  health  system.  We  do  not  believe 
that  a  government,  single-payer  type  system  would  provide  the  service  or  access  to 
technology  that  most  Americans  expect  and  deserve. 

I  sympathize  with  the  supporters  of  the  "American  Health  Security  Act;"  they  desire  a 
simple  solution  to  this  nation's  health  care  woes.  All  of  us  -  including  the  insurance 
industry  -  are  concerned  about  the  more  than  37  million  Americans  who  do  not  have 
health  care  coverage.  Adopting  Canadian-style,  single-payor  public  health  insurance 
seems  like  the  magic  solution:  everybody  is  covered  and  it  appears  to  be  cheaper. 

My  message  to  you  today  is:  It  is  unfortunately  not  that  simple.  There  is  no  free  lunch, 
as  the  economists  like  to  say.  If  you  try  to  provide  free  health  care  to  everybody  on  a 
fixed  government  budget,  eventually  something's  got  to  give.  The  consequences  are 
very  clear  from  the  Canadian  experience. 

In  the  debate  over  health  care  reform  in  the  United  States,  the  advocates  of  a 
Canadian-style,  government-run  health  insurance  system  emphasize  two  points: 
Health  care  is  cheaper  in  Canada,  and  everybody  is  covered.   Let's  examine  each  of 
these  statements  in  turn. 

Indeed,  health  care  is  cheaper  in  Canada,  both  per  capita  and  as  a  percent  of  total 
economic  output.  But  does  that  mean  Canada  has  solved  the  problem  of  health  care 
cost  inflation?  No.  And  is  universal  public  health  insurance  the  reason  Canada 
spends  less  than  we  do?  There  is  strong  evidence  to  suggest  that  the  answer  to  that 
question  also  is  no. 

First,  Canada  has  not  solved  the  problem  of  health  care  inflation.  Health  care  costs  per 
capita  are  rising  at  basically  the  same  rate  in  Canada  as  in  the  United  States. 
Specifically,  from  1971  (the  first  year  universal  public  health  insurance  was  in  place 
throughout  Canada)  through  1991  (the  latest  year  for  which  information  is  available), 
health  care  spending  per  capita  rose  an  average  of  10.60  percent  per  year  in  Canada, 
compared  to  an  average  of  10.64  percent  per  year  in  the  United  States.1  [see  attached 
Figures  1-4] 


Source:  HIAA  analysis  of  national  health  expenditure  data  from  the 
Organization  of  Economic  Cooperation  and  Development 
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This  result  seems  surprising  in  light  of  the  well-publicized  fact  that  Canada  today 
spends  a  lower  percentage  of  its  total  economic  output  on  health  care  than  does  the 
United  States,  although  it  spent  a  higher  percentage  than  the  United  States  prior  to 
1967.  Analysis  suggests  that  the  reason  for  this  apparent  anomaly  lies  in  the  relative 
growth  rates  of  the  two  economies.  Canada's  economy  has  grown  much  faster  than 
ours  over  the  last  two  decades.2  Thus,  even  though  their  health  care  costs  were 
growing  as  fast  as  ours,  their  faster-growing  economy  "covered"  those  cost  increases. 

Moreover,  there  was  no  sharp  reduction  in  health  care  spending  in  Canada  when  public 
coverage  of  medical  services  became  universal.  In  fact,  per  capita  spending  in  1971, 
the  first  year  of  complete  universality,  was  12.4  percent  higher  than  in  the  previous 
year  (compared  to  a  9.5  percent  growth  rate  in  the  U.S.  that  year).  Thereafter,  the 
growth  rate  slowed  significantly  for  a  couple  of  years,  but  soon  resumed  a  pattern 
almost  identical  to  that  of  the  United  States. 

My  point  is  this:  Canada  may  spend  less  than  the  United  States  does  on  health  care, 
but  that  difference  did  not  result  from  adoption  of  its  public  insurance  system.  On  a  per 
capita  basis,  Canada  spent  less  than  we  did  before  its  public  system  was  fully  in  place, 
and  since  then,  a  similar  rate  of  health  care  inflation  has  allowed  it  to  maintain  that 
difference.  Thus  we  should  expect  no  "fiscal  dividend"  -  no  dramatic  savings  -  from 
implementing  a  public  health  insurance  system  anywhere  in  the  United  States. 

Let  me  turn  now  to  the  access  question.  "Everybody  has  access"  in  Canada,  the 
advocates  say.  Well,  yes,  but  access  to  what?  Can  every  Canadian  get  to  see  a 
doctor  when  they  have  the  flu  or  their  child  has  an  earache?  Does  every  Canadian 
have  prompt  access  to  medically  necessary  care? 

As  you  no  doubt  know,  newspapers  in  Canada  are  routinely  full  of  stories  about  long 
waiting  lists  for  certain  kinds  of  medical  care,  primarily  "high-tech"  diagnostic  tests, 
such  as  magnetic  resonance  imaging,  and  expensive  forms  of  surgery,  such  as 
coronary  artery  bypass  grafts  and  hip  replacements.  It  may  be  tempting  to  dismiss 
these  reports  as  "anecdotal"  but  there  are  so  many  reports  that  I  don't  believe  they  can 
be  dismissed. 

Fortunately,  we  don't  need  to  rely  solely  on  newspaper  accounts  to  understand  this 
phenomenon.  The  Vancouver-based  Fraser  Institute  has  examined  the  extent  of 
waiting  lists  in  Canada  by  surveying  specialists  in  ten  provinces.  They  estimate  that, 
across  Canada,  more  than  177,000  people  are  waiting  for  surgery3.  Average  waiting 
times  vary  by  type  of  surgery  and  by  province.  People  must  endure  lengthy  waits 

2  Between  1971  and  1990,  total  economic  output  per  capita  in  Canada  - 
measured  in  constant  dollars  -  grew  60.5  percent.  The  comparable  figure  for  the 
United  States  is  only  37.2  percent. 

3  Joanna  Miyake  and  Michael  Walker,  "Waiting  Your  Turn:  Hospital  Waiting  Lists 
in  Canada,  Third  Edition,"  Fraser  Forum,  May  1993. 
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before  meeting  with  a  specialist  and  even  longer  waits  before  obtaining  needed 
surgery.  [See  Chart  1] 

•  The  average  wait  to  see  an  eye  specialist  in  Prince  Edward  Island  is  six 
months. 

•  On  average,  it  takes  almost  seven  weeks  to  see  a  gynecologist  in  New 
Brunswick. 

•  Patients  in  British  Columbia  wait  up  to  a  year  for  routine  procedures  such  as 
cholecystectomies,  prostatectomies,  hip  replacements  and  surgery  for 
hemorrhoids  and  varicose  veins.4 

•  In  Ontario,  patients  wait  up  to  six  months  for  a  CAT  scan,  up  to  a  year  for  eye 
surgery  and  orthopedic  surgery,  up  to  a  year  and  four  months  for  an  MRI 
scan,  and  up  to  two  years  for  lithotripsy  treatment.5 

•  All  over  Canada,  patients'wait  for  coronary  bypass  surgery. 

•  On  average,  it  takes  about  five  weeks  to  see  a  specialist  in  all  1 0  Canadian 
provinces.  However,  the  average  wait  varies  widely  from  province  to 
province. 

•  After  seeing  a  specialist,  patients  wait  an  additional  14.6  weeks  for  surgical 
procedures  in  Prince  Edward  Island  and  only  5.9  additional  weeks  in  Ontario. 

•  Following  a  diagnosis,  a  high  proportion  of  patients  in  the  Maritime  provinces 
wait  more  than  six  months  for  treatment,  but  96  percent  of  the  waits  in 
Ontario  are  less  than  three  months. 

As  the  waiting  lines  grow  for  virtually  every  type  of  treatment  in  every  Canadian 
province,  America  serves  as  Canada's  safety  valve.  In  increasing  numbers,  Canadians 
cross  the  U.S.  border  to  get  care  they  cannot  get  at  home.  For  example: 

•  Because  of  the  inadequate  facilities  in  Canada,  about  half  of  the  in  vitro 
fertilization  patients  at  the  University  of  Washington  Medical  Center  are 
Canadians,  paying  $5,000  out-of-pocket  for  each  procedure.6 

•  In  1990,  the  Ontario  Health  Insurance  Plan  paid  about  $214  million  to  U.S. 
doctors  and  hospitals  -  up  45  percent  over  the  previous  year. 


4  Steven  Globerman,  Waiting  Your  Turn:  Hospital  Waiting  Lists  in  Canada 

(Vancouver:  Fraser  Institute,  1990.) 

s  General  Accounting  Office,  Canadian  Health  Insurance:  Lessons  for  the  United 

States,  June  1991,  Table  4.1,p.55. 

John  K.  Iglehart,  "Canada's  Health  Care  System  Faces  Its  Problems,"  New 
England  Journal  of  Medicine,  Vol.  322,  No.  8,  February  22,  1990,  p.566. 
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Health  care  budgets  have  gotten  particularly  tight  in  the  Canadian  provinces  in  the  last 
few  years.  Ottawa  began  to  restrict  its  contribution  to  the  provincial  health  plans  in  the 
mid-1 980s  and,  at  the  end  of  the  decade,  froze  its  per  capita  contribution  at  the 
1989-90  level  for  the  foreseeable  future.  The  result  has  been  considerable  turmoil  at 
the  provincial  level,  as  the  provinces  struggle  to  keep  health  spending  from  breaking 
the  budget.  Canadian  province  debt  today  is  almost  $190  billion  (Canadian).  (Health 
spending  consumes  about  a  third  of  provincial  budgets.) 

According  to  a  December  25,  1993  Washington  Post  article,  "hospitals  in  the  province 
of  Ontario,  home  to  one  third  of  all  Canadians,  closed  many  of  their  beds  and  operating 
rooms  and  suspended  availability  of  some  treatments  for  two  to  three  weeks  over  the 
holidays  to  achieve  severe  government-imposed  spending  reductions.  The  holiday 
shutdowns  underscore  how  governmental  budget  problems  are  increasingly  controlling 
the  way  Canadians  receive  health  care." 

Tight  budgets  lead  hospitals  to  look  for  all  sorts  of  ways  to  cut  corners.  Often,  the 
means  they  choose  make  care  in  a  hospital  less  comfortable  for  their  patients.  For 
example,  Montreal's  Royal  Victoria  Hospital  doesn't  use  the  latest  type  of  injectable  dye 
for  X-rays.   It  saves  $650,000  (Canadian)  per  year,  but  the  older  type  of  dye  is  less 
comfortable  for  patients.  When  new  beds  were  needed,  manual-crank  models  were 
bought,  so  now  patients  need  to  call  a  nurse  to  change  the  position  of  their  beds. 
Maternity  patients  must  bring  their  own  diapers  for  their  newborns. 

The  relative  scarcity  of  the  newest  generation  of  medical  technology  in  Canada  is 
well-documented.  Chart  2  gives  the  latest  available  statistics  comparing  access  to 
modern  medical  technology  in  the  United  States  and  Canada,  based  on  information 
from  Medical  Economics  magazine.7  As  the  chart  shows: 

•  On  a  per  capita  basis,  the  United  States  has  ten  times  as  many  magnetic 
resonance  imaging  (MRI)  units  -  which  use  magnetism  instead  of  x-rays  -  as 
Canada. 

•  The  United  States  has  three  times  as  many  computerized  axial  tomography 
(CAT)  scanners  per  person. 

•  The  United  States  also  has  about  three  times  as  many  lithotripsy  units  (to 
destroy  kidney  stones  and  gallstones  with  sound  waves)  per  person. 

•  And,  per  capita,  the  United  States  has  about  three  times  as  many  open-heart 
surgery  units  and  eleven  times  as  many  cardiac  catheterization  units  (for  the 
treatment  of  heart  disease). 

•  The  rate  of  pacemaker  implantation  in  the  United  States  during  the 
mid-1970s  was  almost  20  times  that  of  Canada. 

7  Source:  "Queues  and  Cooperation:  The  Canadian  Approach  to  Rationing," 

Medical  Economics,  1993. 
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Canada  develops  almost  no  new  medical  technology  and  spends  very  little  on  research 
and  development.  By  contrast,  research  and  development  spending  in  the  United 
States  results  in  innovations  that  benefit  the  U.S.,  Canada,  and  the  rest  of  the  world. 
While  there  is  little  doubt  that  America  has  splurged  on  high-tech  medical  equipment, 
there  is  also  little  doubt  that  Canada  has  not  invested  enough  to  maintain  proper 
quality  of  care.  The  chairman  of  radiology  at  the  University  of  Toronto,  Walter 
Kucharzyk,  has  said,  "I  can  point  to  about  a  dozen  cases  a  year  at  my  center  where 
someone's  health  was  directly  jeopardized  because  they  couldn't  get  an  MRI." 

Why  does  Canada  limit  the  supply  of  high-tech  medical  equipment?  And  why  are 
budget  cuts  forcing  the  closing  of  hospital  beds?  One  likely  reason  is  that  too  much 
unnecessary  care  is  provided.  It  is  a  well-documented  fact  that,  when  health  care  is 
"free"  at  the  point  of  service,  people  use  much  more  of  it.  The  Rand  Health  Insurance 
Experiment  in  the  1 970s  demonstrated  this  fact  clearly  in  several  sites  throughout  the 
United  States,  and  the  Canadian  experience  confirms  it.  Between  1971  and  1985,  per 
capita  utilization  of  physician  services  grew  much  more  rapidly  in  Canada  than  in  the 
United  States:  68  percent  over  that  14-year  period,  compared  to  49  percent  in  the  U.S. 
It  has  been  noted  that,  during  the  last  decade,  Canada's  population  grew  by  10.5 
percent,  while  use  of  medical  services  grew  42  percent.   H.R.  1200  has  no 
out-of-pocket  payments  for  most  services,  which  could  lead  to  a  utilization  explosion  of 
health  care  services. 

The  Congressional  Budget  Office  has  estimated  that  enactment  of  H.R.  1200  would 
raise  national  health  expenditures  at  first  but  would  reduce  spending  by  6  percent  in 
2003.  While  we  agree  that  on  the  surface  a  publicly  run  system  may  be  less 
expensive,  there  is  no  reason  to  assume  that  the  government  will  show  the  needed 
fiscal  restraint  in  health  care  when  they  have  failed  to  restrain  other  government 
programs.  CBO  Director  Robert  Reischauer  testified  before  the  House  Ways  and 
Means  Health  Subcommittee  on  May  25,  1993  that  the  figures  should  be  used  "with 
caution"  because  of  the  "great  deal  of  uncertainty  surrounding  the  estimates." 
Reischauer  also  said  that  new  methodology  suggests  the  savings  from  administrative 
simplification  could  be  lower  than  CBO  estimated. 

Government-run  systems  are  subject  to  "rough  justice"  where  policies  are  made  in  the 
aggregate  without  regard  to  individual  needs  or  innovation.  Thus,  government  health 
insurance  programs  in  most  other  countries,  such  as  Canada,  typically  address  cost 
control  by  simply  limiting  physician  fees  and  putting  a  cap  on  hospital  expenditures 
without  changing  the  way  medical  services  are  rendered.  In  Canada,  all  major  hospital 
decisions  to  invest  in  new  technology  or  services  must  be  approved  by  the  provincial 
governments.  Because  the  dramatic  growth  in  health  care  costs  is  only  partially  related 
to  prices  (no  more  than  one-third),  government  price  controls  will  arbitrarily  limit  access 
to  care.     Price  controls  in  general,  whether  on  providers  or  services,  are  not  good 
economic  policy  and  are  politically  difficult  to  sustain. 
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The  consequences  of  this  kind  of  approach  are  clear  from  the  Canadian  example. 
New,  high-tech  services  simply  are  not  adequately  available  in  Canada,  and  therefore, 
patients  who  need  them  have  to  wait  in  line.  A  recent  Harvard  School  of  Public  Health 
study  reveals  that  Canadian  doctors  "are  highly  concerned  about  their  ability  to  get 
access  for  their  patients  for  special  care  and  medical  technology." 

Overall,  Canadians  wait  three  times  longer  than  Americans  to  see  specialists  and  to 
have  elective  surgery,  according  to  the  1992  Harvard  study. 

This  "rationing  by  queue"  is  the  inevitable  result  of  government  attempts  to  control 
costs  by  restricting  health  care  budgets  while  publicly  espousing  a  commitment  to 
universal  access.  Because  anything  new  represents  an  additional  cost,  bureaucratic 
budget  control  discourages  innovation,  perpetuates  existing  inefficiencies,  and  leads  to 
obsolescence. 

The  essence  of  the  American  health  care  system  is  its  ability  to  adapt  quickly  to 
changing  needs  and  to  develop  and  rapidly  employ  new  and  better  ways  of  treating 
illness  and  maintaining  health.  Such  responsiveness  is  clearly  not  possible  when  all 
major  resource  allocation  decisions  are  made  by  government. 

In  a  top-down,  budget-driven  system,  especially  one  that  promises  free  care  to 
everyone,  it's  very  hard  to  get  rid  of  the  waste  and  unnecessary  care  that  everyone 
agrees  is  there.  A  government  budget  is  a  blunt  instrument,  and  the  easiest  way  to 
meet  a  budget  is  just  to  say,  "Don't  do  anything  new,"  or  at  least,  "Don't  do  very  much 
of  it." 

One  of  the  major  rationales  national  health  insurance  advocates  give  for  their  claim  that 
U.S.  government-run  health  insurance  would  be  cheaper  than  our  current  system  is 
that  administrative  costs  are  lower  in  government-run  systems.     Canada  and  Medicare 
are  the  examples  usually  cited.  No  doubt  there  are  some  administrative  functions  that 
become  unnecessary  under  a  government-run  program.  But,  more  often,  the  functions 
and  costs  are  still  there  but  are  simply  ignored  under  government  accounting  rules. 
Private  insurers,  for  example,  must  set  aside  contingency  reserves  against  the  risk  of 
unexpectedly  high  medical  claims.  Government  simply  squeezes  payments  to 
providers  in  an  attempt  to  meet  budget  targets. 

Also  frequently  ignored  is  the  fact  that  one  of  the  major  "administrative  costs"  incurred 
by  insurers  is  the  premium  tax  they  pay  to  state  governments,  along  with  other  taxes 
and  fees.  This  amounts  to  about  3  percent  of  total  premium.  These  tax  revenues 
would  be  lost  if  a  government-run  system  were  to  be  put  in  place. 

But  let's  put  this  administrative  cost  issue  in  proper  perspective.  Clearly,  it  costs  us 
more  to  administer  our  pluralistic  health  care  system  than  it  costs  the  Canadians  to  run 
their  unitary  system.  The  issue  is  not  so  much  what  it  costs  but  whether  we  get 
something  of  value  in  return.  For  example,  in  this  country  you  can  mail  a  first  class 
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letter  for  29  cents,  if  you  want  to.  But  if  it  absolutely,  positively  has  to  get  there  the  next 
day,  many  people  willingly  pay  much,  much  more.  I  think  there  are  two  main  areas 
where  private  insurance  is  out-performing  government  insurance  in  this  country.    First 
is  service  and  second  is  the  commitment  to  managing  care  for  cost-effectiveness  and 
quality.   It's  pretty  clear  to  me  that  one  of  the  reasons  Medicare  is  less  expensive  to 
administer  is  that  it  provides  no  customer  service.  Both  patients  and  providers  say  that 
it's  impossible  to  reach  Medicare  on  the  phone  to  deal  with  a  payment  problem.  I'm 
sure  you  get  those  complaints  in  your  offices  every  day  from  constituents.  In  the 
private  market,  on  the  other  hand,  providing  good  service  is  one  of  the  ways  insurers 
compete  for  business. 

More  important,  over  the  past  10  years  private  insurers  have  invested  literally  billions  of 
dollars  to  establish  managed  care  networks  because  they  believe  that  managed  care  is 
the  rational  way  to  make  our  health  care  financing  system  more  efficient  while 
preserving  high  quality  care. 

In  closing,  let  me  emphasize  that  it  has  not  been  my  intent  today  to  defend  the  current 
U.S.  health  care  financing  system  as  perfect,  nor  to  portray  the  Canadian  system  as 
inhumane  or  inept.  Clearly,  we  must  develop  and  adopt  improvements  that  will  extend 
affordable  health  care  coverage  to  all  Americans.  The  question  is  not  whether  we 
should  address  this  problem.  We  should.  Rather,  the  question  is  whether  we  should 
pursue  a  solution  that  builds  upon  what  is  good  about  America's  health  care  financing 
and  delivery  system,  or  adopt  an  approach  that  would  abruptly  sweep  away  our 
present  structure  and  substitute  a  radically  different  approach.  We  believe  that  a 
monolithic,  government-administered  health  plan  would  not  work  in  this  country.  There 
are  no  simple,  unidimensional  solutions  to  our  health  care  dilemma.  There  are 
trade-offs  among  access,  quality,  convenience,  and  cost.  We  believe  most  Americans 
would  find  the  Canadian  approach  unacceptable  if  it  were  to  be  applied  here. 
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CHART     1 


Waiting  Times  in  Canada 
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British  Columbia 

Alberta 

Manitoba 

Saskatchewan 

Ontario 

Quebec 

New  Brunswick 

Newfoundland 

Nova  Scotia 
Prince  Edward  Island 

Plastic  Surgery 

Gynecology 

Ophthalmology 

Otolaryngology 

General  Surgery 

Neurosurgery 

Orthopedics 

•Cardiology 

Urology 
Internal  Medicine 


I  Time  between  general  practitioner  referral  and  appointment  with  specialist. 
|  Time  between  meeting  with  specialist  and  treatment. 

Source:  Joanna  Miyake  and  Michael  Walker,  "Waiting  Your  Turn:  Hospital  Waiting  Lists  in  Canada.  Third  Edition." 
Fraser  Forum,  May  1993. 

•Cardiology  waiting  time  is  for  urgent  surgery  only.  Elective  surgery  waiting  times  averaging  as  much  as  48  weeks 
are  also  experienced.  (Elective  surgery  patients  arc  those  for  whom  there  is  no  immediate  life  threat.) 


Technology  Comparison 

(per  million  people) 


MRI  CAT  Scanners         Lithotripters  Open  Heart  Cardiac 

Surgery  Center        Cath.  labs 

Source:  "Queues  and  Cooperation:  Tlie  Canadian  Approach  to  Rationing."  Medical  Economics.  1993. 
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Mr.  Waxman.  Mr.  Huard. 

STATEMENT  OF  PAUL  HUARD 

Mr.  Huard.  Thank  you,  Mr.  Chairman.  I  appreciate  this  oppor- 
tunity to  testify  on  behalf  of  NAM's  12,500  members,  approxi- 
mately 8,500  of  which  have  500  or  fewer  employees,  and,  according 
to  our  surveys,  97  percent  of  which  provide  health  care  coverage  for 
their  employees. 

Let  me  state,  in  general,  that  NAM  is  fully  supportive  of  achiev- 
ing the  goal  of  health  care  reform  that  will  result  in  universal  cov- 
erage for  all  Americans  in  an  employment-based  system,  a  plural- 
istic system  operating  under  a  Federal  framework.  We  believe  such 
a  system  must  give  employers  incentives  to  provide  benefits,  must 
give  providers  incentives  to  deliver  quality  care  and  must  give  con- 
sumers benefits  to  use  benefits  wisely. 

In  our  view,  given  the  political,  economic  and  cultural  history  of 
the  United  States,  market-based  solutions  are  the  best  approach  to 
achieving  these  goals. 

In  this  regard,  I  would  note  in  passing  that  both  Congressman 
Cooper  and  Senator  Chafee  have  introduced  legislation  that  has  a 
significant  market  orientation.  The  administration's  health  care  re- 
form bill  has  some  market-based  elements  but  for  the  most  part  is 
heavily  regulatory  and  bureaucratic. 

At  this  time,  NAM  has  not  endorsed  any  of  the  pending  bills.  I 
think  it  is  safe  to  say  that  we  would  not  support  H.R.  1200  which 
basically  would  nationalize  the  U.S.  health  care  system. 

Our  objections  to  H.R.  1200,  which  are  detailed  in  our  written 
testimony,  are  as  follows,  and  I  will  summarize  them  very  briefly: 

First,  we  do  not  believe  it  will  save  money.  The  cost  history  of 
the  Federal  entitlement  programs  going  all  the  way  back  to  Social 
Security,  Medicare,  Medicaid  is  hardly  encouraging  in  this  regard. 
It  is,  basically,  one  of  consistently  underestimating  of  what  the  pro- 
gram will  cost. 

Second,  in  H.R.  1200  there  is,  essentially,  no  meaningful  role  for 
employers.  The  employer's  role  is  simply  to  pay.  How  much  to  pay 
and  what  to  pay  for  is  essentially  dictated  by  the  government. 

Third,  as  has  already  been  noted,  it  fails  to  address  the  medical 
malpractice  liability  reform  issue  which  we  believe  any  viable  re- 
form plan  must  address. 

Fourth,  it  relies  on  global  budgets  which  is,  basically,  a  form  of 
price  controls.  Our  view  of  price  controls  is  they  have  never  worked 
over  any  significant  period  of  time.  They  certainly  do  not  appear 
to  have  worked  well  in  Canada. 

Fifth,  there  are  no  incentives  in  H.R.  1200  to  make  consumers 
of  health  care  services  cost  conscious  as  to  the  services  they  are  uti- 
lizing. There  is  no  provision  for  deductibles,  co-payments  or  any- 
thing. These  are  all  devices  which  have  been  shown  to  work  well 
when  properly  applied. 

Sixih,  government  control  is  not,  in  our  view,  either  politically, 
economically  or  culturally  acceptable  to  the  vast  majority  of  Ameri- 
cans. Here,  again,  the  history  of  the  government-run  enterprise, 
whether  it  is  the  postal  service  or  how  many  right  answers  you  can 
get  from  the  Internal  Revenue  Service  when  you  call  up  with  a  rel- 
atively simple  question,  is  not  an  encouraging  track  record. 
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Let  me  say  in  conclusion  that  we  do  support  the  goal  of  com- 
prehensive reform  legislation  that  will  achieve  universal  coverage. 
I  think  we  are  in  agreement  with  the  entire  Congress  and  virtually 
all  of  the  witnesses  who  testified.  It  is  just  a  question  of  technique. 
We  really  think  that  a  technique  which  ignores  the  employment- 
based  system  which  we  believe  could  be  made  to  work  more  effi- 
ciently is  the  wrong  approach  and  that  a  bureaucratic  nationalized 
system  is  not  desirable. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you  very  much  for  your  testimony. 

[Testimony  resumes  on  p.  688.] 

[The  prepared  statement  of  Mr.  Huard  follows:] 
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Mr.  Chairman  and  members  of  the  Subcommittee,  I  am  Paul  Huard,  Senior  Vice  President  for 
Policy  and  Communications,  National  Association  of  Manufacturers.  Accompanying  me  is 
Sharon  Canner,  NAM'S  Assistant  Vice  President  for  Industrial  Relations.  I  am  pleased  to  appear 
today  on  behalf  of  NAM's  12,500  member  companies,  8,500  of  whom  have  fewer  than  300 
employees.  Over  97  percent  of  these  firms,  according  to  a  1992  survey,  provide  health 
coverage. 

We  commend  you,  Mr.  Chairman,  for  convening  this  hearing  today  to  explore  solutions  to  the 
problems  of  our  health  care  system. 
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American  manufacturers  have  consistently  demonstrated  a  broad  commitment  to  providing 
employees  and  their  families  with  good  health  benefits.  We  therefore  have  a  vested  interest  in 
the  current  debate  and  support  comprehensive  reform  within  a  federal  framework.  In  our  view, 
market-based  solutions  are  the  best  approach,  given  the  United  States'  political,  economic  and 
cultural  history.  Such  a  system  gives  employers  incentives  to  finance  and  ariminittwr  benefits, 
providers  incentives  to  deliver  quality  care  and  consumers  incentives  to  use  benefits  wisely. 

Rep.  Cooper's  bill  (H.R.  5222)  and  Senator  Chafee's  bill  both  offer  market-based  approaches. 
President  Clinton's  bill  contains  some  market-based  elements,  while  other  provisions  are 
regulatory  in  nature.   The  NAM  does  not  support  any  particular  reform  bill  at  this  time. 

This  testimony  will  make  general  comments  on  H.R.  1200,  offer  observations  on  the  ran»(Han 
system  and  why  it  is  not  likely  to  work  in  the  United  States,  and  make  recommendations  on 
market-based  reform. 

The  American  Health  Security  Act  ffl.R.  12Qfr 

The  American  Health  Security  Act  introduced  by  Rep.  Jim  McDermott  (D-WA)  in  the  House 
and  a  companion  bill  (S.  491)  introduced  in  the  Senate  by  Senator  Paul  Weflstone  (D-MN) 
would  create  a  publicly  administered  national  health  program,  virtually  eliminating  all  existing 
private  health  insurance.  Financing  would  come  from  an  8.4  percent  payroll  tax  on  employers 
(4.0  percent  on  small  low-wage  firms),  a  2.1  percent  levy  on  an  individual's  taxable  income, 
increased  excise  taxes  on  cigarettes  and  a  new  excise  tax  on  handguns  and  ammunition. 
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While  S.  1200  would  appear  to  meet  the  goals  of  achieving  universal  coverage,  portability  of 
benefits  and  controlling  costs  through  a  global  budget,  it  would  do  so  at  tremendous  economic 
cost  and  likely  compromise  the  standards  of  care  to  which  Americans  have  become  accustomed. 
Although  CBO  reports  that  H.R.  1200  would  save  $100  billion  a  year  in  administrative  costs, 
we  remain  skeptical  that  the  American  Health  Security  Act  is  truly  a  better  deal  for  employers. 
employees  and  omen,  in  general.  Government  estimates-projected  costs  of  Medicare,  for 
example— are  often  dramatically  wrong. 

Most  importantly,  single  payor  health  insurance  as  proposed  under  H.R.  1200  rails  to  recognize 
certain  cultural,  political  and  social  characteristics  unique  to  Americans.  For  this  reason,  single 
payor  health  insurance,  a  model  found  in  Canada  and  other  nations,  is  not  likely  to  work  in  this 
country.  Some  of  these  factors  are  addressed  below. 

Cost-sharing.  H.R.  1200  prohibits  deductibles  or  copaymenu  for  acute  care  and  preventive 
services  and  also  prohibits  providers  from  balance  billing  consumers  for  acute  care  or  preventive 
services.  Consumer  cost-sharing,  as  shown  in  studies  such  as  the  Rand  Corporation  health 
insurance  study,  does  reduce  utilization  as  well  as  control  plan  costs.  In  fact,  several  Canadian 
provinces  are  now  considering  cost-sharing  (no  cost-sharing  is  currently  permitted  in  Canada) 
as  a  means  to  reduce  their  governmental  outlays. 

Medical  liability  Tort  Reform.  The  American  Health  Security  Act  does  not  include  provisions 
to  address  medical  liability  tort  reform  and  its  relationship  to  defensive  medicine  costs,  which 
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ait  estimated  to  add  10  to  20  percent  to  health  costs  yearly.  According  to  a  1993  study  (Lewin- 
VHi,  Inc.)  medical  liability  tort  reform  would  save  $36  billion  over  a  five  year  period. 

Global  Budget.  Inefficient  delivery  of  care,  consumer  demand  and  use  of  unnecessary  care  are 
major  drivers  of  health  costs.  Global  budgets  do  not  address  these  factors.  Setting  the  budget 
too  low  could  diminish  quality  and  lead  to  rationing,  a  situation  now  facing  some  segments  of 
the  Canadian  system.  Setting  the  budget  too  high,  may  encourage  providers  to  raise  their  prices 
above  what  they  should  be.  A  global  budget  would  lock  in  current  patterns  of  care  and 
discourage  providers  from  delivering  new  services  not  funded  in  their  current  budget 

Government-set  budget  limits  would  inevitably  fail  to  match  health  care  resources  within  patient 
needs.  In  Canada,  where  annual  limits  have  been  placed  on  hospital  spending,  some  patients 
remain  hospitalized  SO  percent  longer  than  in  the  U.S.,  while  other  patients  wait  a  year  for  hip 
replacement  surgery. 

Employer  Role.  A  single  payor  system  eliminates  the  employer  role  in  designing,  administering 
and  financing  health  benefits.  Nearly  85  percent  of  Americans  are  covered  by  employer-baaed 
health  benefits,  which  has  worked  well  for  most  Americans.  Moat  employers  want  to  retain  this 
system,  while  recognizing  that  major  improvements  are  necessary.  Few  would  replace  this 
system  by  borrowing  a  model  from  another  country  with  different  social  and  cultural  values. 
When  asked  if  they  preferred  a  tax-financed  single  payor  system  in  a  1992  survey,  only  10 
percent  of  NAM  members  selected  this  choice  from  among  a  range  of  options  that  included 
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fixing  the  current  system,  individual  mandates,  employer  mandates,  pay-or-play  and  other 
approaches. 

In  recent  years,  many  employers  have  taken  an  aggressive  approach  to  manage  their  benefit 
programs  through  intensive  use  of  managed  care,  working  together  in  buying  cooperatives, 
entering  into  performance-based  contracts  with  providers  and  educating  their  employees  to  be 
better  consumers  of  health  care.  Plan  sponsors  are  reluctant  to  become  payors  only,  believing 
they  are  better  qualified  to  actively  manage  their  benefit  dollars,  rather  than  the  government. 

Some  employers  now  pay  less  for  health  care  than  the  8.4  percent  of  payroll  called  for  under 
H.R.  1200.  At  the  same  time,  future  costs  may  require  that  the  8.4  percent  be  increased. 
Employers  would  have  no  control  over  how  that  money  is  spent. 

The  Camxtijm  Health  Care  System  vi.  U.S.  Cultural.  Social  and  Political  Value* 
The  single  payor  system  with  which  Americans  are  most  familiar  is  that  of  Canada.  Over  the 
past  few  years  volumes  of  information  on  the  Canadian  health  care  system  have  been  published 
in  scholarly  journals,  and  in  newspapers  and  magazines.  Programs  frequently  appear  on  radio 

and  television. 

Generally,  this  information  focuses  on  the  advantages  and  disadvantages  of  die  single  payor 
Canadian  model  without  discussing  the  legislative,  judicial  and  cultural  underpinning!  which 
make  that  system  work  in  Canada.    Only  when  those  factors  are  clearly  understood  can  we 
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determine  whether  that  system,  or  parts  of  it,  is  the  right  approach  for  the  United  States. 

People  often  speak  of  the  Canadian  health  care  system  as  if  it  were  a  monolith.  It  is  not.  There 
are  10  provincial  and  2  territorial  systems.  As  the  Canadian  government  implements  its 
announced  intention  to  reduce  to  zero  its  health  block  grants,  more  significant  interprovincial 
differences  may  occur,  particularly  in  the  less  prosperous  provinces. 

Cultural  and  Political  Difference.  Canada  is  geographically  a  huge  country.  Most  people, 
however,  live  near  the  U.S.  border.  It  is  our  largest  trading  partner,  yet  largely  overlooked  by 
many  Americans.  There  are  differences  and  they  are  significant.  Some  of  those  may  be  as 
important  to  the  control  of  health  care  costs  in  Canada  as  the  social  insurance  single  payor 
system  itself. 

There  are  many  factors  that  contribute  to  the  success  of  the  Canadian  health  care  system.  Single 

payor  is  but  one  of  them. 

The  Canadian  system  of  government  is  the  most  notable.  It  is  a  parliamentary  system  of 
government  Responsibility  and  accountability  rests  with  the  Minister  of  Health  in  the  respective 
province,  as  health  care  is  a  provincial  responsibility.  The  minister  not  only  makes  policy,  but 
implements  it  as  well.  That  individual  must  publicly  defend  the  actions  of  the  ministry  before 
the  provincial  parliament.  Laws  are  passed  because  the  party  in  power  wants  them  passed. 
Through  party  discipline,  the  prime  minister  or  provincial  premier  generally  prevails  in 
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achieving  his  or  her  political  goals.  Party  discipline  is  relaxed  in  few  instances  where  members 
are  allowed  to  vote  their  consciences. 

The  government  controls  not  only  the  health  system,  but  the  education  system  which  prepares 
new  physicians  and  other  professionals  at  the  undergraduate,  graduate,  post-graduate  and 
residency  levels.  It  also  controls  the  licensing  system.  In  several  provinces,  mere  have  been 
significant  reductions  in  residency  and  medical  school  openings.  In  Quebec,  there  are 
restrictions  on  the  number  of  physicians  on  hospital  medical  staffs.  Some  provinces  have  placed 
restrictions  on  where  new  physicians  may  open  practices,  or  on  the  amount  of  reimbursement 
when  physicians  choose  to  settle  in  areas  judged  to  be  over-doctored. 

No  such  parallel  authority  exists  in  this  country.  While  Congress  or  state  legislatures  pass  laws, 
it  is  up  to  the  administrative  branch  to  implement  those  laws.  No  clear  focus  of  responsibility 
or  accountability  exists  for  performance  of  existing  programs,  let  alone  a  program  as  complex 
as  the  a  single  payor  system  envisioned  in  current  proposals. 

Portability  of  Benefits  and  Reimbursement.  In  many  areas  of  Canada,  there  has  been  a  trend 
toward  regionalization  of  governmental  services-education,  police,  fire  and  transportadon,  to 
name  a  few.  Canada  has  many  urban  areas,  but  none  crosses  provincial  boundaries  with  the 
exception  of  the  area  of  Ottawa,  Ontario  and  the  area  of  nearby  Hull,  Quebec. 

Compare  this  to  the  United  States.  The  urban  area  of  Washington,  DC  crosses  political  borders 
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of  three  state*.  The  New  York  metropolitan  area  encompasses  three  states.  Some  would 
contend  that  the  area  from  Boston  to  Washington  is  a  single  urban  area.  There  is  significant 
interstate  use  of  health  services  in  these  and  many  other  areas. 

Single  payor  systems  tied  to  state  boundaries  are  politically  feasible  but  may  not  adequately 
address  issues  of  regionalization  and  specialization  across  state  boundaries.  Portability  of 
benefits  and  reimbursement  become  important  issues  to  contend  with.  What  happens  to  a  person 
living  in  Virginia  and  working  in  the  District?  Or  someone  living  in  Moline,  Illinois  who  needs 
special  services  available  only  across  the  river  in  Davenport,  Iowa?  Should  the  New  Jersey 
government  be  allowed  to  restrict  hospital  investment  as  a  cost  control  measure  and  encourage 
people  to  go  to  New  York  for  treatment?  Will  Massachusetts  physicians  and  hospitals  be 
required  to  accept  New  Hampshire  rates  as  payment  in  full?    These  problems  will  esdat 

Canadians  don't  typically  leave  their  province  for  health  care.  When  they  do  their  provincial 
plan  is  supposed  to  be  portable,  meaning  it  is  obligated  under  law  to  pay  for  services  in  other 
provinces.  While  generally  true,  this  Federal  law  is  not  enforced.  A  resident  of  Quebec  treated 
outside  of  Quebec  for  routine  or  emergency  care,  is  reimbursed  at  Quebec  rates.  Quebec  rate* 

are  30-40  percent  bdow  those  of  other  provinces.  The  patient  is  responsible  for  the  difference. 

Pariant  BrpartaH™.  »nA  t  Uhiiity  An  example  from  Japan  will  illustrate  yet  another  concern 
about  drawing  from  other  countries  without  understanding  the  context  within  which  the  health 
system  operates.  In  May  1989,  the  CMayo  Tribune  reported  on  a  lawsuit  filed  by  a  patient's 
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family  in  Japan  against  the  patient's  physician.  The  woman  in  question  was  diagnosed  with  gall 
bladder  and  liver  cancer.   Her  physician  told  her  that  she  had  gallstones. 

The  woman  died.  Her  family  sued  the  physician  on  the  grounds  that  had  she  known  thai  she 
had  cancer,  she  would  have  agreed  to  surgery. 

The  Court  ruled  that  the  physician  had  no  obligation  to  fully  disclose  information  which  he  or 
she  feels  may  be  harmful  to  the  patient.  The  article  went  on  to  say  that  In  Japan,  cancer  is 
considered  to  be  almost  always  fatal,  and  physicians  do  not  tell  their  patients  about  the  presence 
of  the  disease  as  it  will  destroy  their  will  to  live. 

Consider  the  implications  of  that  decision  within  an  American  context.  We  have  ever-increasing 
expectations  of  treatment  and  cure  ("the  magic  bullet"),  along  with  a  growing  insistence  on 
informed  consent  and  information  on  the  range  of  treatment  choices.  Armed  with  a  ^'gnAtii, 
a  patient  can  go  to  any  number  of  physicians  in  multiple  specialties  looking  for  "the  cure"  for 
their  problems. 

Physicians  in  this  country  are  armed  with  a  growing  number  of  medical,  surgical  and 
pharmaceutical  treatments  available  to  combat  and  cure  disease.  Combining  this  with  foan  of 
malpractice  litigation  would  create  an  increased  volume  of  medical  services  provided  at 
tremendous  cost  to  the  system.  This  example  demonstrates  the  cultural  subtleties  about  health 
care  in  another  country  and  the  potential  folly  of  the  United  States  adopting  a  foreign  system 
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whose  success  depends  on  certain  cultural  assumptions. 

Returning  to  Canada,  malpractice  cases  are  heard  by  judges,  not  juries.  In  addition,  cases  are 
not  taken  on  a  contingency  basis  and  a  losing  plaintiff  must  pay  the  court  costs  of  the  defendant. 
Lawyers  are  discouraged  from  taking  cases  other  than  those  they  are  likely  to  win. 

Citizen  Expectations  of  Government.  People  in  other  countries  look  to  their  governments  for 
a  different  range  of  services  and  functions  than  do  Americans.  In  Canada,  there  are  crown 
corporations-private  companies  owned  by  government.  They  exist  to  fulfill  a  government  goal 
in  addition  to  producing  a  product.  These  include  broadcasting,  transportation  and  utilities. 
These  corporations  are  often  in  competition  with  privately-owned  companies.  Government  has 
owned  aircraft  manufacturers,  steel  mills  and  other  businesses  seen  as  vital  to  die  economic 
health  of  a  region  or  particular  industrial  sector. 

In  Europe,  one  can  look  at  the  development  of  Airbus  and  the  Concorde  u  another  model.  In 
Prance,  banks  owned  by  the  government  play  a  major  role  in  owning  industrial  companies  in 
France  and  other  European  countries. 

These  models  of  government  participation  in  the  economy  have  been  an  anathema  to  moat 
Americans.  It  may  also  explain  why  government  involvement  in  health  care  in  other  countries 
is  easily  accepted. 
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Putting  aside  the  cost  and  technical  details  of  a  single  payor  health  system  (and  these  are  not 
insignificant  details),  the  essential  question  is  how  much  government  involvement  do  Americans 
want  in  the  health  care  they  receive.  The  polls,  focus  groups  and  media  stories  produce  very 
mixed  messages,  which  are  not  sufficient  on  which  to  make  a  major  change  to  the  delivery  and 
financing  of  health  care  at  this  point.  A  Flint,  Michigan  man  recently  participating  in  a  focus 
group  on  national  health  insurance  indicated  he  liked  the  idea  of  national  health  insurance,  but 
didn't  want  the  government  involved. 

Recommendations  for  Market-based  Reform.  In  the  past  few  years,  a  major  revolution  in  the 
delivery  and  financing  (integration,  incentives  for  efficiency,  and  risk-sharing)  has  begun  as  a 
result  of  the  efforts  of  employers  and  local  business  coalitions.  This  movement  toward  a 
competitive  marketplace  is  occurring  without  government  intervention.  Even  small  firms  are 
benefiting  from  this  revolution.  For  example,  the  Timber  Operators  Council  uses  the  collective 
resources  of  over  400  Northwest  and  northern  California  wood  products  companies  to  provide 
medical  benefits  to  workers  and  their  families.  Together  with  five  similar  groups  in  that  region, 
this  organization  covers  nearly  90,000  employees  and  dependents  in  over  950  companies  in  many 
different  industries.  Administrative  costs  have  been  kept  between  6  and  10  percent 

A  health  reform  plan  should  build  on  these  initiatives  and  foster  new  ones.  To  guide  ui  in 
developing  a  plan  toward  this  end,  we  recommend  the  following: 


1.  Employment-based  System  and  Employer  Participation,  We  support  universal  coverage 
that  builds  on  an  employment-based  health  care  system.  Required  employer  participation  may 
well  be  considered  if  the  final  package  emerging  from  Congress  make*  overall  sense  In  terms 
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of  affordable  benefits,  sound  financing,  adequate  employer  flexibility,  reasonable  limits  on 
government  intrusiveneu,  effective  cost  and  quality  controls  and  an  end  to  cost-shifting  to 
business. 

2.  Government  Responsibility.  Government  should  equitably  finance  its  health  programs  to 
discourage  cost-shifting  to  the  private  sector.  Government  should  adopt  marketplace  principles 
for  its  own  program  beneficiaries  by  adopting  efficient  cost  management  and  quality  goals  that 
emphasize  managed  care  and  incent  appropriate  consumer  behaviors. 

3.  Provider  Responsibility.  Providers  working  with  purchasers  should  continuously  improve 
the  value  of  health  care  dollars  expended.  Providers  should  use  outcomes  research  and  practice 
guidelines,  make  data  available  to  assist  purchasing  decisions  and  actively  participate  in  managed 
health  care  systems  to  achieve  a  quality-based  system. 

4.  Purchasing  Groups.  Health  care  purchasing  groups  should  be  established  to  assist  small 
firms  and  individuals  to  increase  their  buying  power  in  obtaining  affordable  coverage.  These 
groups  should  be  purchaser-driven,  promote  competition  and  innovation  in  health  care  delivery 
and  cost-management,  be  private  not-for-profit,  nongovernmental,  non-regulatory  bodies  and  be 
kept  to  a  manageable  size  to  assure  that  the  group  does  not  become  a  monopoly  purchaser  in  the 
marketplace. 

5.  Multi-State  Emptoyers/ERISA.    Any  reformed  system  must  continue  to  permit:  (a) 

employee  benefit  plans  to  operate  under  a  uniform  ERISA  framework  and;  (b)  multi-state 
employers  to  operate  under  a  uniform  federal  legal  framework  that  precludes  state  benefit 
mandates,  mandatory  participation  in  state  single-payer  systems,  the  imposition  of  special  state 
data  requirements  or  state  taxes  to  fund  health  reform,  excessive  reserve  requirements  or 
discriminatory  surcharges;  system  reforms  affecting  multi-state  employers  must  encourage 
innovaticn  in  benefit  design,  cost  containment  and  quality  improvement. 

6.  infflr»tw«»  Reform.  Insurance  market  reform  is  essential  to  assure  that  all  employers  and 
individuals  can  purchase  health  insurance  irrespective  of  the  health  of  the  individuals  in  the 
group,  either  at  the  time  of  initial  purchase  or  later  on.  To  remedy  tin's,  insurance  reform 
should  eliminate  the  use  of  underwriting  and  preexisting  condition  restrictions.  Such  reforms 
should  Improve  the  availability  and  affordability  of  health  coverage  for  small  businesses  and 
individuals,  in  particular. 

7.  Cost-shifting.  A  reformed  system  must  be  equitably  financed  to  end  cost-shifting.  All  types 
of  cost-shifting  must  simultaneously  be  addressed.  This  Includes  cost-shifts  to  the  private  sector 
from  government,  to  the  manufacturing  sector  from  non-manufacturing  sectors  and,  within  the 

manufacturing  sector  itself.  We  also  oppose  the  imposition  of  strict  spending  limits  applicable 
only  to  certain  programs  like  Medicare  and  Medicaid,  that  would  shift  costs  to  the  private  sector. 

8.  Cost  Containment.  System  reform  must  aggressively  aim  to  reduce  the  rate  of  cost 
increases  throughout  the  health  care  marketplace,  including  unnecessary  and  inappropriate  care 
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delivered  by  and  prices  charged  by  service  providers,  administrative  costs,  and  inappropriate 
utilization  of  services  by  consumers.  Incentives  must  be  included  to  encourage  providers, 
purchasers  and  consumers  to  be  more  efficient. 

9.  Financing.  Any  financing  mechanism  should  result  in  American  manufacturing 
strengthening  its  competitive  position  in  the  world  economy.  Because  access  to  health  care  is 
a  concern  and  responsibility  for  all  of  society,  in  both  the  private  and  public  sectors,  any 
financing  should  not  disproportionately  impact  any  one  segment  of  the  economy.  If  additional 
revenues  are  necessary,  financing  should  come  from  broad-based  taxes,  rather  than  from  cost- 
shifting  from  the  public  sector  to  private  employers. 

10.  Medical  Liability.  Strong  medical  liability  tort  reforms  are  needed,  which  should  include 
uniform  standards  for  medical  liability  claims-limits  on  non-economic  damages  injury  awards, 
periodic  payments  for  large  damage  awards,  limits  on  attorneys'  fees,  mandatory  offsets  for 
collateral  sources  and  stricter  statutes  of  limitations.  The  scope  of  such  reforms  should  include 
liability  for  medical  products  as  well. 

11.  Administrative  Reforms.  Efforts  must  be  made  to  reduce  administrative  costs  both  for 
private  medical  plans  and  government  programs,  and  for  providers  and  individuals.  Reforms 
in  the  private  sector  should  include  streamlining  claims  processing  (for  example,  moving  to  a 
single  claims  form)  and  reforming  regulations  for  Medicare  and  Medicaid,  which  often  have 
spillover  effects  on  private  health  plans. 
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Mr.  Waxman.  Dr.  Bristow,  let  me  ask  you  what  I  asked  Dr. 
Freedman  a  few  minutes  ago,  why  you  seem  to  take  such  different 
approaches  even  though  you  are  both  representing  groups  of  physi- 
cians. She  indicated  that  she  thought  H.R.  1200  freed  the  physician 
from  crushing  administrative  duties,  gave  patients  new  latitude  in 
choosing  a  physician.  And  you  also  recognize  that  preserving  pa- 
tient choice  and  physician  clinical  autonomy  will  help  facilitate  nec- 
essary access  within  the  context  of  universal  coverage.  You  ac- 
knowledge these  principles  of  physician  choice  and  autonomy  under 
H.R.  1200,  but  you  still  oppose  the  legislation.  Why? 

Mr.  Bristow.  As  I  pointed  out  in  my  comments,  Mr.  Chairman, 
we  believe  that  H.R.  1200,  if  implemented  as  written,  would  tend 
to  stifle  innovation,  and  it  would  certainly  discourage  excellence  in 
the  practice  of  medicine.  That  is  for  a  very  simple  and  we  believe 
very  obvious  reason.  It  has  a  fixed  global  budget.  It  has  fixed  fee 
schedules  for  physicians,  without  balance  billing. 

Now  those  things  fly  in  the  face  of  the  fact  that  physicians  do 
not  all  have  the  same  expenses  in  acquiring  their  basic  knowledge 
or  in  carrying  out  the  practice  of  medicine.  The  rent  paid  by  me 
may  be  vastly  different  from  a  colleague  just  across  the  street.  The 
expenses  that  I  put  into  paying  for  my  office  help  may  be  vastly 
different,  if  I  want  high-quality  help,  from  that  of  another  col- 
league. 

And  so  to  have  a  system  which  says  we  have  got  a  fixed  budget, 
a  fixed  fee  schedule  and  there  is  no  balanced  billing,  makes  no  al- 
lowance for  physicians  trying  to  be  more  accommodating  to  their 
patients,  trying  to  bring  better  expertise  to  the  problems.  And, 
therefore,  that,  in  our  view,  takes  away  the  stimulus  for  innova- 
tion, for  convenience  and  things  of  that  nature,  sir. 

Mr.  Waxman.  What  if  there  were  not  this  global  budgeting  that 
set  out  so  specifically  the  finite  amount  of  money  that  would  go 
into  the  system?  If  there  were  negotiation  between  a  single-payer 
system  or  any  system  and  what  the  physician  would  get  by  way  of 
reimbursement  that  would  recognize  some  of  these  costs,  would  you 
feel  more  comfortable  with  that  kind  of  a  system?  Or  do  you  find, 
as  Dr.  Freedman  indicated,  that  much  of  their  time  as  a  physician 
is  lost  to  administrative  duties  spent  justifying  treatment  to  pri- 
vate third  parties,  insurance  companies  that  second  guess  their 
clinical  judgment.  And  under  which  kind  of  a  system  would  you 
think  doctors  would  have  a  greater  autonomy  and  ability  to  exer- 
cise their  best  professional  judgment  without  interference? 

Mr.  Bristow.  I  think  what  would  be  important — let  me  address 
those  in  sections. 

I  think  it  would  be  important  to  recognize  that  physicians  are 
very  willing  to  sit  down  with  government  either  at  the  State  or 
Federal  level  and  to  negotiate  a  prospective  target  that  would  en- 
compass within  that  not  only  demographic  changes  and  the  CPI 
but  also  the  terrain  as  far  as  disease,  what  is  likely  to  be  required 
in  terms  of  technological  advances  and  what  the  likely  demands  of 
the  population  will  be.  Once  those  are  set,  then  if  there  is  a  failure 
at  the  end  of  that  next  year  of  physicians  carrying  out  their  part 
of  the  bargain  then  certainly  let's  sit  down  and  discuss  that. 
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But,  as  you  are  well  aware,  H.R.  1200  does  not  do  that.  H.R. 
1200  is  silent  on  the  matter  of  physicians  being  able  to  negotiate. 
So  those  would  be  important  first  steps  to  take  along  that  line. 

Mr.  Waxman.  How  comfortable  are  you  with  the  idea  of  doctors 
having  to  deal  within  a  world  of  competing  plans  that  negotiate 
with  alliances  and  those  plans,  of  course,  would  then  negotiate 
with  the  physicians? 

Mr.  Bristow.  We  prefer  to  have  as  little  bureaucracy  as  possible. 
We  believe  that  we  can  accomplish  the  sort  of  goals  that  we  all 
have  with  much  less  bureaucracy. 

Let  me  cut  to  the  chase  and  point  to  the  far  west,  beyond  our 
State  to  Hawaii.  They  have  been  able  to  do  that  by  saying  to  the 
private  sector  these  are  the  goals  that  we  want  to  achieve  in  our 
State.  We  will  set  up  rules  to  make  sure  that  it  is  a  level  playing 
field.  Now  private  sector  has  to  figure  out  how  to  do  it. 

They  have  done  it  remarkably  well.  They  certainly  could  have 
improvements  on  it.  I  believe  that  is  what  government  should  do, 
those  things  which  the  people  cannot  do  for  themselves:  create  a 
level  playing  field,  identify  the  goal  and  then  step  back  and  let  the 
private  sector  accomplish  it.  I  think  we  can. 

Mr.  Waxman.  Thank  you  very  much. 

Mr.  Franks. 

Mr.  Franks.  Thank  you,  Mr.  Chairman. 

Dr.  Bristow,  you  had  mentioned  that  the  key  issue  is  cost  versus 
quality.  And  you  had  also  mentioned  that,  ideally,  we  should  look 
at  ways  in  which  we  can  slow  the  growth  of  the  spending  via  com- 
petition. I  wonder  if  you  can  expand  upon  that. 

Mr.  Bristow.  Well,  we  believe  that  the  system  as  it  currently 
stands — as  we  have  said,  the  status  quo  is  unsettled.  We  cannot 
stay  where  we  are  now.  Competition,  as  we  have  had  it  up  until 
now,  has  not  been  effective,  and  we  agree  with  that.  We  believe  it 
can  be  made  effective,  however,  by  making  sure  that  patients  have 
price  information  which  they  currently  don't  have,  by  making  sure 
that  we  use  the  new  resource-based  RVS  which  provides  account- 
ability from  the  profession's  point  of  view  and  by  making  sure  that 
physicians  have  an  opportunity  to  participate  in  the  decision-mak- 
ing that  goes  on  in  any  sort  of  integrated  health  care  entity. 

It  is  of  critical  importance  that  we  have  some  antitrust  relief, 
gentlemen,  in  order  to  allow  physicians  to  see  to  it  that  medical  de- 
cisionmaking remains  in  the  hands  of  patients  and  their  doctors  in 
the  examining  room,  as  opposed  to  having  those  decisions  con- 
trolled by  either  large  corporate  entities  or  by  bureaucrats. 

Mr.  Franks.  Thank  you. 

Having  worked  in  the  manufacturing  environment  for  roughly  10 
years  and  having  seen  some  of  the  changes  where  companies  have 
now  implemented  gymnasiums  within  their  facilities  and  various 
other  programs,  you  had  mentioned  earlier,  Mr.  Huard,  that  the  in- 
centive for  companies  to  truly  participate  in  controlling  health  care 
costs  would  be  diminished  significantly  if  we  adopted  H.R.  1200. 
Could  you  expand  upon  that,  please? 

Mr.  HUARD.  Certainly.  There  wouldn't  be  any  incentive  at  all. 
Basically,  the  government  would  tell  the  employer,  cough  up  8.4 
percent  of  payroll  or  such  other  higher  number  as  eventually  would 
bubble  up  to  the  surface. 
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Under  the  current  system,  the  employer  is  providing  the  benefit. 
The  employer  has  an  incentive  to  provide  the  best  possible  benefit 
at  lowest  possible  cost. 

Now,  we  have,  you  know,  case  histories  of  employers  with  rel- 
atively small  work  forces,  150,  200  employees,  who  buy  gym- 
nasiums, wellness  programs,  emphasis  on  educating  their  employ- 
ees on  the  importance  of  healthy  life-styles,  preventive  care,  nave 
actually  lowered  their  health  care  costs  over  the  last  10  years  and 
are  providing,  frankly,  better  health  care  than  would  be  provided 
in  the  administration's  plan — I  haven't  looked  at  the  schedule  of 
benefits  in  H.R.  1200,  to  be  candid — and  at  a  lower  cost  than  that 
plan  would  estimate  those  benefits  to  be  generally  available. 

We  think  the  genius  of  the  private  system — it  lets  employers  in- 
novate. It  lets  them  use  creative  techniques,  whether  it  is 
deductibles  or  co-payments,  to  make  their  employees  more  cost  con- 
scious. Not  all  of  these  creative  techniques  are  at  the  expense  of 
employees.  Obviously,  things  like  deductibles  and  co-payments  are. 
Education  on  the  importance  of  a  healthy  life-style,  providing  gym- 
nasium facilities,  wellness  programs,  these  are  things  that  the  em- 
ployer does.  They  don't  cost  the  employee  anything.  All  they  have 
to  do  is  participate  in  them,  and  over  time  they  do  reduce  health 
care  costs. 

Mr.  Franks.  Thank  you. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you,  Mr.  Franks. 

Mr.  Hastert,  I  think  you  were  there. 

Mr.  McMillan. 

Mr.  McMillan.  Thank  you,  Mr.  Chairman. 

Let  me  focus  on  one  thing,  particularly  in  view  of  a  report  the 
Health  Insurance  Association  of  America  released  yesterday. 

What  is  the  implicit  cost  per  capita  in  H.R.  1200,  Congressman 
McDermott's  plan?  I  can  take  the  total  estimated  health  care  costs 
and  divide  it  by  the  population,  and  I  believe  it  is  somewhere 
around  $3,500  per  capita.  That  has  probably  got  some  things  in 
there  that  aren't  health  care,  that  are  health  expenditures,  that  fall 
out  of  the  line  of  reimbursement  for  services.  But  I  believe  your 
study  indicated  that.  The  President's  plan  has  an  implicit  per-cap- 
ita  cost  of  around  $1,932  per  capita. 

Mr.  Kahn.  We  think  that  is  too  low  on  the — actually,  the  Presi- 
dent has  four  different  categories,  and  our  estimates  ranging  from 
30  percent  too  low  to  one  of  the  family  categories  being  as  much 
as  67  percent  too  low. 

We  approached  our  estimate  in  a  different  way.  They  looked  at 
national  health  expenditures  and  divided  the  number,  and  our  ac- 
tuary did  an  actuarial  estimate  where  he  looked  at  what  actuaries 
generally  look  at,  which  is  health  expenditures  based  on  claims, 
and  sort  of  built  up  from  the  bottom  the  numbers. 

Mr.  McMillan.  So  versus  the  $1,932,  you  have  a  figure  of 
$2,509. 

Mr.  Kahn.  Right.  So  we  think  that  the  premium  that  has  been 
estimated  by  the  administration  is  lowballed  a  bit. 

Mr.  McMillan.  What  are  the  implications  of  that?  For  example, 
one  of  the  controversies  is  underestimating  the  cost  of  entitlement 
programs,  Medicaid  and  Medicare  to  be  specific.  And  the  Clinton 
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budget  estimates  are  according  to  our  calculations,  very  far  off.  I 
don't  mean  to  focus  on  Clinton,  but  I  think  we  are  really  talking 
about  an  assumption  of  a  far  greater  portion  of  health  care  costs 
in  the  Federal  budget.  If  you  make  an  error  of  roughly  $600,  $600 
per  capita,  in  the  estimated  costs  of  the  Medicaid  that  would  be 
paid  into  an  expanded  subsidy  into  the  regional  health  care  alli- 
ances, what  is  the  magnitude  of  that  on  the  Federal  budget?  Would 
you  have  a  quick  estimate  of  that? 

Mr.  Kahn.  I  wouldn't  necessarily  have  an  estimate,  but  I  think 
it  will  have  a  reverberation  effect  throughout  the  entire  program. 
Let  me  explain. 

Mr.  McMillan.  It  goes  into  the  mandate  that 

Mr.  Kahn.  There  is  a  capped  5789  so  the  Federal  Government 
might  be  somewhat  protected  if  the  estimate  is  wrong,  but  the 
money  to  pay  for  those  benefits  has  got  to  come  from  someplace  or 
the  health  alliances  are  going  to  have  to  get  it  from  the  employers 
to  cover  the  amount  that  the  government  is  short. 

Mr.  McMillan.  But  the  government  sets  the  price  under  the 
plan  so  that  if  the  price  is  $1,932,  then  the  mandated  payers,  be 
they  individuals  or  corporations,  are  stuck  with  that  ceiling  price 
so  the  health  care  alliances  run  a  shortfall,  right?  And  then  what 
happens? 

Mr.  Kahn.  Then  there  is  a  big  problem,  and  the  health 
alliances 

Mr.  McMillan.  Then  they  come  to  back  to  the  underwriter  of 
last  resort,  which  is  the  taxpayer,  as  we  were  in  the  case  of  the 
savings  and  loan  industry  once  we  took  the  lid  off  the  deposit  in- 
surance. 

Mr.  Kahn.  As  I  was  going  to  say,  there  is  a  reverberation  effect 
because  if  you  lowball  the  premium  in  the  first  year  and  then  in 
the  outyears  you  only  allow  a  less-than-inflation-rate  increase  so 
that  you  are  down  to  zero  real  growth  by  1998,  then  you  have  got 
real  problems  in  terms  of  financing  fiscal  integrity  of  the  whole  sys- 
tem. 

Mr.  McMillan.  We  have  undertaken,  as  you  may  know,  to  see 
what  the  cost  of  a  voucher  plan  would  be  that  would  provide  uni- 
versal access  and  affordability  equivalent  to  the  President's  pro- 
posal, but  it  would  operate  through  an  individual  mandate,  and 
those  vouchers  would  only  be  spendable  for  an  acceptable  plan. 

But  the  critical  thing  was  costing  it  out.  We  went  to  independent 
actuaries,  and  we  had  a  set  of  benefits  that  weren't  that  different 
than  what  are  normally  considered  to  be  standard  basic  benefits  in 
the  industry.  And  the  cost  per  capita  of  that  worked  out  to  be 
$2,250  per  capita,  which  is  slightly  under  yours  and  a  little  bit 
more  than  the  President's  plan.  That  would  be  including  Medicare 
in  it — I  mean,  including  the  senior  citizens  into  that  average. 

Now,  if  you  add  to  that  a  long-term  care  program,  you  add  about 
$250  to  $300  on  the  average,  spread  over  the  population,  which 
would  give  you  a  way  to  perhaps  bring  the  senior  citizens  into  such 
an  insured  program. 

And  the  amazing  thing  is  that  when  you  extend  this  out  all  the 
way  up  to  400  percent  of  poverty  on  a  scale-down  basis  from  100 
percent  of  poverty  you  can  fund  it  within  the  outlays  of  Medicare 
and  Medicaid  that  we  pay  today.  It  is  really  amazing  which  I  think 
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would  do  all  those  things,  that  bottom  line  the  President  says  he 
wants,  but  preserve  choice  and  a  competitive  response. 

But  I  wanted  to  zero  in  on  those  comparison  cost  estimates  be- 
cause I  think  they  are  critical,  and  the  President  in  his  plan  has 
dramatically  underestimated  the  cost. 

Mr.  Kahn.  That  is  a  concern  our  actuary  has.  At  least  in  terms 
of  premium  they  are  understating  the  amount,  and  he  would  argue 
it  is  the  way  they  calculated  it.  That  is  the  reason  they  came  up 
with  the  number  they  did. 

There  are  other  studies.  Hewitt  and  Associates  have  done  a 
study,  and  we  are  at  about  4  or  5  percent  higher  than  their  study, 
but  we  are  in  the  same  ball  park  so  we  have  real  concerns. 

Mr.  McMillan.  Lewin  is  the  most  favorable  study,  and  it  is  still 
15  to  20  percent. 

Mr.  Kahn.  It  was  about  17  percent  more  than  theirs. 

So  if  you  match  the  premium  being  lowballed  with  the  possibility 
that  the  premium  caps  over  time  won't  be  applied,  the  fiscal  integ- 
rity of  his  program  is  questionable  whether  you  come  up  with  the 
money  to  fund  the  benefits  that  are  being  promised. 

Mr.  Waxman.  Thank  you. 

Mr.  McMillan.  Thank  you  very  much. 

Mr.  Waxman.  Mr.  Hastert. 

Mr.  Hastert.  Thank  you,  Mr.  Chairman. 

Mr.  Huard,  your  association  represents  a — rather  larger  manu- 
facturers and  some  smaller  manufacturers  in  this  country.  When 
you  compare — you  are  testifying  on  the  single-payer  bill  today. 
When  you  compare  what  is  available  to  you  in  this  country  as  com- 
pared to  what  happens  to  your  counterparts  in  Canada  when  you 
look  at,  say,  one  province,  Ontario,  that  I  happened  to  visit  with 
two  of  our  people  giving  testimony  this  morning,  Mr.  McDermott 
and  Mr.  Conyers 

Like  I  said,  it  is  like  the  blind  man  trying  to  tell  what  an  ele- 
phant is.  It  is  different  things  to  different  people. 

But  I  spent  a  day  in  looking  at  the  books  on  the  province  of  On- 
tario and  it  was  of  interest  because  there  was  a  comparative  in  Illi- 
nois, 10  million  people  in  Ontario  and  11  million  in  Illinois.  They 
spent  $1,750  for  every  man,  woman  and  child  in  Ontario.  They 
have  a  marginal  income  tax  that  helps  pay  for  health  care  that  is 
39  and  59  percent.  They  have  a  15  percent  value  added  tax  on  all 
goods  and  services,  and  there  was  about  an  $800  employer  check- 
off. 

That  was  a  year  ago.  I  don't  know  if  it  has  changed  or  not  for 
every  employee  in  that  country.  They  brought  in  in  that  revenue 
stream  $7.5  billion.  There  was  a  shortfall  of  $10  billion  in  health 
care. 

How  does  that  affect  what  you  seize  in  long-term  planning?  I 
mean,  somebody  has  to  make  up  for  that.  Somebody — either  you 
have  to  raise  the  premiums,  you  have  to  raise  taxes  or  you  have 
to  cut  down  on  services.  And  that  is  basically  what  they  did  in  Can- 
ada last  year.  They  cut  services. 

So  I  am  going  to  direct  the  question,  same  kind  of  direction,  to 
the  gentleman  from  the  AMA.  But  how  do  you  see  that  as — can  you 
comparatively  compete?  Is  that  an  advantage?  Disadvantage?  How 
do  you  see  that? 
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Mr.  Huard.  You  know,  from  our  standpoint  it  would  be  a  terrible 
impediment  to  trying  to  plan  and  make  any  kind  of  a  business 

Elan.  That  looks  bad  because,  basically,  you  would  really  have  no 
asis  for  estimating  what  your  cost  increases  are  going  to  be  be- 
cause, basically,  you  have  no  control,  at  least  in  the  current  situa- 
tion, where,  admittedly,  health  care  costs  are  rising  faster  than  we 
like  to  see  them. 

Employers  who  basically  design  and  provide  coverage  for  their 
employees  have  a  variety  of  options.  One  of  these  options  is  in- 
creasing deductibles.  Another  option  is  increasing  the  co-payment, 
increasing  the  amount  of  premium  shared  with  the  employee.  So 
you  conduct  various  planning  scenarios,  and  you  can  at  least  get 
a  reasonable  idea,  looking  into  the  outyears,  of  what  your  costs  for 
health  care  for  your  employees  are  likely  to  be. 

You  can't  do  this  under  a  Canadian-style  system  or  under  the 
kind  of  system  you  have  in  H.R.  1200  because,  basically,  all  you 
know  is  that  the  premium  rate  is  8.4  percent  of  payroll  this  year. 
What  it  is  going  to  be  next  year  is  basically  what  the  government 
decides  it  could  get  away  with  politically  to  cover  its  shortfalls. 

Frankly,  you  know,  that  makes  planning  any  kind  of  a  rational 
business  planning  extremely  difficult  because  you,  basically,  have 
no  control  so  you  have  no  basis  for  planning. 

Mr.  Hastert.  Dr.  Bristow,  with  your  members  in  Canada  there 
is  a  cap  for  general  practitioners — I  think  $125,000.  If  a  doctor 
earns  more  than  that  figure,  he  or  she  is  penalized.  I  think  for  spe- 
cialists the  cap  is  about  400  and  some  thousand  dollars  and  a  pen- 
alty on  top,  but  they  practice  inside  hospitals,  and  some  of  their 
costs  are  tied  into  that.  Do  you  see  this  as  a  system  of  built-in  ra- 
tioning? How  does  that  work?  How  do  you  think  your  members 
would  react  to  that? 

Mr.  Bristow.  Well,  we  think  that  any  system  which  relies  pri- 
marily on  a  broad-based  governmental  tax  tends  to  insulate  the 
user  of  that  health  care  system  from  the  consequences  of  their  deci- 
sions. And  we  think,  in  fact,  that  will  tend  to  be  inflationary.  It  will 
tend  to  make  people  use  more.  A  certain  amount  of  that  is  good, 
obviously.  We  want  people  who  are  not  using  the  item  to  use  it  ap- 
propriately, but  that  is  an  important  feature. 

However,  the  more  important  one  is  that  type  of  system,  in  our 
view,  removes  the  individual's  ability  to  set  their  own  priorities  as 
to  the  importance  of  health  care.  And  that,  we  believe,  is  going  to 
be  very,  very  troublesome.  It  is  a  little  bit  like  saying  we  have  de- 
cided that  one  breakfast  cereal  will  suit  all  Americans.  However, 
the  cereal  is  oatmeal.  We  have 

Mr.  Hastert.  Quaker  Oats  likes  that,  incidentally. 

Mr.  Bristow.  Pardon? 

Mr.  Hastert.  Quaker  Oats  likes  that,  and  they  have  held  down 
their  health  costs  for  the  last  5  years. 

Mr.  Bristow.  That  is  exactly  right.  We  are  concerned  about  a 
one  tier  of  care,  as  has  been  mentioned  by  other  witnesses,  for  all 
Americans.  Americans,  I  believe,  are  fairly  well  united  that  we 
must  make  sure  that  all  Americans  have  access  to  and  coverage  for 
a  certain  basic  amount  of  care.  But  I  am  concerned  about  limiting 
the  amount  of  care  that  you  can  get  to  that  one  tier.  We  usually 
like  to  feel  that  if  I  want  to,  as  an  individual,  set  my  priorities  to 
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get  something  better  for  me  or  my  family  that  I  should  be  able  to 
do  that. 

When  you  have  a  single-payer  system,  it  becomes  extremely  dif- 
ficult to  do  so.  The  people  in  Canada  achieve  that  by  leaving  the 
country.  That  is  a  little  difficult  to  do.  And  I  am  not  knocking  Can- 
ada. I  really  am  not. 

What  I  am  advocating  is  that  there  are  many  features  in  H.R. 
1200  that  are  excellent  features.  We  support  them.  We  would  like 
to  encourage  consideration  of  a  different  way  of  financing  in  order 
to  achieve  the  goal. 

Mr.  Hastert.  Just  a  quick  follow-up,  Mr.  Chairman. 

When  you  look  at  the  preamble  to  the  Canadian  Constitution  and 
the  preamble  to  our  Constitution,  we  talk  about  life,  liberty  and  the 
pursuit  of  happiness.  The  Canadians  talk  about  law,  government 
and  order.  So  there  are  different  priorities  there. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you,  Mr.  Hastert. 

Mr.  Huard,  you  said  that  the  NAM  has  not  taken  any  position 
on  the  bills.  What  is  your  organization's  view  or  your  members' 
view,  as  best  you  know,  about  the  idea  of  eliminating  the  deduct- 
ibility for  businesses  for  health  insurance  costs  above  the  lowest- 
priced  HMO? 

Mr.  Huard.  Well,  the  representation  on  limiting  deductibility  on 
any  formula  is  quite  negative.  Our  basic  view  is  that  tax  deduc- 
tions for  business  taxpayers  are  not  subsidies.  Basically,  they  are 
the  appropriate  means  of  determining  net  income,  which  is  your 
gross  income  from  sales  and  other  receipts  less  the  cost  of  doing 
business. 

And  this  idea  that  somehow  there  is  this  cash  cow  that  can  be 
tapped  by  saying  you  can  only  deduct  50  percent  of  business  meals 
and  you  can  only  deduct  X  percent  of  this  and  Y  percent  of  that 
and  while  we  are  at  it  we  are  going  to  cap  your  deductions  for  pro- 
viding medical  benefits  for  your  employees  which  is,  frankly,  is  just 
a  form  of  compensation,  is  something  we  object  to  under  any  cir- 
cumstance. 

If  the  goal  is  to  induce  cost  consciousness,  then  the  appropriate 
place  to  put  a  cap  is  on  the  exclusion  where  the  employee  receives 
all  these  benefits  tax  free.  If  you  want  to  make  the  users  of  benefits 
cost  conscious,  then  you  don't  cap  the  employer  deduction.  You  cap 
the  users. 

Mr.  Waxman.  I  think  you  are  right.  Because  if  you  are  really 
talking  about  the  theory  of  giving  the  consumer  a  reason  to  want 
to  shop  around,  which  would  make  the  plans  more  competitive,  you 
would  have  that  consumer  pay  more  rather  than  just,  say,  the  con- 
sumer's employer  would  to  pay  more  taxes. 

But  Mr.  Cooper  in  his  bill  didn't  do  that.  He  would  take  away 
the  tax  deductibility  for  businesses.  I  guess  one  would  have  to  fig- 
ure that  the  way  that  translates  into  making  the  consumer  more 
sensitive  is  that  the  employers  would  say,  well,  if  all  I  can  deduct 
is  the  lowest-priced  HMO  I  am  not  going  to  provide  any  more  bene- 
fit than  that,  and,  therefore,  my  employees  would  have  to  pick  up 
the  difference. 

The  only  thing  that  would  make  some  sense  to  me,  in  order  to 
get  to  that  result  which  you  and  I  both  acknowledge,  is  the  one 
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that  you  would  have  to  have  in  order  to  drive  the  competitive  mar- 
ket forces  system.  But  it  doesn't  do  that. 

Mr.  Huard.  No.  I  would  say  candidly  Mr.  Cooper  has  it  back- 
wards. If  he  was  going  to  put  a  cap,  he  should  have  put  it  on  the 
employee  side,  not  the  employer. 

Mr.  Waxman.  It  seems  to  me  that  a  lot  of  employers,  because  of 
collective  bargaining  or  because  it  is  good  business  sense,  in  order 
to  make  their  employees  happy  are  going  to  want  to  provide  some- 
thing more  than  the  lowest-priced  HMO. 

Dr.  Bristow  talked  about  single  level  of  care.  I  don't  find  it  at- 
tractive to  say  that  we  are  going  to  lock  people  into  a  single  level 
of  care  which  is  going  to  be  the  lowest-priced  HMO  in  our  society. 
So  is  it  your  position  that  you  are  against  that  part  of  the  Cooper 
bill  which  goes  against  the  deductibility? 

Mr.  Huard.  Yes,  indeed. 

Mr.  Waxman.  Well,  it  is  an  interesting  proposition  to  say  to  the 
American  people  what  we  are  going  to  do  is  lock  you  into  the  low- 
est-priced HMO  unless  you  pay  more  money.  One  could  argue  it  is 
in  their  interest,  but  I  am  not  sure  they  are  going  to  see  it  in  their 
interest  if  that  is  what  Congress  does  at  the  end  of  the  day  in  order 
to  bring  about  market  forces.  How  confident  are  you  about  market 
forces  working  if  we  ended  up  with  that? 

Mr.  Huard.  I  am  certain,  based  on  our  own  experience — con- 
fident that,  properly  designed,  they  can  be  made  to  work. 

We  used  to  have  an  indemnity  insurance  plan.  I  have  been  with 
the  NAM  for — since  the  early  1970's,  and  for  many,  many  years  we 
had  an  indemnity  plan.  That  was  it.  We  had  one  plan.  And  like  a 
lot  of  employers  we  found  that  our  costs  were  just  going  crazy 
through  the  ceiling  so  we  put  in,  basically,  a  choice  of  plans  where 
people  can  go  in  through  an  HMO  which  is  the  lowest  cost.  They 
can  go  into  a  preferred  provider  type  of  plan  so  they  can  have  an 
indemnity  plan.  And  there  are  different  prices  at  different  costs. 

Some  of  the  plans — the  one  I  am  in,  which  is  the  preferred  pro- 
vider option,  has  deductibles  and  stop  limits  that  are  based  on  com- 
pensation. So  the  higher-compensated  employees  like  me  pay  more 
for  this  plan  than  the  lower-compensated  employees. 

Mr.  Waxman.  That  is  your  own  experience  as  an  employee  at  the 
NAM. 

Mr.  Huard.  I  think  it  works. 

Mr.  Waxman.  Mr.  Kahn,  what  is  the  Insurance  Association's  po- 
sition on  the  idea  of  eliminating  tax  deductibility  in  order  to  make 
the  marketplace  more  competitive? 

Mr.  Kahn.  We  think  it  would  be  a  useful  change  in  the  tax  law. 
We  don't  have  a  specific  level  or  limit  or  methodology  in  our  policy, 
but  we  do  believe  that  changing  the  tax  exclusion  would  make  a 
difference  in  terms  of  consumer  sensitivity  to  costs. 

Mr.  Waxman.  What  do  you  think  of  the  idea  of  eliminating  the 
tax  deductibility  for  the  employers  only? 

Mr.  Kahn.  We  don't  have  a  specific  policy  on  the  method  of  doing 
it,  but  our  preference  would  be  on  the  employee  side. 

Mr.  Waxman.  All  right.  Thank  you. 

I  don't  know,  Dr.  Bristow,  if  you  want  to  add  any  of  your  views 
on  this  subject. 
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Mr.  Bristow.  Mr.  Chairman,  I  was  simply  going  to  say  that  we 
support  the  idea  of  limiting  the  tax  deductibility  for  the  employer, 
but  it  would  certainly  not  be  at  the  level  of  the  lowest  HMO  in  the 
community.  We  would  support  choosing  a  much  more  intermediate 
level  that  is  consistent — reasonably  consistent — with  the  median  of 
today's  benefit  level  and  then  if  the  expenses  are  beyond  that,  that 
the  employer's  deductibility  be  capped  at  that  point,  and  those  ad- 
ditional expenditures  would  be  taxable  income  to  the  employee.  But 
our  level  would  not  be  at  the  lowest  HMO. 

Mr.  Waxman.  And  that  is  because  you  don't  want  to  force  people 
into  the  lowest-priced  HMO? 

Mr.  Bristow.  Yes. 

Mr.  Waxman.  So  you  really  want  to  give  them  more  of  a  choice. 

Mr.  Bristow.  Exactly. 

Mr.  Waxman.  Well,  it  was  interesting — Mr.  McDermott  made  the 
comment  to  start  off  the  hearing  today  that  he  thought  that  the 
idea  of  the  Cooper  bill  is  a  hidden  tax  increase  on  middle-class  peo- 
ple, especially  if  their  employers  don't  continue  to  provide  insur- 
ance coverage  as  they  now  do.  Because  they  are  only  going  to  pro- 
vide it  for  what  is  deductible,  which  is  the  lowest-priced  HMO, 
which  is,  of  course,  what  drives  the  market  forces  best  because  peo- 
ple then  would  pay  out-of-pocket  for  their  health  care  and  under- 
stand if  they  are  paying  for  it  they  want  to  be  better  shoppers. 

There  is  an  argument  to  it.  It  is  pretty  much  untested.  And 
maybe  the  American  people  would  accept  it  if  they  found  it  worked, 
but  I  think  for  a  while  they  would  be  pretty  unhappy  while  they 
are  waiting  to  see  whether  it  works.  Because  if  the  result  is  that 
we  pass  a  bill  where  they  immediately  have  a  big  increase  to  pay 
for  what  they  already  have,  my  experience  is  that  is  not  really  good 
politics. 

Mr.  Hastert,  do  you  have  anything  you  want  to  add? 

Mr.  Hastert.  Just  a  little  bit  for  the  gentleman  from  NAM,  Mr. 
Huard. 

Let's  lay  out  a  parameter  and  what  I  think  you  are  saying,  what 
you  think  this  country  needs  and  certainly  your  constituents  would 
like.  You  talked  about — and  you  can  give  this  answer  in  the  affirm- 
ative or  negative — is  malpractice  reform,  good  tough  malpractice 
reform.  You  think  our  current  system  drives  costs  in  this  country? 

Mr.  Huard.  Yes.  Our  estimate  is  that  lack  of  malpractice  reform 
is  probably  adding  10  to  20  percent  to  costs. 

Mr.  Hastert.  How  about  antitrust  reform  so  hospitals  and  care 
providers  can  share  ideas  and  hold  down  overutilization? 

Mr.  Huard.  I  don't  know  that  is  an  area  in  which  we  have  cost 
estimates. 

Mr.  Hastert.  Do  you  think  there  ought  to  be  portability  of 
health  care  from  job  to  job?  That  people  can  move  from  job  to  job 
and  not  be  locked  in? 

Mr.  Huard.  I  think  that  there  is  probably  widespread  agreement 
amongst  our  members  as  well  as  amongst  the  general  public.  One 
of  the  more  desirable  things  to  have  is  portability  and  limits  on  the 
applicability  of  preexisting  conditions  clauses. 

Mr.  Hastert.  Let's  follow  up.  Then  you  think  we  probably  ought 
to  limit  the  ability  of  insurance  companies  to  underwrite  on  the 
basis  of  an  individuals  preexisting  conditions? 
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Mr.  Huard.  I  think  that,  yes,  I  would  agree.  You  are  going  to 
have  one  of  those  insurance  reforms  in  order  to  reach  those  goals 
of  security,  portability,  affordability,  the  smaller  employer  groups. 

Mr.  Hastert.  Let's  talk  about  small  employer  groups.  In  some 
research  we  have  done,  we  have  seen  that  most  of  the  people  out 
there,  other  than  people  who  are  underserved  and  below  200  per- 
cent of  poverty,  those  folks  are  small  business  people  and  people 
who  work  for  small  businesses,  not  necessarily  your  counterparts 
but  the  smaller  businesses,  pretty  marginal  businesses. 

And  the  reason  they  don't  have  insurance  is  when  they  go  to  the 
market  they  are  going  to  have  to  pay  two  or  three  times  the 
amount  that  somebody  pays  for  insurance  when  they  work  for  a 
business  like — such  as  most  of  your  members.  And  how  do  you  get 
those  people  into  a  situation  where  they  can  buy  good  insurance  at 
low  cost  and  get  tax  deductibility  just  like  any  of  your  businesses? 

We  talked  about  this.  I  think  that  is  a  fair  and  equitable  issue 
out  there.  So  if  you  think — if  you  found  ways  to  do  that,  that  would 
be  a  major  step  forward. 

Mr.  Huard.  I  think  that  is  right.  I  think  that  is  one  of  the  major 
improvements  that  could  be  made  in  the  existing  system,  without 
prejudging  the  issue  of  whether  it  has  to  be  done  through  huge 
health  alliances  or  single-payer  programs  or  programs  at  the  other 
end  of  the  spectrum  which  use  vouchers  or  provide  tax  credits  or 
tax  deductions.  These  insurance  reforms  get  rid  of  preexisting 
clauses. 

Providing  for  community  rating  or  portability  can  be  done  under 
any  of  the  systems  that  are  floating  around  out  there  and  would 
be  a  major  step  forward  in  solving  a  lot  of  problems.  Obviously 
don't  solve  all  of  the  problems.  You  still  get  the  problem  of  achiev- 
ing universal  coverage.  But  they  would  solve  a  lot  of  problems  of 
affordability  for  small  businesses,  access  for  small  businesses,  and 
these  are  major  problems  of  the 

At  one  point  in  my  career,  I  ran  a  two-man  law  partnership  with 
one  secretary.  You  try  to  get  health  insurance  coverage  for  three 
people  at  a  reasonable  price.  You  can't  do  it. 

Mr.  Hastert.  But  there  are  ways  that  you  could  probably  pool 
and  get  low-cost  coverage  or  self-insurance  at  a  low  price. 

Mr.  Huard.  You  have  to  look  around  a  lot. 

Mr.  Hastert.  I  said,  if  you  could  set  the  market  up  that  way — 
anybody  can  respond  to  this.  We  have  seen  a  tremendous  response 
in  the  private  sector.  I  mean,  companies  that  you  mentioned,  the 
oatmeal  company — and  that  was  made  in  jest. 

But  Quaker  Oats  has,  for  instance — example — used  wellness  pro- 
grams and  those  types  of  things  and  held  their  health  care  costs 
under  5  percent  for  4  years  in  a  row  because  they  are  doing  aggres- 
sive action,  making  sure  that  their  employees  are  healthier  and 
working  towards  that  and  doing  a  tough  job  of  negotiating,  inciden- 
tally, with  their  insurance  carriers  or  their  self-insured  systems. 

Hospitals  are  capitating  budgets  and — you  know,  instead  of 
building  hospitals  for  500,  we  are  building  hospitals  for  150 — and 
doing  other  things  that  are  cost-effective. 

Do  you  think  those  types  of  parameters  are  important  to  be  in- 
cluded for  a  health  care  bill? 
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Mr.  Bristow.  I  would  love  to  see  the  ability  to  have  a  level  play- 
ing field  so  that  physicians  could  also  meaningfully  participate  in 
those  discussions  and  negotiations.  I  think  that  would  be  abso- 
lutely wonderful. 

You  mentioned  liability  reform  before.  Let  me  just  give  you  a 
quick  illustration  of  how  important  that  is.  Twenty  years  ago,  when 
MICRA  was  passed  in  California,  I  was  paying  $4,000  a  year  as  an 
internist  in  the  Bay  area.  My  counterpart  on  Long  Island  in  New 
York  was  paying  $4,000  as  an  internist.  Twenty  years  later  we 
have  had  MICRA.  I  now  pay  $5,500  a  year.  My  counterpart  on 
Long  Island  pays  $18,000  dollars  a  year. 

That  is  what  MICRA  means.  It  is  a  substantive  savings  just  in 
the  liability  premiums  themselves,  let  alone  the  pressure  it  relieves 
as  far  as  defensive  medicine  is  concerned. 

Mr.  Hastert.  Thank  you. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you  very  much,  Mr.  Hastert. 

And  I  want  to  thank  the  three  witnesses.  You  have  been  very 
helpful.  We  appreciate  you  being  here. 

That  concludes  our  hearing  this  morning,  and  we  will  come  back 
here  at  1:30. 

[Whereupon,  at  12:28  p.m.  the  subcommittee  recessed,  to  recon- 
vene at  1:30  p.m.  the  same  day.] 

AFTER  RECESS 

Mr.  Waxman.  As  we  resume  our  hearings  on  the  alternative 
health  reform  bills  this  afternoon,  we  will  turn  our  attention  to 
H.R.  3080,  the  Affordable  Health  Care  Now  Act  introduced  by  the 
distinguished  Minority  Leader,  the  Honorable  Robert  Michel  of  Illi- 
nois; and  accompanying  the  minority  leader  will  be  our  colleague 
on  the  committee,  the  Honorable  Dennis  Hastert  of  Illinois,  and  the 
Honorable  William  M.  Thomas  of  California,  member  of  the  Com- 
mittee on  Ways  and  Means. 

We  are  pleased  to  welcome  you  to  our  hearing.  It  is  an  honor  to 
have  the  Minority  Leader,  especially,  to  come.  Ajid  we  are  not  used 
to  having  Mr.  Hastert  as  a  witness,  but  we  are  pleased  to  have 
him.  And  Mr.  Thomas,  a  fellow  Californian,  we  are  pleased  to  have 
you  here,  as  well.  Your  prepared  statements  will  be  placed  in  the 
record  in  full.  You  may  proceed,  however,  you  see  fit. 

Mr.  Michel.  Thank  you.  And  I  appreciate  the  opportunity  to 
present  the  case  on  behalf  of  H.R.  3080. 

Mr.  Waxman.  Mr.  Michel,  before  you  begin,  I  want  to  yield  to  Mr. 
Bliley,  who  is  the  distinguished  ranking  Republican  member  of  the 
subcommittee. 

Mr.  Bliley.  Thank  you,  Mr.  Chairman.  I  just  want  to  welcome 
our  leader,  whom  I  have  had  the  privilege  of  working  with  over  the 
past  2  years  on  his  task  force  early  in  the  mornings,  I  might  add; 
and  late  in  the  evenings.  And  with  Bill  Thomas,  as  well  as  Dennis, 
I  think  what  we  have  come  up  with  is  a  very  credible  plan. 

Everything  in  it  has  been  tried  and  proven,  and  it  is  something 
that  can  be  done  now  while  we  work  on  some  of  the  more  intracta- 
ble and  more  difficult  things  in  the  future. 

And  with  that,  I  yield  back  the  balance  of  my  time. 

Mr.  Waxman.  Thank  you,  very  much,  Mr.  Bliley. 
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STATEMENT  OF  HON.  ROBERT  MICHEL,  A  REPRESENTATIVE 
IN  CONGRESS  FROM  THE  STATE  OF  ILLINOIS 

Mr.  Michel.  Mr.  Chairman,  and  members  of  the  subcommittee, 
this  is  a  product  of  our  Republican  Task  Force  on  Health  that  we 
established  as  far  back  as  1991,  long  before  the  President  came 
into  office.  In  other  words,  we  on  the  Republican  side  have  been 
studying  and  working  on  the  health  care  issue  for  quite  some  time. 
We  have  had  numerous  town  hall  meetings  in  our  districts.  We 
have  met  with  many  individuals  in  all  walks  of  life.  We  have  a 
good  idea  of  what  the  problem  areas  are  in  our  health  care  system 
and  how  the  people  want  these  problems  fixed. 

We  currently  have  140  cosponsors  of  H.R.  3080,  more  than  any 
other  proposal  in  either  body  of  the  Congress.  And  our  efforts  in 
developing  the  proposal  reflect  the  strong  view  of  Republicans  in 
the  House  that  reform  of  our  health  care  system  is  essential  and 
should  be  enacted  as  soon  as  possible. 

There  is,  however,  a  right  way  and  a  wrong  way  to  reform  our 
system,  and  in  this  regard  we  have  a  fundamental  philosophical 
difference  with  the  President.  The  President  believes  that  to  make 
health  insurance  available  to  those  without  it,  we  must  radically 
restructure  the  insurance  plans  of  everybody  else,  including  those 
who  are  perfectly  happy  with  what  they  have.  We  believe  that  af- 
fordable insurance  can  be  extended  to  the  uninsured  and 
underinsured  without  undermining  the  coverage  and  the  quality  of 
care  of  the  insured. 

The  President  is  proposing  a  government-run  health  care  system. 
We  think  that  having  the  government  run  one-seventh  of  our  Na- 
tion's economy  would  be  disastrous  for  health  care  in  America. 

The  President  believes  universal  coverage  should  be  imposed 
upon  the  people  by  forcing  them  into  a  government-run  health  care 
system.  Our  view,  on  the  contrary,  is  we  pave  the  way  to  universal 
coverage,  but  we  leave  the  decision  in  the  hands  of  the  people. 

The  President  would  give  us  the  choice  of  only  one  benefit  pack- 
age to  be  determined  by  Washington.  We  believe,  on  the  other 
hand,  that  people  should  have  the  choice  of  a  variety  of  different 
benefit  packages  in  order  to  best  meet  their  own  individual  needs. 

The  President  believes  that  the  way  to  cost  containment  is 
through  federally-imposed  spending  caps  on  health  care  services. 
We  believe  that  any  such  spending  caps  would  lead  to  fewer  serv- 
ices rationing,  delays  in  care  and  less  technological  advances. 

The  President  believes  that  imposing  a  significant  tax  increase 
on  employers  is  the  way  to  finance  health  insurance.  We  know  that 
such  a  tax  increase,  by  the  administration's  own  admission,  will 
cost  hundreds  of  thousands  of  jobs.  We  believe  that  providing 
health  insurance  for  some  at  the  expense  of  jobs  for  others  is  not 
the  right  way  to  do  it. 

Finally,  the  President  believes  that  his  entire  reform  plan  with 
all  the  additional  benefits  he  would  provide  will  cost  no  more  than 
what  is  raised  through  a  cigarette  tax,  a  tax  on  employers  that  is 
capped  at  7.9  percent,  and  reduction  in  funding  for  Medicare  and 
Medicaid.  We  believe  that  this  is  sheer  fantasy. 

The  history  of  Government  programs  shows  that  they  always  ex- 
ceed their  initial  cost  estimates  many  times  over.  This  Member  was 
here  at  the  time  we  enacted  Medicare/Medicaid  back  in  the  sixties. 


700 

Yes,  and  also  during  our  ill-fated  attempt  at  catastrophic  health 
care.  So  when  these  costs  exceed  what  the  President  is  counting  on, 
the  result  can  only  be  substantial  tax  increases  or  significant  cut- 
backs in  coverage. 

Our  proposal  is  a  common  sense  approach  to  health  care  reform. 
It  focuses  on  fixing  the  shortcomings  of  our  health  care  system,  not 
overthrowing  the  entire  system  simply  because  some  of  the  parts 
are  not  working  right.  It  proposes  workable  reforms  that  will  make 
things  better  for  people  now,  not  risky,  untried  concepts  that  will 
likely  not  be  implemented  until  after  the  turn  of  century.  It  builds 
upon  and  encourages  many  of  the  reforms  already  under  way  at 
the  State  and  local  level  and  in  the  private  sector,  not  negate  these 
reforms  through  the  imposition  of  a  government-run  health  system 
imposed  from  the  top  down. 

Last  night  it  was  my  good  fortune  to  meet  with  15  of  our  18  Re- 
publican Governors,  the  Republican  leadership,  House  and  Senate, 
and  I  can  tell  you,  the  exchange  of  views  by  those  Governors  and 
earlier  in  the  day,  their  exchange  with  the  President,  I  think  indi- 
cates that  there  are  all  kinds  of  questions  to  be  raised  out  there 
on  the  part  of  the  Governors  before  they  would  ever  think  of  buying 
in  with  the  President's  proposal. 

Before  turning  to  my  colleagues  to  discuss  the  details  of  our  pro- 
posal, let  me  issue  this  cautionary  note:  you  all — and  I  just  alluded 
to  it  a  moment  ago,  recall  our  ill-fated  attempt  at  catastrophic 
health  care  a  few  years  ago.  I  was  one  of  the  lead  sponsors  of  the 
proposal,  thinking  that  with  a  nominal  Medicare  premium  we 
would  alleviate  or  at  least  minimize  that  fear  that  all  of  us  could 
have  at  one  time  of  suffering  the  fate  of  a  heart  attack,  stroke,  Alz- 
heimers,  you  name  it,  where  your  whole  house,  family,  or  farm  and 
all  your  assets  are  dissipated. 

And,  of  course,  you  all  know  the  story  of  how  we  had  to  repeal 
it  a  year  later  because  of  the  outcry  of  many  of  our  senior  citizens. 
In  my  district,  I  guess  I  got  most  of  those  complaints  from  retired 
Caterpillar  workers  who  were  fully  covered  and  objected  to  paying 
for  others  who  were  not.  As  we  get  into  the  debate  this  year  and 
I  look  at  the  80,  85  percent  of  the  people  out  there  who  are  reason- 
ably satisfied  with  what  they  have  by  way  of  health  care,  but  who 
are  going  to  be  forced  to  pay  for  those  15  percent  who  have  a  real 
problem  in  the  area,  it  is  not  going  to  be  all  that  easy  to  get  that 
done  because  we  have  been  through  it  before,  and  we  ought  to  be 
very  careful  how  we  proceed. 

If  that  limited  outcry  on  catastrophic  by  one  segment  of  our  pop- 
ulation was  sufficient  to  cause  most  Members  to  admit  a  mistake, 
just  wait  until  you  see  the  size  of  the  outcry  if  we  do  not  do  the 
reform  of  our  overall  health  care  system  in  the  right  way.  And  if 
there  is  an  inclination  on  the  part  of  leadership  in  Congress  to  ram 
through  a  massive  overturning  of  our  entire  health  care  system  in 
the  rather  limited  time  we  have  available  this  year,  there  almost 
certainly  will  be  major  errors  and  miscalculations  that  will  rebound 
negatively  on  this  institution.  When  we  start  to  monkey  around 
with  one-seventh  of  our  Nation's  economy  and  something  that  af- 
fects every  American,  we  had  better  be  darned  sure  we  do  it  right. 

Health  care  is  too  important  to  the  American  people  for  us  to  be 
making  mistakes.  As  I  indicated,  our  bill,  H.R.  3080  provides  a 
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common  sense  solutions  to  the  problems  that  most  Americans  want 
addressed. 

I  am  happy  to  yield  to  my  colleague,  of  this  committee,  Mr. 
Hastert,  and  then  later  we  will  hear  from  our  other  colleague  who 
serves  so  ably  and  capably  on  the  Ways  and  Means  Committee, 
that  shares  in  no  small  measure  the  jurisdiction  that  you  folks  do 
on  this  committee. 

Mr.  Hastert.  Thank  you,  Mr.  Leader,  and  Mr.  Chairman.  I  cer- 
tainly appreciate  the  opportunity  to  testify  before  you  and  your 
committee  today. 

My  remarks  will  focus  on  the  steps  that  our  bill  takes  to  increase 
access  to  affordable  insurance  and  health  care  for  millions  of  Amer- 
icans. Our  reforms  acknowledge  that  the  uninsured  are  not  a  ho- 
mogeneous group;  rather,  people  do  not  have  insurance  for  a  vari- 
ety of  reasons.  And  our  reforms  seek  to  address  those  specific  rea- 
sons. 

First,  many  of  the  uninsured  work  for  small  businesses.  As  you 
probably  know,  small  businesses  face  several  disadvantages  when 
they  enter  the  health  insurance  market.  Most  insurance  companies 
are  not  interested  in  covering  them  precisely  because  they  are 
small. 

Small  companies  today  not  only  begin  with  higher  premium 
costs,  but  if  one  person  in  their  small  group  gets  sick,  they  are  like- 
ly too  see  a  large  premium  increase  the  next  year,  and  that  sick 
person,  the  person  with  the  preexisting  condition,  knows  that  they 
will  have  a  difficult  time  getting  health  insurance  if  they  change 
jobs. 

To  address  that  problem,  we  reform  the  small  group  insurance 
market  along  the  same  lines  of  Senator  Bentsen's  bill  that  had 
been  considered  in  the  Senate  just  a  year  or  so  ago.  We  require  in- 
surers to  offer  three  plans  if  they  want  to  operate  in  the  small  in- 
surance market  and  no  longer  will  they  be  allowed  to  exclude  peo- 
ple or  charge  exorbitant  fees  because  of  preexisting  conditions. 

We  also  take  steps  to  make  it  easier  for  small  employers  to  pool 
together  for  the  purpose  of  purchasing  health  insurance.  Our  bill 
establishes  standards  for  multiemployer  insurance  purchases 
groups,  and  we  eliminate  the  current  IRS  regulatory  barrier  which 
prevents  employer  groups  from  being  able  to  offer  tax  exempt 
health  insurance. 

This  would  allow  groups  such  as  the  National  Restaurant  Asso- 
ciation or  the  American  Farm  Bureau  to  offer  health  insurance  to 
all  their  members,  basically  the  smallest  mom  and  pop  organiza- 
tions that  we  have  in  our  economic  structure  today.  And  finally,  we 
exempt  all  group  health  plans  from  State  benefit  mandates  and 
State  restrictions  on  managed  care.  We  believe  these  reforms  will 
lower  the  cost  of  health  insurance  for  those  small  employers  who 
are  currently  priced  out  of  the  market. 

The  President's  plan  requires  all  employers  to  pay  for  their  em- 
ployee's health  insurance.  Our  plan  acknowledges  the  reality  that 
small  businesses  operate  on  a  very  thin  profit  margin.  Thus,  we  re- 
quire employers  to  offer — offer  health  insurance  to  their  employees. 

While  we  believe  many  small  employers  will  help  to  pay  some  of 
the  cost  of  the  premium  for  those  employees  who  do  not,  we  give 
100  percent  tax  deductibility  to  those  individuals  who  buy  their 
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own  health  insurance  and  because  their  company  can  offer  insur- 
ance that  is  pooled  with  others,  employees  will  benefit  from  the 
large  group  rates. 

So,  in  essence,  what  we  are  trying  to  do  is  to  give  the  same 
breaks  to  small  employers  and  their  employees  that  any  other  busi- 
ness gets.  That  is  a  small,  low  cost  insurance,  a  quality  insurance 
that  has  tax  deductibility  across  the  line.  We  also  increase  the  tax 
deductibility  for  self-employed  from  25  percent  to  100  percent. 

Our  bill  recognizes  that  many  of  the  uninsured  are  low  income 
individuals  who  do  not  qualify  for  Medicaid  and  the  working  poor. 
We  provide  States  with  the  flexibility  to  extend  Medicaid  coverage 
to  more  of  the  uninsured  while  working  with  the  private  sector  to 
bridge  the  gap  between  Medicaid  and  employer-provided  insurance. 

Our  bill  allows  States  to  redirect  Medicaid  funds  into  what  we 
call  health  allowance  programs  where  eligible  individuals  would  be 
able  to  enroll  in  private  market  health  plans.  We  give  States  the 
option  of  increasing  eligibility  up  to  80  percent  of  the  poverty  level. 

States  would  have  the  option  of  setting  up  a  sliding  scale  where- 
by individuals  up  to  200  percent  of  poverty,  that  is  a  working  cou- 
ple with  a  family  of  four  at  $28,000  or  less,  could  buy  into  the 
health  allowance  program. 

States  could  also  develop  pooling  mechanisms  that  all  other  fami- 
lies and  individuals  without  health  insurance  such  as  part-time 
workers,  early  retirees,  et  cetera,  could  join  what  we  call  accessible 
health  benefits  systems  for  the  purposes  of  buying  health  insur- 
ance. 

And  finally,  we  give  States  the  flexibility  to  enroll  Medicaid  bene- 
ficiaries into  HMO  or  PPO  plans. 

The  Affordable  Health  Care  Now  Act  also  increases  funding  for 
community  health  centers  to  increase  access  to  primary  and  pre- 
ventive care  and  we  enact  reforms  to  ensure  that  those  living  in 
rural  areas  would  have  access  to  quality  emergency  care.  We  also 
tackle  the  problem  of  long-term  care. 

We  provide  the  same  tax  benefit  for  long-term  care  insurance  as 
for  other  insurance  plans.  We  give  Americans  the  options  of  using 
IRA's,  401(k)  plans  or  life  insurance  tax  free  to  purchase  long-term 
care  insurance,  and  we  allow  States  to  offer  senior  asset  protection 
plans  so  that  seniors  will  no  longer  have  to  choose  between  spend- 
ing down  to  the  poverty  level  or  hiding  their  assets. 

In  essence,  we  also  try  to  establish  a  continuum  of  long-term  care 
so  people  who  choose  in-home  health  care  and  then  in  nursing 
homes  and  finally  if  they  choose  the  hospice  care,  have  that  avail- 
ability and  opportunity. 

These  provisions  have  broad  bipartisan  support  and  should  be 
enacted  quickly.  Moreover,  75  to  80  percent  of  the  uninsured  would 
be  helped  immediately.  They  wouldn't  have  to  wait  for  a  Federal 
or  State  bureaucracy  to  be  established. 

Once  the  remaining  uninsured  are  identified  and  the  reasons 
why  they  are  uninsured  are  discovered,  targeted  solutions  can  be 
developed  to  provide  them  coverage,  possibly  by  1998. 

I  thank  you  for  the  opportunity  and  hopefully  would  answer  any 
questions  you  may  have. 

Thank  you,  Mr.  Chairman. 
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STATEMENT  OF  HON.  WILLIAM  M.  THOMAS,  A  REPRESENTA- 
TIVE IN  CONGRESS  FROM  THE  STATE  OF  CALIFORNIA 

Mr.  Thomas.  Thank  you,  Mr.  Chairman.  It  is  a  pleasure  to  ap- 
pear before  you  and  I  would  like  to  outline  the  provisions  in  the 
Michel  bill  designed  to  eliminate  wasteful  spending  in  the  health 
care  system  and  reduce  cost.  And  I  would  ask  unanimous  consent 
that  my  written  statement  be  placed  in  the  record  in  its  entirety. 

I  would  like  to  talk  about  the  provisions  for  cost  control  in  the 
backdrop  of  the  recent  numbers  coming  out  of  Bureau  of  Labor  Sta- 
tistics which  clearly  show  a  distinct  pattern.  In  1993,  medical  price 
inflation  was  5.4  percent.  In  the  fourth  quarter,  it  was  4.4  percent. 

When  you  compare  that  with  the  previous  year,  1992,  at  6.6; 
1991,  6.6;  and  1990,  7.9,  there  is  a  clear  trend  of  a  downward  direc- 
tion in  medical  price  inflation  and  I  think  that  is  important  as  a 
backdrop  in  discussing  cost  controls  so  that  we  are  not  focused  on 
the  problems  of  the  late  1980s,  but  in  fact  we  are  focused  on  the 
concerns  that  I  believe  are  paramount  in  terms  of  cost  control  in 
1994  and  1995. 

Although  we  applaud  the  downward  direction  of  medical  costs,  it 
seems  to  me  that  it  is  nothing  but  a  positive  sign  that  we  don't 
need  the  strict  controls  in  the  Presidents  plan.  But  it  doesn't  mean 
that  we  can't  make  additional  cuts  in  areas  that  are  wasteful  and 
unnecessary. 

First,  I  think  the  Affordable  Health  Care  Now  Act  would  elimi- 
nate excessive  regulations  and  unnecessary  paperwork.  Everyone 
has  talked  about  the  need  to  simplify  and  standardize.  We  believe 
you  should  standardize  claim  forms,  preempt  State  laws  which 
hinder  the  electronic  transmission  of  claims  and  other  records,  and 
provide  consumers  with  information  on  the  comparative  value  of 
medical  services.  This  education  and  information  function,  I  think, 
is  critical  to  long-term  savings. 

Second,  the  Affordable  Health  Care  Now  Act  would  provide  an 
exemption  from  antitrust  laws  to  providers  who  enter  into  a  joint 
venture  to  increase  efficiency,  expand  access,  reduce  cost  and  elimi- 
nate excess  capacity,  as  well  as  share  high  technology  equipment 
or  medical  services. 

Mr.  Chairman,  such  an  exemption,  which  is  more  expansive  than 
the  one  included  in  the  President's  plan,  would  enable  providers  to 
coordinate  efforts  to  provide  the  highest  quality  of  care  in  the  most 
cost-effective  manner.  These  people  are  health  care  professionals 
and  should  be  allowed  to  professionally  address  the  health  care 
problem. 

The  Federal  Government  has  stood  in  the  way  of  the  private  sec- 
tor for  too  long  and  many  areas  have  suffered  either  through  re- 
duced access  or  excess  costs. 

Third,  the  Affordable  Health  Care  Now  Act  would  discourage 
frivolous  malpractice  claims.  It  would  limit  malpractice  awards, 
eliminate  the  need  for  defensive  medicine,  all  of  which  clearly  have 
added  unnecessarily  to  the  cost  of  health  care  in  the  United  States. 
The  bill  achieves  this  by  requiring  the  use  of  an  alternate  dispute 
resolution  system.  By  capping  noneconomic  damages.  By  limiting 
contingency  fees.  By  limiting  liability  to  participation  in  a  harmful 
act  and  by  directing  punitive  damages  to  the  State  for  the  purpose 
of  reducing  medical  malpractice. 
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Once  again,  Mr.  Chairman,  these  reforms  go  far  beyond  those  re- 
forms proposed  by  the  President,  but  go  to  the  heart  of  one  of  the 
key  problems  in  the  health  care  area  and  are  long  overdue. 

Fourth,  sorry  to  admit  it  but  I  think  it  is  true,  fraud  continues 
to  be  a  problem  in  our  health  care  system.  Billions  of  dollars  each 
year  are  fraudulently  billed  to  insurance  companies,  taken  from 
consumers,  and  the  government  as  well.  Current  law  is  simply  not 
adequate  to  prevent  fraudulent  activity. 

The  Affordable  Health  Care  Now  Act  would  enhance  the  FBI  and 
the  Inspector  General's  office  at  the  Department  of  Health  and 
Human  Services  in  their  efforts  to  detect,  investigate  any  of  the 
fraud  activities  that  are  out  there,  especially  staying  current  with 
more  of  the  newer  and  more  innovative  techniques.  It  is  a  full-time 
job.  The  bill  also  protects  whistleblowers  and  provides  them  with 
rewards  if  information  leads  to  prosecution. 

The  act  permits  private  insurers  to  deny  reimbursement  to  pro- 
viders who  commit  fraud,  just  as  the  government  does.  It  allows  for 
the  forfeiture,  after  conviction,  of  property  either  involved  in  a 
health  care  fraud  scheme  or  obtained  with  the  proceeds  of  such  a 
scheme.  These  reforms  are  needed  and  they  can  be  passed  today. 

Finally,  the  Affordable  Health  Care  Now  Act  provides  consumers 
with  the  option  of  opening  a  medical  savings  account,  commonly 
called  a  medi-save  account.  These  accounts  would  allow  consumers 
to  make  the  health  care  spending  choices  they  and  their  doctor  be- 
lieve are  most  cost-effective  for  them.  They  also  reward  consumers 
who  use  health  care  dollars  prudently  by  allowing  them  to  roll  over 
any  left  over  funds  in  the  account  to  be  used  solely  for  medical  ex- 
penses in  the  next  year  or  succeeding  years. 

The  most  crucial  element  to  controlling  costs  in  the  health  care 
system,  in  my  opinion,  is  to  get  the  consumer  more  involved.  The 
current  threshold  question  of  "Will  my  insurance  cover  it?"  has  to 
be  replaced  with  the  informed  dialogue  between  the  patient  and 
their  doctor  about  the  efficacy  and  cost  of  a  procedure. 

With  the  information  and  education  supplied  by  this  simplified 
administrative  structure,  medi-save  accounts,  I  believe,  will  help 
consumers  be  more  informed  and  participatory  in  their  health  care 
decisions,  thus  reducing  their  health  care  costs.  It  may  not  be  a 
universally  applicable  system,  but  it  is  clearly  one  that  would  lead 
the  way  in  stressing  the  importance  of  the  education  of  each  and 
every  consumer. 

The  cost  control  provisions  in  the  Affordable  Health  Care  Now 
Act  are  designed  to  address  the  current  spending  problems — the 
1994  and  1995  problems — found  in  our  health  care  system,  not  the 
ones  from  the  late  1980's.  These  reforms  can  be  accomplished  now. 
In  fact,  they  could  have  been  accomplished  last  year,  bringing 
much  needed  relief  to  American  consumers. 

I  urge  this  subcommittee  to  pass  these  core  changes  now  so  that 
we  can  continue  the  downward  trend  in  medical  price  inflation. 

I  thank  the  chairman. 

[The  prepared  statement  of  Mr.  Thomas  follows:] 
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Statement  of  the  Honorable 

BILL  THOMAS 

Member  of  Congress,  21st  District  of  California 

before  the 

Committee  on  Energy  and  Commerce 

Subcommittee  on  Health  and  the  Environment 

February  1,  1994 

Mr.  Chairman,  thank  you  for  the  opportunity  to  address  the 
Subcommittee  today  and  discuss  the  health  care  reform  bill 
developed  and  introduced  by  the  House  Republican  Task  Force  on 
Health,  the  Affordable  Health  Care  Now  Act  of  1993.   In 
particular,  I  would  like  to  outline  the  provisions  in  the  bill 
designed  to  eliminate  wasteful  spending  in  the  health  care  system 
and  reduce  costs. 

The  issue  of  health  care  spending  has  been  in  the  news  as  of 
late  and  cost  controls  will  be  one  of  the  most  contentious  parts 
of  the  upcoming  health  care  reform  debate.   The  Bureau  of  Labor 
Statistics  recently  reported  that  medical-care  prices  rose  just 
5.4%  last  year,  the  smallest  increase  since  1973,  and  the  fourth 
quarter  increase  was  only  4.4%.   In  fact,  reports  show  that 
medical  prices  have  been  on  a  steady  decline  since  1990  with 
rates  of  9.6%  in  1990,  7.9%  in  1991  and  6.6%  in  1992. 

Although  the  current  downward  trend  in  medical -care  price 
increases  is  a  positive  sign  and  demonstrates  that  the  strict 
cost  control  measures  included  in  the  President ' s  plan  are 
unnecessary,  it  does  not  mean  that  further  cuts  in  wasteful 
spending  are  unnecessary. 

The  cost  control  measures  included  in  the  health  care  reform 
plan  developed  by  the  House  Republican  Task  Force  on  Health  are 
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the  result  of  almost  three  years  of  study  into  health  care 
spending  in  the  United  States  and  addresses  the  current  spending 
problems.   Most  importantly,  these  measures  could  be  passed  today 
and  take  effect  immediately,  and  they  would  not  result  in  a 
reduction  in  the  quality  of  care  currently  enjoyed  by  Americans. 

First,  the  Affordable  Health  Care  Now  Act  would  eliminate 
excessive  regulations  and  unnecessary  paperwork,  which  greatly 
increase  the  cost  of  providing  health  care  in  the  current  system. 
The  Act  would  standardize  claim  forms,  preempt  state  laws  which 
hinder  the  electronic  transmission  of  claims  and  other  records 
and  provide  consumers  with  information  on  the  comparative  value 
of  medical  services. 

Each  of  these  provisions  would  streamline  the  provision  of 
care  in  the  United  States,  thus  saving  providers  and  consumers 
millions  of  dollars  every  year. 

Second,  the  Affordable  Health  Care  Now  Act  would  provide  an 
exemption  from  antitrust  laws  to  providers  who  enter  into  a  joint 
venture  to  increase  efficiencies,  expand  access,  reduce  costs  and 
eliminate  excess  capacity,  or  share  high  technology  equipment  or 
medical  services.   Such  an  exemption,  which  is  more  expansive 
than  that  included  in  the  President's  plan,  would  enable 
providers  to  coordinate  efforts  to  provide  the  highest  quality  of 
care  in  the  most  cost-effective  manner  to  all  areas  of  the  United 
States.   The  Federal  government  has  stood  in  the  way  of  the 
private  sector  for  too  long  and  many  areas  have  suffered  -- 
either  through  reduced  access  or  excessive  costs  --  for  too  long. 

Third,  the  Affordable  Health  Care  Now  Act  would  discourage 
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frivolous  malpractice  claims,  limit  malpractice  awards  and 
eliminate  the  need  for  defensive  medicine,  all  of  which  add 
unnecessarily  to  the  cost  of  health  care  in  the  United  States. 
This  is  achieved  by  requiring  the  use  of  an  alternative  dispute 
resolution  system,  capping  noneconomic  damages,  limiting 
contingency  fees,  limiting  liability  to  participation  in  the 
harmful  act  and  directing  punitive  damages  to  the  State  for  the 
purpose  of  reducing  medical  malpractice.   Once  again,  these 
reforms  go  beyond  those  proposed  by  the  President  but  they  go  to 
the  heart  of  the  problem  and  are  long  overdue. 

Fourth,  fraud  continues  to  be  a  growing  problem  in  our 
health  care  system.   Billions  of  dollars  each  year  are 
fraudulently  billed  to  insurance  companies  and  taken  from 
consumers.   Current  law  is  not  adequate  to  prevent  fraudulent 
activity. 

The  Affordable  Health  Care  Now  Act  would  enhance  the  Federal 
Bureau  of  Investigation  and  the  Inspector  General's  office  at  the 
Department  of  Health  and  Human  Services  to  detect  and  investigate 
fraud  and  the  bill  protects  whistleblowers  and  provides  them  with 
rewards  if  information  leads  to  prosecution.   The  Act  also 
permits  private  insurers  to  deny  reimbursement  to  providers  who 
commit  fraud,  just  as  the  government  does,  and  allows  for  the 
forfeiture,  after  conviction,  of  property  either  involved  in  a 
health  care  fraud  scheme  or  obtained  with  the  proceeds  of  such  a 
scheme.   These  reforms  would  greatly  reduce  health  care  fraud  in 
the  United  States,  and  they  can  be  passed  today. 

Finally,  the  Affordable  Health  Care  Now  Act  provides 


708 


consumers  with  the  option  of  opening  a  medical  savings  account, 
known  as  a  MediSave  account.   These  accounts  would  allow 
consumers  to  make  the  health  care  spending  choices  they  and  their 
doctor  believe  are  most  cost-effective.   They  also  reward 
consumers  who  use  health  care  dollars  prudently  by  allowing  them 
to  rollover  any  leftover  funds  in  the  account  to  the  next  year. 

The  most  crucial  element  to  controlling  costs  in  the  health 
care  system  is  to  get  the  consumer  more  involved.   The  current 
threshold  question  of  "Will  my  insurance  cover  the  procedure?" 
must  be  replaced  by  informed  dialogue  between  the  patient  and 
their  doctor  about  the  efficacy  and  cost  of  the  procedure. 
MediSave  accounts  force  consumers  to  be  more  informed  and 
participatory  in  their  health  care  decisions,  thus  reducing 
health  care  costs. 

The  cost  control  provisions  in  the  Affordable  Health  Care 
Now  Act  are  designed  to  address  the  current  spending  problems 
found  in  our  health  care  system,  not  the  ones  found  in  the  health 
care  system  of  the  late- 1980s.   These  reforms  can  be  accomplished 
now,  bringing  much-needed  relief  to  American  consumers,  and  I 
urge  the  Subcommittee  to  pass  this  legislation  this  year. 
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Mr.  Waxman.  I  want  to  thank  the  three  of  you  for  your  testi- 
mony. I  know  you  put  a  lot  of  work  into  it.  And  we  do  have  dis- 
agreements, which  I  hope  sometime  during  this  year  we  will  be 
able  to  bridge,  if  possible,  but  in  order  to  make  health  care  insur- 
ance affordable,  which  is  what  you  claim  in  your  title,  Affordable 
Health  Care  Now  Act,  we  have  got  to  do  something  about  the  cost 
increases  in  health  care,  spending. 

It  is  interesting  to  note  that  the  Department  of  Commerce  esti- 
mated over  the  next  5  years  health  care  spending  will  increase  at 
an  average  rate  of  13.5  percent  per  year.  That  is  just  not  going  to 
be  affordable.  And  what  I  would  like  to  know  is  since  you  oppose 
the  combination  of  managed  competition  and  backup  limits  on  pre- 
mium increases,  how  you  would  restrain  cost  increases? 

We  are  going  to  hear  later  this  afternoon  from  the  National 
Leadership  Coalition  on  Health  Care  Reform,  and  they  represent 
some  of  the  large  employers,  unions,  providers  and  consumer 
groups;  they  are  going  to  say  your  bill  won't  keep  spending  in- 
creases inbounds  and  they  urge  the  use  of  targets  and  rate-setting 
for  fee-for-service  providers. 

Could  you  tell  us  precisely  how  your  bill  will  protect  business 
and  workers  from  a  13.5  percent  increase  in  the  foreseeable  future 
each  year? 

Mr.  Hastert.  I  think  that  is  a  great  question.  I  think  it  is  very 
important  and  right  to  the  point. 

I  think  you  have  to  look  and  say,  what  has  driven  cost  increases 
in  medical  delivery?  Part  of  it  is  technology.  We  have  a  system 
today  that  is  more  technologically  advanced  than  we  had  10  years 
ago  or  20  years  ago  or  30  years  ago,  but  yet  it  is  something  that 
people  demand  and  if  we  are  going  to  keep  the  best  health  care  out 
there,  we  have  to  have  the  R&D  and  the  technologies  that  go  along 
with  it. 

But  we  find  so  many  times  that  there  is  an  overutilization  of  that 
technology.  For  instance,  I  had  a  conversation  with  one  of  the  chief 
surgeons  at  Rush  St.  Luke  Hospital  in  Chicago,  one  of  the  larger 
institutions,  and  he  was  talking  about  what  happens  in  standards 
of  practice.  And  almost  any  time  they  do  an  orthoscopic  surgery  for 
a  torn  meniscus  on  the  knee,  they  use  an  MRI.  They  don't  need  to, 
but  it  is  part  of  the  standard  of  practice  and  you  are  liable  if  you 
don't  and  are  called  into  court. 

So  we  think  malpractice  is  a  cost  driver.  It  is  a  cost  driver  in  two 
ways.  When  you  look  at  what  the  cost  of  insurance  is,  if  you  are 
an  OB/GYN  in  my  district  and  deliver  a  child,  8  percent  of  that 
cost  up  front  is  just  the  cost  of  insurance. 

The  other  side  of  that  is  are  the  cost  drivers,  for  example,  when 
someone  has  gallbladder  surgery.  A  doctor  can  give  you  up  to 
$5,000  or  $6,000  worth  of  tests,  not  to  make  you  well  quicker  or 
for  a  prognosis,  but  just  to  make  sure  that  if  they  are  hauled  into 
court  they  have  done  the  procedures,  A,  B,  C,  D,  E  and  F.  We  think 
that  good  solid  malpractice  reform  is  important. 

The  other  side  of  that  is  how  do  you  work  around  antitrust.  How 
do  you  get  health  care  delivery  groups  to  cooperate?  Why  does 
every  hospital — at  least  in  my  district,  we  have  5  hospitals  within 
a  30  mile  radius — why  does  every  one  of  those  hospitals  need  an 
MRI,  an  orthopedic  lab,  a  pulmonary  lab,  a  cardiac  lab? 
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They  must  cover  not  only  the  cost  of  capital  but  also  the  operat- 
ing expense.  Why  can't  communities  cooperate? 

We  try  to  address  that  so  that  you  don't  overutilize  it  and  what 
happens  with  doctors  and  hospitals  many  times  they  overuse  that 
facility  just  to  pay  for  it  because  you  have  got  to  spend  down  the 
capital  costs. 

Mr.  Waxman.  How  do  you  get  them  to  coordinate  the  use  of  their 
resources?  Through  the  elimination  of  antitrust? 

Mr.  Hastert.  Absolutely. 

Mr.  Waxman.  Don't  you  think  that  there  is  a  competitive  drive 
for  all  the  hospitals  to  have  this  equipment? 

Mr.  Hastert.  Part  of  it  is  the  antitrust  law.  The  law  today  forces 
hospitals  to  compete.  That  is  what  the  law  says.  And  as  soon  as 
they  start  to  cooperate,  they  are  liable  in  a  court  of  law.  So  we  are 
saying  let's  change  that  law  and  make  it  easier  for  the  hospitals 
and  health  care  providers  across  the  board — to  work  together. 

Mr.  Waxman.  OK.  I  thank  you  very  much. 

Mr.  Bliley. 

Mr.  Bliley.  Thank  you,  Mr.  Chairman. 

Mr.  Thomas,  did  you  wish  to  expand  on  that? 

Mr.  Thomas.  Well,  I  will  only  speak  from  my  position  as  the 
ranking  Republican  on  the  Health  Subcommittee  on  Ways  and 
Means;  we  have  been  sitting  through  a  lot  of  hearings  as  well.  One 
of  the  reasons  that  I  led  off  with  the  Bureau  of  Labor  Statistics  was 
because  the  price  inflation  numbers  show  a  clear  downward  direc- 
tion since  1990  from  9.6  to  5.4  percent  this  last  year  with  a  fourth 
quarter  showing  a  dramatic  drop.  I  am  looking  forward  to  the  first 
quarter  of  1994  and  the  second  quarter  of  1994. 

I  think  you  are  going  to  find  this  trend  is  continuing.  One  of  the 
frustrations  that  we  have  is  taking  today  and  extrapolating  it  to  to- 
morrow. We  don't  have  the  ability  to  fold  into  our  budget  process 
human  behavioral  changes. 

We  should  not  commit  the  same  error  in  our  understanding  of 
these  numbers.  Frankly,  the  private  sector,  from  the  bottom  up 
rather  than  the  top  down,  was  as  scared  by  those  13.5  percent  fig- 
ures as  we  are  trying  to  deal  with  the  public  good.  They  have 
changed  their  behavior.  California,  as  you  well  know,  Mr.  Chair- 
man, is  now  a  managed  care  State.  It  wasn't  5  years  ago.  People 
are  changing  their  decisions.  We  are  providing  them  with  the  tools. 

And  if  you  want  to  praise  the  President  and  the  First  Lady  for 
anything,  it  should  be  in  elevating  this  issue  to  the  point  that  ev- 
eryone is  now  focusing  on  the  problem.  We  are  not  the  only  ones 
focusing  on  the  problem.  And  I  do  not  believe  that  those  numbers 
are  realistic.  I  believe  structural  changes  are  beginning  to  take 
place  on  the  initiative  of  individuals  and  especially  States. 

Look  at  the  last  2  years  the  changes  that  have  been  made  in  the 
States.  Once  again,  California,  I  didn't  think  that  in  our  lifetime 
that  the  trial  lawyers  and  the  medical  industry  would  get  together 
and  pass  a  malpractice  reform  law.  They  did  it.  It  is  a  good  model. 
Dr.  Stu  Altman  in  a  discussion  that  I  had  with  him  agreed  that 
the  changes  that  are  taking  place  are  probably  structural  and, 
therefore,  will  have  lasting  effect. 

And  the  last  thing,  Mr.  Chairman,  we  should  do  is  continue  to 
take  numbers  from  4  and  5  years  ago  on  an  extrapolation  of  then 


711 

costs  and  try  to  change  the  system  to  match  those  numbers.  Let's 
look  at  today's  numbers  and  tomorrow's  numbers  and  make  the  ad- 
justments accordingly. 

We  do  not  need  the  fundamental  drastic  reform  that  the  Presi- 
dent has  called  for.  The  American  people  are  ahead  of  the  United 
States  Congress  and  the  States  are  ahead  of  the  United  States 
Congress.  They  have  been  making  changes  within  the  areas  that 
they  have  been  able  to  make  changes. 

We  need  to  enable,  open  up  and  provide  opportunities  for  these 
changes  to  continue.  Those  are  the  kinds  of  very  simple,  long-last- 
ing cost  control  changes  that  will  bring  about  significant  change  in 
the  cost  of  health  care. 

Thank  you. 

Mr.  Bliley.  Mr.  Michel,  Bob,  and  you,  Denny,  you  know,  one  of 
the  things  that  came  up  over  and  over  in  my  visits  at  home  in  town 
meetings  was  concern  about  preexisting  conditions,  concern  about 
portability,  concern  about  renewability,  and  would  you  explain  for 
the  benefit  of  the  committee  how  H.R.  3080  addresses  those  three? 

Mr.  Michel.  We  address  all  three  of  those  very  fundamental  con- 
cerns. We  knew  that  we  were,  in  effect,  going  to  have  to  come  down 
a  bit  on  the  insurance  industry  and  say  look,  you  have  got  to  take 
a  different  view  of  this.  We  cannot  be  credible  by  having  a  pre- 
determined exclusion,  we  have  got  to  be  all  inclusive. 

And  how  many  times  have  you  and  I  heard  the  stories  of  people 
trying  to  move  up  to  a  better  job  but  are  so  fearful  of  making  a 
move  to  another  job  because  they  can't  take  their  health  insurance 
with  them  and  it  is  not  available  at  the  other  end. 

We  provide  for  that  and  I  think  it  is  fundamental  that  we  do 
that. 

Mr.  Bliley.  Thank  you. 

Mr.  Waxman.  Mr.  Greenwood? 

Mr.  Greenwood.  Thank  you,  Mr.  Chairman. 

I  would  like  to  focus  in  a  little  bit  on  what  it  is  that  the  various 
bills  that  are  under  consideration  require  of  employers.  For  start- 
ers, the  Clinton  bill  obviously  has  employer  mandates;  the  Michel 
bill  does  not. 

Could  you  give  us  some  insight  as  to  what  it  is  you  think  is  nega- 
tive about  the  employer  mandate?  What  do  you  think  the  downside 
consequences  would  be  of  a  Clintonesque  employer  mandate? 

Mr.  Thomas.  Number  one,  all  of  the  testimony  that  we  have  re- 
ceived clearly  would  indicate  a  churning  in  the  marketplace.  One 
of  the  difficulties  I  have  is  assuming  that  employers  are  not  now, 
especially  on  a  time  line  trend,  taking  more  responsibility  in  terms 
of  health  care  costs.  They  are.  But  they  are  not  at  the  President's 
80  percent  level.  They  could  be  at  the  50  percent  level.  Some  are 
attempting  to  move  up. 

If  you  mandate  an  80  percent  level,  there  is  going  to  be  a  signifi- 
cant ripple  through  all  the  employment  structures,  primarily  at  the 
bottom  of  the  structure,  the  minimum  wage  and  slightly  above,  of 
having  to  meet  a  mandated  health  care  cost;  it  clearly  will  lead  to 
loss  of  jobs. 

That  makes  no  sense  to  me  when  the  requirement  is  to  provide 
health  care  coverage,  employer-structured,  by  removing  people 
from  their  employment  position.  That  will  happen.  No  question.  So 
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not  much  at  the  high  end.  There  will  be  an  adjustment  and  belt 
tightening. 

At  the  low  end,  you  will  hear  testimony  from  service  corpora- 
tions, large  service  corporations  that  hire  at  close  to  the  minimum 
wage  that  there  is  no  question  that  there  will  be  a  loss  of  employ- 
ment if  an  employer  mandate  like  that  proposed  by  the  President 
is  imposed. 

The  President  also  in  the  State  of  the  Union,  I  would  tell  my 
friend  from  Pennsylvania,  did  not  necessarily  say  that  it  had  to  be 
an  employer  mandate.  He  said  he  wanted  guaranteed  private 
health  insurance.  It  didn't  have  to  be  by  an  employer  mandate.  If 
the  people  will  look  at  the  dynamics  of  the  employer  mandate,  it 
is  a  much  more  Draconian  process  of  providing  this  coverage  than 
perhaps  other  options. 

Frankly,  from  the  testimony  that  I  have  received  in  front  of  my 
subcommittee,  I  do  not  understand  the  requirement  that  it  be  im- 
posed on  the  employers,  when  everybody  knows,  business  gets  its 
money  from  three  places.  It  doesn't  grow  on  trees.  It  either  comes 
from  reduced  profits  for  owners,  an  increased  price  for  the  goods 
or  services  to  the  customers,  or  it  comes  from  the  employee.  And 
studies  show  that  over  the  last  20  years,  85  percent  of  the  time  it 
comes  from  the  employees.  The  employees  are  going  to  pay  ulti- 
mately for  any  employer  mandate. 

The  downside  of  the  employer  mandate  is  you  spend  $10  to  $15 
billion  in  the  Department  of  Labor  to  set  up  a  structure  to  enforce 
and  oversee  the  employer-paid  premiums  when,  in  fact,  you  are  du- 
)licating  what  is  already  going  on  in  the  Internal  Revenue  Service. 
'.t  makes  no  sense  for  the  purpose  of  moving  money  when  it  doesn't 
lave  to  be  collected  that  way  in  the  first  place.  Two  primary  prob- 
lems: loss  of  jobs  and  a  whole  new  bureaucracy  to  do  what  some- 
body else  could  already  do. 

Mr.  Greenwood.  We  trade  in  the  problem  of  people  with  jobs 
and  no  health  care  for  a  problem  of  people  with  health  care  and 
no  jobs. 

Mr.  Hastert.  If  you  analyze  the  market  out  there,  who  doesn't 
have  health  care  today,  and  you  will  find  that  85  percent  of  the 
people  do.  When  you  boil  those  numbers  down,  the  hard  core  16  to 
18  percent  of  the  people  who  don't  have  health  care,  most  of  those 
people  either  are  small  business  folks,  they  are  mom  and  pop  gro- 
cery stores  on  the  corner,  barbers,  beauticians,  truck  drivers,  farm- 
ers, people  that  run  and  own  their  own  business,  because  when 
they  go  to  the  market  with  one  or  two  people  to  take  to  that  mar- 
ket they  are  paying  anywhere  from  150  to  300  percent  what  the 
other  person  gets  his  insurance  for  when  he  works  in  a  bigger  com- 
pany, a  company  over  50  employees,  for  instance. 

If  you  are  making  $30,000  a  year  and  you  have  to  pay  $9,000  for 
you  and  your  wife's  health  care  insurance,  you  are  just  priced  out 
of  the  market  and  you  can't  afford  to  do  it.  Those  people  deserve 
the  opportunity  to  get  the  same  break  that  everybody  gets  and  that 
is  low  cost  pooled  insurance,  quality  insurance,  and  get  a  tax  break 
on  it  like  everybody  else  does. 

The  same  goes  for  people  who  work  for  small  businesses.  Mostly 
small  businesses  that  are  shops  of  10  or  15  people  that  are  mar- 
ginal, startup  businesses,  they  can't  get  low-cost  insurance  because 
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their  employer  doesn't  provide  it.  We  say  that  there  has  to  be  a 
mandatory  offered  people,  they  get  choices  of  three  different  types 
of  policies  and  they  are  low  cost  and  they  get  tax  deductibility 
when  they  get  it.  We  are  talking  about  a  family  over  $24,000  a 
year. 

People  want  to  do  the  right  thing.  People  do  not  buy  insurance 
because  they  don't  want  to  buy  insurance.  We  think  people  don't 
buy  insurance  because  they  can't  afford  to  buy  health  insurance. 
Make  it  affordable  and  accessible.  And  we  give  people  an  incentive 
to  do  the  right  thing. 

Mr.  Waxman.  Mr.  Moorhead. 

Mr.  Moorhead.  Thank  you.  I  want  to  join  in  welcoming  our  lead- 
er today.  One  of  the  things  that  many,  many  people  in  my  district 
are  concerned  about  is  that  senior  citizens  are  going  to  get  the 
short  end  of  the  stick  with  the  Clinton  program  because  much  of 
the  program  is  paid  for  by  cutting  back  the  money  that  is  available 
for  Medicare.  What  are  differences  between  the  two  plans  about 
the  way  they  handle  all  senior  citizens  over  the  age  of  65? 

Mr.  Thomas.  Briefly,  the  President's  plan  indicates  that  they  are 
going  to  be  provided  with  a  prescription  package  that  they  do  not 
now  have.  However,  the  overall  guaranteed  benefits  package  for 
those  under  65  will  be  far  richer  than  the  Medicare  package  for  the 
seniors  on  a  comparative  basis.  My  concern  in  dealing  with  the  sen- 
iors is  to  focus  on  where  the  President  finds  a  significant  portion 
of  his  money. 

We  will  know  either  later  this  week  or  next  week  whether  the 
numbers  fit.  I  am  curious  to  see  whether  they  do.  The  President 
has  said  that  they  are  going  to  fund  their  program  with  a  $124  bil- 
lion reduction  in  Medicare — $73  billion  coming  out  of  the  hospital 
structure,  $24  billion  of  it  will  come  from  beneficiaries  themselves. 
There  are  going  to  be  higher  costs  for  the  same  services  within  that 
structure. 

The  other  thing  that  I  think  that  Medicare  beneficiaries  should 
understand  is  that  the  President's  long-term  health  care  program 
is  not  a  program  under  the  Medicare  structure.  There  has  been 
some  confusion  and  I  am  sure  some  of  your  seniors  are  confused 
as  mine  were,  assuming  that  long-term  care  is  going  to  be  part  of 
a  Medicare  program. 

That  is  not  the  case.  And  so,  when  you  examine  the  President's 
program,  one  of  the  things  that  I  think  was  a  real  lost  opportunity 
was  to  really  provide  a  health  care  package  for  all  Americans.  One 
of  the  things  we  try  to  do  in  ours  is  to  mainstream  all  recipients. 

Instead  of  running  a  separate  program  for  the  seniors  and  an- 
other program  for  the  nonseniors,  we  believe  that  everyone  ought 
to  have  the  same  coverage.  And  the  goal  in  ours  is  to  move  every- 
one around  the  same  structure  and  not  run  separate  tracks. 

Mr.  Moorhead.  The  testimony  that  we  heard  was  that  the  Presi- 
dent's program  is  underfunded  by  someplace  between  $50  and  $100 
billion.  In  the  event  that  happens,  what  happens  to  senior  citizens 
and  to  others  that  are  dependent  upon  the  President's  plan  for  pro- 
viding their  medical  care? 

Mr.  Hastert.  Well,  we  are  moving  from  our  plan  to  the  Presi- 
dent's plan,  but  clearly  one  of  the  problems  that  we  have  and  one 
of  the  fears  that  we  have  is  that  Medicare  will  end  up  being  a 
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ghost,  something  hollow.  You  are  carving  $50  billion,  two  new  enti- 
tlements that  are  not  basically  paid  for,  and  so  what  you  do  is  push 
people  out  of  Medicare,  something  they  know  today  and  have  paid 
for  and  the  premiums  are  set  into  a  program  of  benefits  that  they 
are  going  to  have  to  buy  into  if  they  want  real  health  care  in  the 
future.  We,  in  our  program,  really  don't  address  that. 

We  think  that  Medicare  is  something  that  seniors  have  today 
and  they  are  comfortable  with  it  and  we  don't  change  that.  But  we 
want  to  put  the  same  cost  constraints  all  health  care  across  the 
board  and  try  to  hold  down  those  rising  Medicare  costs,  because  we 
think  that  they  will  respond  to  the  market  forces  as  well  as  every- 
thing else  in  the  private  sector. 

We  would  like  to  keep  this  in  the  private  sector  as  much  as  pos- 
sible. But  clearly  in  the  President's  bill  you  carve  out  the  funding 
for  Medicare  and  what  you  end  up  with  are  the  people  who  are  pro- 
viders who  get  less,  have  less,  and  ultimately  offer  less,  and  that 
is  the  real  fear  with  the  President's  program,  and  seniors. 

Mr.  Moorhead.  Under  our  bill,  are  there  people  that  will  not  be 
covered  or  is  there  something  provided  for  each — some  kind  of 
health  care  provided  for  every  American? 

Mr.  Michel.  In  the  lower  income — one  of  the  ironies  of  the  cur- 
rent system  that  you  have  low  income  working  people  getting  less 
than  people  on  straight  Medicaid.  That  is  a  real  irony. 

We  recognize  that  these  people  in  this  strata  ought  to  be  espe- 
cially taken  care  of  by  way  of  giving  the  States,  for  example,  an  op- 
portunity to  opt  for  200  percent  poverty  level  and  then  buy  in  vol- 
untarily into  an  insurance  program  that  would  cover  them  all  with 
some  of  the  basic  benefits.  So  I  think  from  that  standpoint,  it  has 
always  been  a  problem  area  for  us. 

And  I  tell  you,  again,  last  night  the  Governors  were  very  appre- 
hensive and  you  think  all  the  problems  of  Medicaid  and  our  being 
taken  to  the  cleaners  by  the  States  themselves  when  they  didn't 
think  we  should  have  been  at  the  Federal  level  because  it  is  a 
shared  role  and  responsibility. 

When  they  look  at  what  we  might  be  doing  here  by  taking  away, 
when  they  hear  the  President  say  we  are  going  to  finance  this  all 
with  Medicare  and  Medicaid.  That  leaves  a  void.  And  it  has  got  to 
be  filled  and  those  Governors  out  there  say  we  are  the  ones  eventu- 
ally who  have  got  to  address  this  problem  at  that  local  level.  And 
they  have  real  apprehension  about  it. 

Mr.  Hastert.  If  I  could  just  add  to  that,  Mr.  Chairman.  One  of 
the  real  problems  when  you  get  down  to  it,  in  Illinois  a  family  of 
five  on  AFDC  basically  gets  their  health  care  in  an  emergency 
room.  The  average  cost  in  Illinois  is  $15,000  a  year  to  take  care  of 
that  family  of  five  because  every  time  a  kid  has  a  sniffle  or  the  flu 
or  bronchitis,  they  don't  go  to  the  doctor's  office  because  they  can't 
get  into  a  doctor's  office.  We  need  to  get  those  people  primary  care, 
preventive  medicine  at  a  lower  cost;  and  we  need  to  have  the  incen- 
tives to  redirect  those  dollars  to  make  sure  that  those  people  get 
good  care  instead  of  when  they  are  really  sick  in  an  emergency 
room  and  we  think  we  have  those  strategies  to  do  that. 

Mr.  Waxman.  Well,  I  thank  you  very  much  for  a  presentation  of 
your  bill. 
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Mr.  Michel.  Thank  you,  Mr.  Chairman,  for  your  time  and  that 
of  the  subcommittee. 

Mr.  Waxman.  Our  next  panel  includes  Mary  M.  McGeein,  vice 
president,  National  Council  of  Community  Hospitals;  George  J. 
Pantos,  Washington  Counsel  to  the  Self  Insurance  Institute  of 
America;  and  Harry  Sullivan,  senior  vice  president  for  public  af- 
fairs and  general  counsel  to  the  Food  Marketing  Institute. 

We  welcome  you  to  our  hearing  today. 

Without  objection,  your  prepared  statements  will  be  placed  in  the 
record  in  full.  We  would  like  to  ask  if  you  would  limit  your  oral 
presentation  to  no  more  than  5  minutes.  We  have  to  be  quite  strict 
about  the  5-minute  rule  in  order  to  be  fair  to  all  the  witnesses. 

Ms.  McGeein,  why  don't  we  start  with  you? 

STATEMENTS  OF  MARTY  McGEEIN,  VICE  PRESIDENT,  NA- 
TIONAL COUNCIL  OF  COMMUNITY  HOSPITALS;  GEORGE 
PANTOS,  WASHINGTON  COUNCIL,  SELF-INSURANCE  INSTI- 
TUTE OF  AMERICA;  AND  HARRY  SULLP7AN,  SENIOR  VICE 
PRESDDENT,  FOOD  MARKETING  INSTITUTE 

Ms.  McGeein.  I  understand  my  time  is  limited,  so  I  will  talk 
rapidly. 

Thank  you  for  the  opportunity  to  testify  before  you  today. 

As  you  have  said,  NCCH  is  a  membership  organization  that  rep- 
resents the  interests  of  the  not-for-profit,  community-based  hos- 
pitals, their  patients  and  the  communities  they  serve.  This  year  is 
the  20th  anniversary  of  NCCH — and  this  is  only  relevant  if  you  un- 
derstand that  NCCH  was  founded  as  a  result  of  hospitals'  experi- 
ence with  previous  efforts  to  impose  wage  and  price  controls  on  the 
health  care  system. 

NCCH,  since  its  creation,  has  emphasized  the  need  for  meaning- 
ful and  effective  reform  of  the  health  care  system.  We  are  not  new- 
comers to  this  task,  to  its  complexities,  its  pitfalls  and  its  unin- 
tended consequences. 

In  particular,  we  have  repeatedly  stressed  that  meaningful 
health  care  reform,  reform  that  will  change  health  care  for  the  bet- 
ter, is  local  and  must  proceed  from  the  bottom  up.  Communities  as 
a  whole  must  be  given  the  power,  the  authority  and  the  incentives 
to  work  together  to  develop  delivery  mechanisms  and  systems  that 
will  most  efficiently  and  effectively  provide  care  to  all  members  of 
the  community.  Government  help  is  necessary.  Government  control 
is  not. 

For  years  people  have  come  before  you  and  this  committee  to  tell 
you  how  best  to  solve  discrete  health  care  problems  facing  various 
populations.  These  problems  are  oftentimes  solved  with  programs 
that,  though  well-meaning,  never  address  the  system  as  a  whole 
because  the  system  is  exactly  that.  It  is  a  system.  And  changing 
a  single  piece  of  it  creates  a  cascade  of  complex  and  often  unpre- 
dictable changes  throughout  the  entire  system. 

Single,  targeted  programs  have  given  us  nurse  practitioners  in 
the  Mississippi  Delta  who  receive  a  higher  rate  of  reimbursement 
for  office  visits  than  do  doctors  of  medicine  and  osteopathy.  It  has 
given  a  system  in  which  poor  women  go  to  two,  three,  four  or  more 
places  to  receive  their  health  care — with  each  place  taking  a  part 
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of  the  single  problem.  It  has  given  us  Medicaid  mills,  unfortu- 
nately. 

In  each  of  these  instances,  programs  were  designed  at  the  Fed- 
eral level  in  a  one-size-fits-all  format.  While  solving  those  prob- 
lems, we  created  others.  If  we  are  going  to  have  true  health  care 
reform,  we  need  to  recognize  regional  and  local  diversity,  and  we 
need  to  recognize  that,  for  a  majority  of  the  United  States  popu- 
lation, the  system  is  working  well. 

President  Clinton  has  had  the  foresight,  the  passion  and  the 
pure  courage  to  set  reform  in  motion,  and  we  sincerely  commend 
him  for  this.  NCCH  believes  that  reform  is  a  process.  It  occurs  in 
steps  or  stages  over  time.  The  reformed  system  is  not  the  goal.  The 
measurable  improvement  in  the  community's  health  is  the  real 
goal.  That  is  the  one  we  should  hope  to  achieve. 

Reform  requires  community  innovation  and  creativity.  Most  im- 
portantly, government  financial  assistance  should  not  bring  in  its 
wake  government  control  of  each  community's  health  care  delivery 
system. 

We  are  pleased  with  the  path  which  is  taken  by  H.R.  3080.  The 
Affordable  Health  Security  Now  Act  of  1993  starts  us  in  the  right 
direction  by  emphasizing  the  localness  of  our  current  system  while 
beginning  to  work  on  fixing  its  multitudinous  problems.  We  must 
go  further,  but  it  is  an  excellent  beginning  and  an  excellent  base. 

The  approach  taken  by  H.R.  3080  builds  upon  the  current  system 
and  makes  it  possible  for  more  people  to  participate  in  it  and  the 
system  itself  to  make  the  changes  necessary  for  improvement  of 
health.  We  believe  it  would  be  totally  wrong,  as  a  starting  point, 
to  change  the  entire  system  for  all  Americans  to  cover  the  unin- 
sured. 

Our  patients  and  communities  are  best  served  by  a  system  that 
encourages  insurers  and  providers  to  compete  on  a  basis  of  quality 
and  price,  a  system  that  encourages  local  innovation  and  collabora- 
tion. H.R.  3080  guarantees  that  individuals  will  be  able  to  get  in- 
surance regardless  of  health  status  and  will  be  able  to  take  it  with 
them  when  they  change  jobs.  It  absolutely  releases  the  lock  of  job 
lock. 

These  are  essential  reforms,  and  we  are  pleased  to  endorse  them. 
The  bill  begins  the  process  of  extending  coverage  on  a  step-by-step, 
realistic  basis.  This  is  necessary  to  reach  our  goal  of  universal  ac- 
cess to  resources  and  to  care  that  will  improve  the  health  of  all. 
For  we  must  reach  this  goal,  but  we  must  do  it  in  a  way  that  is 
cost-effective  and  delivers  improvement  in  health,  not  in  more 
health  care. 

The  administration's  bill,  on  the  other  hand,  would  severely  re- 
strict the  role  of  private  markets  and  turn  allocation  decisions  over 
to  our  government.  We  must  remember  that  reform  is  empowering 
and  encouraging  each  health  care  delivery  system,  not  constraining 
it.  The  government  should  not  be  making  a  political  decision  on 
how  much  money  should  be  spent  on  health  care.  That  is  up  to  the 
people.  The  role  of  government  is  to  ensure  that  the  market  is  effi- 
cient. 

Shall  I  continue  or  shall  I  stop? 

Mr.  Waxman.  Do  you  want  to  make  a  concluding  statement? 
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Ms.  McGeein.  Yes.  We  support  H.R.  3080  as  an  efficient  first 
step.  We,  obviously,  would  like  to  see  total  control  of  the  health 
care  system  at  the  local  level.  We  won't  get  that,  but  we  certainly 
are  appreciative  that  our  time  has  finally  come  for  reform. 

I  thank  you  for  your  time. 

Mr.  Waxman.  Thank  you  very  much  for  your  testimony. 

[The  prepared  statement  of  Ms.  McGeein  follows:] 
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TESTIMONY  OF 
THE  NATIONAL  COUNCIL  OF  COMMUNITY  HOSPITALS 

Thank  you  for  the  opportunity  to  testify  before  you  today. 
I  am  Marty  McGeein,  Vice  President  of  the  National  Council  of 
Community  Hospitals.   I  am  also  a  nurse  with  special  interest  in 
maternal  and  child  health,  a  mother,  and  a  very  concerned 
citizen.   Concerned  because  reforming  the  health  care  system  is 
not  a  trivial  matter  and  should  be  undertaken  with  only  the  best 
interests  of  the  nation  at  heart. 

NCCH  is  a  membership  organization  that  represents  the 
interests  of  not-for-profit  community  hospitals  and  the  patients 
and  communities  they  serve.   This  year  is  the  20-year  anniversary 
of  NCCH.   This  is  relevant  when  you  understand  that  NCCH  was 
initially  founded  as  a  result  of  hospitals'  experience  with  a 
previous  effort  to  impose  wage  and  price  controls  on  the  health 
care  system.   NCCH  was  created  by  innovative  leaders  in  the 
health  care  field  who  sought  to  find  a  better  way  to  reform. 

NCCH  has,  since  its  creation,  emphasized  the  need  for 
meaningful  and  effective  reform  of  the  health  care  delivery 
system.   We  have  worked  with  Congress  on  reform  proposals  for 
most  of  our  20-year  history.   We  are  not  newcomers  to  the  task, 
to  its  complexities,  pitfalls,  and  unintended  consequences. 

In  particular,  we  have  repeatedly  stressed  that  meaningful 
health  care  reform — reform  that  will  change  health  care  for  the 
better — is  local  and  must  proceed  from  the  bottom  up. 
Communities  as  a  whole  must  be  given  the  power,  the  authority, 
and  the  incentives  to  work  together  to  innovatively  develop 
delivery  mechanisms  and  systems  that  will  most  efficiently  and 
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effectively  provide  care  to  all  members  of  the  community. 
Government  help  is  necessary;  government  control  is  not. 

For  years  people  have  come  before  this  committee  to  tell 
you  how  best  to  solve  discrete  health  care  problems  facing 
various  populations.   These  problems  were  often  "solved"  with 
single,  targeted  programs  that  never  addressed  the  system  as  a 
whole.   But  the  health  care  system  truly  is  just  that — a  system — 
and  changing  a  single  piece  of  it  creates  a  cascade  of  complex 
and  often  unpredictable  changes  throughout  the  entire  system. 

Single,  targeted  programs  have  given  us  nurse  practitioners 
in  the  Mississippi  Delta  who  receive  a  higher  rate  of 
reimbursement  for  office  visits  than  do  doctors  of  medicine;  it 
has  given  us  a  system  in  which  poor  women  go  to  two,  three,  or 
four  places  for  their  health  care — with  each  place  taking  care 
only  of  a  single  problem;  and  it  has  given  us  Medicaid  mills. 

In  each  of  these  instances,  programs  were  designed  at  the 
federal  level  in  a  one-size-fits-all  format.   While  solving  some 
problems,  we  created  others.   If  we  are  going  to  have  true  health 
care  system  reform,  we  need  to  recognize  regional  and  local 
diversity,  and  we  need  to  recognize  that  for  a  majority  of  the 
United  States  population  the  system  is  working  well. 

Do  we  have  a  crisis  in  the  health  care  system?   We  submit 
this  is  the  wrong  question  and  produces  a  wrong  answer — whatever 
answer  is  given.   A  "crisis"  produces  a  reform  "solution."   What 
is  needed  is  not  a  reform  solution — for  a  "solution"  is  not  the 
answer.   What  is  needed  is  a  reform  path — a  reform  process.   That 


NATIONAL  COUNCIL  Of  COMMUNITY  HOSPITALS 


720 


process  recognizes  certain  principles.   That  process  recognizes 
present  strengths  and  builds  on  principles  and  strengths  over 
time.   The  President  has  had  the  foresight  and  the  passion  to  set 
reform  in  motion.   We  must  choose  the  right  principles  and  the 
right  path. 

NCCH  believes  that  reform  is  a  process  that  occurs  in  steps 
or  stages  over  time.   A  reformed  system  is  not  the  goal.   The 
measurable  improvement  in  the  people's  health  in  each  community 
is  the  real  goal.   For  that  is  the  outcome  we  truly  want  and 
need. 

In  particular,  NCCH  believes  that  it  is  critical  that  the 
economic  and  regulatory  barriers  that  already  prevent  health  care 
providers  and  patients  from  coming  together  and  developing 
methods  of  providing  care  more  efficiently  should  not  be  built 
even  higher.   They  should  and  must  be  broken  down.   The  need  for 
health  care  reform  should  not  be  translated  into  the  too-easy 
assumption  that  reform  reguires  more  government  regulation. 

Reform  reguires  community  initiative  and  innovation.   It 
reguires  restructuring  the  delivery  and  financing  system  to 
permit  private  innovation  to  take  hold  community  by  community, 
and  in  their  way  to  developing  the  most  cost-effective,  consumer- 
responsive  health  care  system  possible.   Most  importantly, 
government  financial  assistance  should  not  bring  in  its  wake 
government  control  of  each  community's  health  care  delivery 
system  either  directly  or  indirectly.   Just  as  the  late  former 
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Speaker  often  said  that  all  politics  is  local — so,  all  health 
care  is  local.   The  path  of  reform  must  lead  from  this  principle. 

With  this  background,  let  me  say  that  we  are  pleased  that 
health  care  reform  is  being  seriously  considered,  and  we  commend 
the  President  for  this.   At  the  same  time  we  are  pleased  with  the 
path  which  is  taken  by  H.R.3080.   The  Affordable  Health  Care  Now 
Act  of  1993  starts  us  in  the  right  direction  by  emphasizing  the 
localness  of  our  current  system,  while  beginning  the  work  of 
fixing  its  problems.   We  must  go  further  but  it  is  an  excellent 
beginning  and  base. 

The  bill  correctly  rejects  the  idea  that  the  government 
should  be  the  allocator  of  resources  committed  to  the  health  care 
delivery  system  and  should  control  its  many  and  multi-faceted 
components.   Our  patients  and  our  communities  are  best  served  by 
a  system  that  encourages  insurers  and  providers  to  compete  on  the 
basis  of  quality  and  price,  a  system  that  encourages  local 
innovation  and  collaboration. 

The  bill  guarantees  that  the  individuals  will  be  able  to 
get  insurance  regardless  of  health  status,  and  will  be  able  to 
take  it  with  them  when  they  change  jobs.   It  releases  the  job 
lock.   These  are  essential  reform  and  we  are  pleased  to  endorse 
them. 

By  these  reforms  and  limits  in  premium  increases  in  the 
small  employer  market,  the  bill  would  make  insurance  more 
available  and  make  it  easier  for  everyone  to  obtain  insurance. 
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The  bill  does  not  ensure  that  everybody  will  avail 
themselves  of  this  opportunity  or  indeed  that  they  can,  but  the 
important  point  is  that  it  begins  the  process  of  extending 
coverage  on  a  step-by-step,  realistic  basis.   This  is  necessary 
to  reach  our  goal  of  universal  access  to  resources  and  to  care 
that  will  improve  the  health  of  all  those  who  live  in  this 
country,  community  by  community.   After  reforms  such  as  those 
made  by  H.R.3080  have  had  a  chance  to  take  hold,  the  country 
could  determine  to  what  extent  and,  more  importantly,  the  reason 
why  people  still  do  not  have  insurance.   This  would  permit  a 
focused  attack  on  whatever  barriers  remain.   For  we  must  reach 
this  goal,  but  we  must  do  so  in  a  way  that  is  cost  effective  and 
delivers  improvement  in  health,  not  just  more  care. 

The  approach  taken  by  H.R.3080  builds  upon  the  current 
system  and  makes  it  possible  for  more  people  to  participate  in  it 
and  for  the  system  itself  to  change  to  make  the  improvement  of 
health  its  goal.   We  believe  it  would  be  totally  wrong  as  a 
starting  point  to  change  the  entire  system  for  all  Americans  in 
order  to  cover  the  uninsured.   The  answer  for  covering  the 
uninsured  is  changes  in  the  way  insurance  works,  an  honest  tax, 
changes  in  each  local  delivery  system  and  vouchers  to  make  it 
possible  for  the  uninsured  to  participate  iri  the  system  with 
dignity  and  choice  as  others  do. 

The  Administration's  bill  would  severely  restrict  the  role 
of  the  private  market  and  turn  allocation  decisions  over  to 
governments.   It  would  employ  a  variety  of  mechanisms  that  would 
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bureaucratize  and  politicize  the  health  care  delivery  system. 
Very  personal  and  individual  decisions  would  be  made  by  members 
of  a  federal  board,  a  state-controlled  regional  health  alliance, 
and  by  state  government.   It  does  not  take  1,364  pages  to  set  the 
path  of  reform.   And  reform  is  not  an  all-seeing,  all- 
encompassing  blueprint  in  infinite  detail.   Reform  is  empowering 
and  encouraging  each  health  care  delivery  system,  not 
constraining  it. 

Equally  important,  the  Administration's  bill  would — to  an 
absolutely  unprecedented  degree — criminalize  the  health  care 
field  by  creating  a  whole  panoply  of  "federal  health  care 
offenses."   Reform  will  not  happen  if  people  who  are  delivering 
personal  health  care  services  and  their  patients  are  thought  of 
and  treated  as  criminals. 

The  Administration  bill  would  also  impose  price  controls  on 
insurers,  drug  companies,  and  f ee-for-service  providers. 

The  premium  caps  are  designed  to  effect  an  immediate  and 
unrealistic  reversal  of  long-term  trends  in  health  care  costs. 
It  is  our  belief  and  experience  that  this  will  require  rationing 
of  services  to  the  elderly,  as  well  as  to  all  others,  as  plans 
shift  the  onus  down  to  hospitals  and  doctors.   Our  organization 
has  been  here  before. 

Controls  will  scare  capital  away  from  the  health  care 
field,  make  it  impossible  to  make  the  changes  in  the  system  that 
are  needed,  and  thus  deprive  people  of  new  technologies.   Any 
short-term  cost  benefits  will  produce  long-term  nightmares. 


NATIONAL  COUNCIL  OF  COMMUNITY  HOSPITALS 


724 


The  government  should  not  make  a  political  decision  on  how 
much  money  should  be  spent  for  health  care.   That  is  up  to  the 
people.   The  role  of  government  is  to  ensure  that  the  market  is 
efficient  and  that  the  people  can  make  the  decision  on 
economically  unbiased  factors. 

H.R.3080  addresses  forthrightly  another  important  component 
of  cost  containment,  malpractice. 

Reform  requires  immediate  changes  in  the  medical 
malpractice  system.   We  have  not  considered  the  restraints  of 
managed  care  on  patients'  demands  nor  have  we  considered  the 
determinations  made  by  the  courts.   These  pressures  are  a 
critical  component  of  the  increase  in  health  care  costs. 
Malpractice  reform  must  include  guidelines  for  care  that  would 
protect  providers  from  suit  as  long  as  such  guidelines  are 
followed,  and  permit  them  to  deviate  where  professional  judgment 
believes  that  is  appropriate.   Guidelines  will  take  time,  effort 
and  experimentation,  but  they  are  on  the  right  reform  path. 

We  support  the  focus  in  H.R.3080  on  developing  alternatives 
to  litigation  by  encouraging  Alternative  Dispute  Resolution  (ADR) 
systems.   We  would  suggest  two  ways  it  could  be  strengthened. 
The  bill's  ADR  measures,  in  large  part,  would  not  reduce 
litigation;  they  would  just  add  a  new  forum  that  must  be 
exhausted  before  litigation,  increasing  the  cost  to  the  health 
care  system  as  well  as  increasing  the  delay  inherent  in 
litigation.   A  claimant  who  loses  in  the  ADR  phase  is  not  likely 
to  be  deterred  from  bringing  suit  by  the  possibility  of  paying 
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the  defendant's  attorneys'  fees  if  he  loses  in  court.   The  court 
is  not,  as  a  practical  matter,  likely  to  impose  that  sanction  on 
an  individual.   The  ADR  system  should  be  the  end  of  the  process — 
except  in  very  limited  cases  (such  as  those  in  Federal 
Arbitration  Act) . 

Also,  we  would  suggest  that  the  definition  of  eligible  ADR 
methods  be  amended  to  include  one  that  would  even  more 
dramatically  reduce  the  amount  of  litigation  .  .  .  early  offers.1 
The  early  offers  approach  encourages  potential  defendants  to  step 
forward  to  make  the  first  move  with  offers  in  settlement  of 
claims  for  non-economic  loss  and  encourages  patients  to  accept 
legitimate,  fair  offers.   This  would,  where  there  was  agreement, 
avoid  litigation  entirely.   Much  of  the  expense  of  the 
malpractice  system  is  the  conduct  of  the  litigation  system. 
Steps  should  be  taken  to  reduce  the  amount  of  litigation, 
including  those  conducted  by  ADR,  to  the  extent  possible,  and  at 
the  same  time  provide  guicker  and  fair  payment  to  the  patients. 
We  believe  that  the  early  offers  approach  would  do  so.   The 
Administration  bill  does  include  early  offers  in  its  recitation 
of  ADR  methods  and  this  is  a  part  of  the  Administration  bill 
which  we  support. 

Conclusion 
Reform  is  needed.   But  it  is  complex.   Unanticipated 
conseguences  must  be  avoided.   We  support,  therefore,  reform  that 
fixes  the  problem  of  the  current  system  in  a  careful  manner  and 
does  not  overturn  the  entire  system.   H.R.3080  goes  in  the  right 
direction.   Thank  you  for  giving  us  the  opportunity  to  discuss  it 
with  you. 


'This  approach  was  contained  in  a  bill  offered  by 
Representatives  Richard  Gephardt  and  Henson  Moore  in  the  99th 
Congress.   We  will  gladly  work  with  the  appropriate  committee  on 
this  approach. 
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Mr.  Waxman.  Mr.  Pantos. 

STATEMENT  OF  GEORGE  J.  PANTOS 

Mr.  Pantos.  Thank  you,  Mr.  Chairman. 

I  am  George  Pantos,  Washington  counsel  for  the  Self-Insurance 
Institute  of  America.  On  behalf  of  SIIA,  I  am  pleased  to  offer  com- 
ments today  on  H.R.  3080. 

Like  most  groups,  we  recognize  there  are  problems  with  the  Na- 
tion's health  care  system  and  that  changes  are  needed.  We  believe 
that  all  Americans  should  have  equal  access  to  quality  health  care 
and  that  escalating  health  care  costs  must  be  contained. 

We  agree  with  speakers  on  the  first  panel  that  President  Clinton 
is  correct  to  draw  attention  to  the  Nation's  health  care  problems. 
However,  we  believe  his  health  reform  plan  goes  in  the  wrong  di- 
rection and  goes  too  far  and  would  only  serve  to  exacerbate  the  cur- 
rent health  problems. 

We  believe  the  President's  call  for  more  government  involvement 
in  the  health  marketplace  is  the  wrong  prescription  for  the  prob- 
lems of  soaring  costs  and  limited  access.  Like  the  authors  of  H.R. 
3080,  we  believe  insurance  reforms,  small  employer  reforms,  great- 
er competition,  enhanced  choices,  financial  incentives  rather  than 
mandates,  and  other  market  approaches  are  needed  to  resolve  cur- 
rent health  problems. 

We  support  open  and  free  choice  by  employers  to  fund  employ- 
ment-based health  benefit  plans  through  the  most  economical 
means  possible,  including  traditional  insurance  arrangements,  self- 
funded  plans  or  prepaid  health  maintenance  organizations.  The 
cost  of  the  quality  health  care  should  be  the  responsibility  of  all 
participants  in  the  health  system  including  the  consumers. 

Today,  I  would  like  to  focus  my  remarks  on  certain  aspects  of 
H.R.  3080.  While  not  in  agreement  with  all  aspects  of  H.R.  3080, 
we  welcome  this  proposal  as  a  positive,  constructive  contribution  to 
the  current  health  reform  debate.  The  bill  provides  an  initial  pack- 
age of  proposals  which  will  contribute  to  establishing  a  more  solid 
foundation  for  an  improved  health  system. 

We  believe  that  many  of  the  provisions  in  H.R.  3080  could  and 
should  be  enacted  on  their  own  if  Congress  becomes  bogged  down 
in  the  overall  issue  of  health  care  reform.  We  agree  with  the  bill's 
objectives  that  employers  must  provide  access  to  health  care  cov- 
erage for  employees  and  their  families. 

We  also  believe  the  bill's  small  employer  and  insurance  reform 
goals  will  help  produce  significant  and  much-needed  improvements 
in  the  current  health  care  system.  The  insurance  reform  proposal 
would  eliminate  preexisting  condition  limitations  in  health  plans. 
It  would  require  the  inclusion  of  health  benefit  coverage  regardless 
of  health  condition  and  guarantee  the  renewability  of  health  plan 
coverage. 

These  important  changes,  which  are  widely  supported,  are  need- 
ed to  expand  the  availability  of  health  coverage  to  those  who 
change  jobs  and  protect  those  with  serious  illness  from  health  cov- 
erage loss  or  excessive  increases  in  plan  costs.  The  self-insurance 
community  supports  these  changes  as  applicable  to  both  insured 
and  self-insured  health  plans. 
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H.R.  3080  requires  insurers  who  sell  on  the  small  market  to  offer 
a  standard  health  plan — as  a  matter  of  fact,  three  standard  health 
plans — to  all  companies  who  employ  two  to  50  employees.  This  pro- 
vision moves  in  the  right  direction  because  it  builds  upon  the  cur- 
rent employment-based  system  while  addressing  the  need  to  ex- 
pand access  to  essential  health  care  coverage. 

An  expanded  employment-based  system  of  health  care  coverage 
with  the  employer  as  the  purchaser  of  health  benefits  is  essential 
to  assuring  the  delivery  of  appropriate  quality  health  care  to  all 
working  Americans.  The  administration's  call  for  an  exclusive  sys- 
tem of  health  alliances  under  State  regulatory  authority  would,  for 
all  practical  purposes,  eliminate  virtually  all  employers  from  their 
current  role  in  purchasing  health  benefits  offered  to  their  employ- 
ees. For  this  reason,  we  support  the  approach  in  H.R.  3080  of  ex- 
panding access  of  coverage  through  small  employer  reforms  rather 
than  through  a  system  of  exclusive  health  alliances. 

H.R.  3080  includes  a  provision  made  up  of  Federal  incentives  and 
standards  for  strengthening  multiple  employer  purchasing  groups. 
I  refer  to  the  much-needed  MEWA  reform  provisions  which  would 
effectively  regulate  self-funded  multiple  employer  arrangements, 
allowing  employers  to  continue  active  participation  in  these  health 
care  arrangements. 

While  large-  and  medium-sized  companies  have  been  the  leaders 
in  self-insurance — and,  by  the  way,  I  might  add  that  two  out  of 
three  participants  today  in  group  health  plans  are  covered  by  self- 
insurance — industry  statistics  show  this  to  be  about  56  million  em- 
ployees with  over  100  million  participants,  including  dependents, 
paying  over  a  total  of  $100  billion  in  benefits  in  1991  according  to 
industry  surveys.  This  is  a  very  significant  player  in  the  current 
health  system. 

Thousands  upon  thousands  of  companies  with  fewer  than  50  em- 
ployees today  are  self-funding,  and  more  are  seriously  considering 
this  option.  In  addition,  more  than  5  million  individuals  and  their 
dependents  employed  by  small  firms,  firms  with  less  than  25  em- 
ployees, participate  in  a  variety  of  self-funded,  pooled  health  bene- 
fit arrangements  which  is  sponsored  by  national  trade  associations 
and  other  business  groups.  But  we  believe  this  particular  provision 
is  a  step  in  the  right  direction  in  opening  up  the  door  for  multiple 
arrangements. 

As  for  the  regulatory  system,  we  believe  that  health  reform  and 
cost  reductions  can  only  be  accomplished  through  a  national  frame- 
work, and  we  support  the  approach  that  would  allow  for  uniformity 
in  the  health  care  system  in  order  to  ensure  a  uniform  environment 
for  the  efficient  provisions  of  health  care  services. 

So,  in  conclusion,  Mr.  Chairman,  we  believe  that  H.R.  3080  pro- 
vides a  viable  framework  for  health  care  reform  by  addressing 
many  weaknesses  in  the  current  health  care  system  while  preserv- 
ing and  enhancing  its  strengths,  and  we  believe  that  H.R.  3080 
builds  on  the  present  system  and  will  encourage  more  competition 
as  well  as  more  choices  for  consumers  and  employees  in  selecting 
efficient,  affordable  health  plans. 

Mr.  Waxman.  Thank  you,  Mr.  Pantos. 

[The  prepared  statement  of  Mr.  Pantos  follows:] 
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STATEMENT  OF 
SELF-INSURANCE  INSTITUTE  OF  AMERICA,  INC. 

to  the 

SUBCOMMITTEE  ON  HEALTH  AND  THE  ENVIRONMENT 

ENERGY  AND  COMMERCE  COMMITTEE 

U.S.  HOUSE  OF  REPRESENTATIVES 

February  1,  1994 

Mr.  Chairman,  members  of  the  Subcommittee,  I  am  George  Pantos,  Washington  Counsel 
for  the  Self-Insurance  Institute  of  America,  Inc.  (SIIA).  On  behalf  of  SIIA,  I  am  pleased  to  offer 
comments  on  The  Affordable  Health  Care  Now  Act  (H.R.  3080). 

The  Self-Insurance  Institute  of  America,  Inc.  (SIIA),  is  a  national  trade  association  serving 
the  self-insurance  industry.  SUA  has  over  1500  members  -  representing  over  60  million 
American  workers  -  and  includes  employers,  third-party  administrators,  managing  general 
underwriters,  insurance  companies,  reinsurers  and  others  dedicated  to  the  advancement  of  self- 
insurance.  SUA  is  the  only  U.S.  association  that  represents  firms,  individuals  and  organizations 
which  participate  in  the  broad  spectrum  of  self-insurance,  including  the  self-insurance  of  health 
benefits. 

SUA  recognizes  there  are  problems  with  the  nation's  health  care  system  and  that  changes 
are  needed.  We  believe  that  all  Americans  should  have  equal  access  to  quality  health  care 
services  and  that  escalating  health  care  costs  must  be  contained  if  health  care  is  to  be  made 
affordable  for  all  Americans. 

While  President  Clinton  is  correct  to  draw  attention  to  the  nation's  health  care  problems, 
we  believe  his  health  reform  plan  goes  in  the  wrong  direction  and  would  only  serve  to  exacerbate 
rather  than  to  resolve  many  current  health  problems.  The  President's  call  for  more  government 
involvement  in  the  health  marketplace  is  the  wrong  prescription  for  the  problems  of  soaring  costs 
and  limited  access. 

Insurance  reforms,  small  employer  reforms,  greater  competition,  enhanced  choices, 
financial  incentives  rather  than  mandates,  and  other  private  competitive  market  approaches  are 
needed  to  resolve  current  health  problems. 

SIIA  supports  open  and  free  choice  by  employers  to  fund  employment-based  health  benefit 
plans  through  the  most  economical  means  possible,  including  traditional  insurance  arrangements, 
self-funded  plans,  or  pre-paid  health  maintenance  organizations.  Open  access  to  all  provider 
networks  should  be  made  available  by  employers  who  sponsor  health  plans  for  employees  and 
their  families.  The  cost  of  quality  health  care  should  be  the  responsibility  of  all  participants  in 
the  health  system. 

The  Affordable  Hearth  Care  Now  Act 

Today,  I  would  like  to  focus  my  remarks  on  certain  aspects  of  the  Affordable  Health  Care 
Now  Act  of  1993  (H.R.  3080). 


729 


While  not  in  agreement  with  all  provisions  of  H.R.  3080,  we  welcome  this  proposal  as  a 
positive  contribution  to  the  health  reform  debate.  This  bill  provides  an  initial  package  of 
proposals  which  would  help  to  establish  a  more  sobd  foundation  for  an  improved  health  system. 
Many  of  the  provisions  in  H.R.  3080  could,  and  should,  be  enacted  on  their  own  if  Congress 
becomes  bogged  down  in  the  overall  issue  of  health  care  reform. 

HUBBUB  Reforms:  We  agree  with  the  bill's  objective  that  employers  must  provide 
access  to  health  care  coverage  for  employees  and  their  families.  We  also  believe  the  bill's  small 
employer  and  insurance  reform  goals  will  help  produce  significant  improvements  in  the  current 
health  care  system. 

The  insurance  reform  proposal  would  eliminate  pre-existing  limitations  in  all  plans,  require 
the  inclusion  of  health  '-^nefit  coverage  regardless  of  health  condition,  and  guarantee  reviewability 
of  health  plan  coverage.  These  changes  --  which  are  widely  supported  -  are  needed  to  expand 
the  availability  of  health  coverage  to  those  who  change  jobs,  and  to  protect  those  with  serious 
illness  from  health  coverage  loss  or  excessive  increases  in  plan  costs.  We  believe  these  reforms 
will  dramatically  expand  access  to  the  health  system  for  millions  of  Americans  who  do  not  now 
enjoy  coverage. 

Spipll  Employer  Reforms:  H.R.  3080  would  require  insurers  who  sell  in  the  small  group 
market  to  offer  a  basic  health  plan  to  all  companies  who  employ  2  to  50  employees.  This 
provision  moves  in  the  right  direction  because  it  builds  upon  the  current  employment  based  system 
while  addressing  the  need  to  expand  access  to  essential  health  care  coverage. 

An  expanded  employment-based  system  of  health  care  coverage  with  the  employer  as  the 
purchaser  of  health  benefits  is  essential  to  assuring  the  delivery  of  appropriate,  quality  health  care 
to  all  working  Americans.  We  believe  the  Administration's  call  for  an  exclusive  system  of  health 
alliances  under  state  regulatory  authority  would,  for  all  practical  purposes,  eliminate  virtually  all 
employers  from  their  current  role  in  purchasing  health  benefits  offered  to  their  employees.  The 
ability  of  employers  to  design  and  offer  health  plans  which  meet  the  specific  needs  of  their 
employees  is  essential  to  controlling  costs  and  improving  quality  health  care.  For  this  reason,  we 
support  the  approach  in  H.R.  3080  of  expanding  access  to  coverage  through  small  employer 
reforms. 

Some  proponents  of  small  market  reform  believe  employers  should  not  be  permitted  to 
self-fund  their  health  benefits.  They  believe  that  insured  health  plans  would  be  the  most  efficient 
means  to  extend  coverage  to  the  working  uninsured,  most  of  whom  are  employed  by  small  firms 
(many  with  less  than  25  employees).  SIIA  disagrees  with  this  proposal.  Recent  studies  show  that 
more  than  two-thirds  of  all  employees  covered  by  private  health  plans  receive  their  benefits  from 
self-insured  health  plans.  Employers  of  all  sizes  who  self-insure  benefits  for  their  employees  and 
their  families  are  doing  so  to  reduce  costs  and  gain  more  flexibility  in  designing  and  administering 
health  benefit  programs.  In  sum,  there  is  no  demonstrated  need  or  justification  for  prohibiting 
employers,  regardless  of  size,  who  choose  to  self-fund  their  health  benefits  from  doing  so. 
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MEWA  Reform:  We  applaud  the  inclusion  in  H.R.  3080  of  federal  incentives  and  standards  for 
strengthening  multiple-employer  purchasing  groups.  I  refer  to  the  much  needed  multiple-employer 
welfare  arrangement  (MEWA)  reform  provisions  which  would  effectively  regulate  self-funded 
MEWAs,  allowing  employers  to  continue  participation  in  these  health  care  arrangements. 

While  large  and  medium  sized  companies  have  been  the  leaders  in  self-insurance,  many 
companies  with  far  fewer  employees  also  self-insure  their  individual  health  plans.  Thousands 
upon  thousands  of  companies  with  fewer  than  SO  employees  are  self-funding  and  more  are 
seriously  considering  this  option.  In  addition,  more  than  5  million  individuals  and  their 
dependents  employed  by  small  firms  (less  than  25  employees)  participate  in  a  variety  of  self- 
funded  pooled  health  benefit  arrangements  which  are  sponsored  by  national  trade  associations  and 
other  business  groups.  A  recent  Department  of  Labor  report  noted  that  MEWAs  lower  adminis- 
trative costs  and  help  expand  health  coverage  for  smaller  firms. 

Any  reformed  health  care  system  should  utilize  the  experience  of  qualified  associations  and 
include  industry  and  employer  group  pooling  as  a  means  of  organizing  the  private  sector  consumer 
market.  This  provision  recognizes  that  MEWAs  are  a  viable  option  in  providing  health  benefits 
for  employers  within  such  a  pooled  purchasing  framework.  Thousands  of  businesses  will  be  able 
to  continue  providing  affordable  health  coverage  to  employees  and  their  families  if  the  MEWA 
reform  provision  is  adopted. 

Other  Reforms 

Other  reforms  included  in  H.R.  3080  which  merit  support  include: 

1.  Malpractice  -  SIIA  supports  effective  malpractice  reforms,  including  requiring 
binding  arbitration  between  consumers  and  health  care  providers.  We  also  support  the 
imposition  of  sanctions  against  those  who  present  fraudulent  or  frivolous  claims. 

2.  Administration  Simplification  -  SUA  supports  standardized  claim  forms  and 
procedures  for  administering  claims  and  outcome  analysis  for  both  private  and  public 
health  benefit  plans.  Cost  shifting  by  federal  and  state  governments  and  duplication  of 
benefits  should  be  eliminated. 

3.  Fraud  and  Abuse  -  SUA  supports  criminal  penalties  for  health  care  fraud  and  the 
imposition  of  sanctions  for  over-utilization  of  medical  services. 

Regulatory  Framework 

As  for  the  health  reform  regulatory  system,  we  believe  that  health  reform  and  cost 
reductions  can  only  be  accomplished  through  a  national  framework  that  preempts  state  laws, 
including  mandated  benefits  laws  and  taxes.  The  federal  government  must  have  exclusive 
authority  over  reform  of  the  health  care  system  in  order  to  ensure  a  uniform  environment  for  the 
efficient  provision  of  health  care  coverage. 
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Nationally  uniform  rules  establishing  a  health  care  market  based  on  competitive  forces  is 
essential  to  the  private  sector's  ability  to  cut  costs  and  improve  quality.  In  particular,  uniform 
rules  are  critical  to  the  ability  of  multi-state  employers  to  efficiently  administer  health  benefit 
plans.  Allowing  states  to  vary  health  rules  governing  small  employers  -  the  largest  percentage 
of  the  market  --  creates  as  .any  problems  as  allowing  states  to  regulate  large  multi-state  employer 
plans.  Unless  there  is  federal  uniformity,  state  rules  governing  the  largest  segment  of  the  market 
are  likely  eventually  to  impact  the  rules  governing  large  multi-state  employers.  For  these  reasons, 
we  urge  this  Subcommittee  to  support  a  federally  regulated  system. 

Conclusion 

We  believe  that  H.R.  3080  provides  a  viable  framework  for  health  care  reform  by 
addressing  many  weaknesses  in  the  current  health  system  while  preserving  and  enhancing  its 
strengths.  The  great  majority  of  all  Americans  have  health  care  coverage,  most  of  whom  are 
covered  through  their  employers.  The  type  of  untested  managed  competition  system  proposed  by 
the  Administration  and  others  is  not  a  proven  panacea  for  solving  the  nation's  health  care 
problems,  and  would  only  serve  to  disrupt  the  present  system.  Any  health  reform  can  be 
accomplished  only  through  a  national  framework  that  preempts  any  and  all  state  laws  as  necessary 
to  assure  uniformity  and  consistency  in  the  rules  that  apply  to  health  benefit  plans.  We  believe 
that  H.R.  3080  builds  on  the  present  system  and  will  encourage  more  competition,  as  well  as 
more  choices  for  consumers  and  employers  in  selecting  efficient,  affordable  health  plans. 

SUA  would  be  pleased  to  work  with  the  Subcommittee  to  share  information  about  how 
H.R.  3080  could  be  developed  further  to  address  your  concerns  and  ours. 


Respectfully  Submitted, 


SELF-INSURANCE  INSTITUTE  OF  AMERICA,  INC. 

George  J.  Pantos 
Washington  Counsel 

James  A.  Kinder 
Executive  Vice  President 
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Mr.  Waxman.  Mr.  Sullivan. 

STATEMENT  OF  HENRY  SULLIVAN 

Mr.  Sullivan.  Thank  you,  Mr.  Chairman. 

The  Food  Marketing  Institute  appreciates  this  opportunity  to 
share  our  views  on  health  care  reform,  especially  H.R.  3080,  the  Af- 
fordable Health  Care  Now  Act  of  1993. 

The  food  distribution  industry  employs  close  to  4  million  Ameri- 
cans. Nearly  all — 97  percent — of  FMI's  members  offer  health  care 
insurance  to  their  full-time  and  long-term  employees.  Our  industry 
does  employ  many  part-timers.  The  typical  supermarket  employs 
more  than  50  part-timers.  New  larger  stores  employ  well  over  100 
part-timers.  Most  of  these  are  entry-level  positions  filled  by  young- 
er individuals  gaining  job  experience. 

The  cost  of  providing  health  care  insurance  to  50  part-timers  in 
a  typical  store — those  50  part-timers — under  any  scenario  exceeds 
$100,000  per  store.  Clearly,  this  is  a  huge  cost  for  an  industry  with 
a  bottom  line  of  0.5  of  1  cent  on  sales.  In  1993,  the  year  ending 
in  March,  it  was  0.49  of  a  cent  of  profit. 

Our  member  companies,  in  cooperation  with  their  associates, 
have  developed  a  variety  of  successful,  innovative  approaches  to 
control  costs  and  improve  access  to  health  care  services  including 
managed  care,  wellness  programs,  utilization  review,  as  well  as  caf- 
eteria plans. 

FMI  believe  that  our  health  care  system  has  serious  problems 
that  need  to  be  addressed.  For  a  number  of  years  we  have  been  ac- 
tively seeking  reforms  designed  to  control  costs  and  to  expand  ac- 
cess to  care,  building  on  the  strengths  of  our  current  system.  At  the 
same  time,  we  have  opposed  plans  such  at  the  current  Health  Se- 
curity Act  that  would  radically  restructure  our  health  care  system 
and  create  new  and  more  severe  problems  than  currently  exist. 

H.R.  3080  adopts  a  series  of  important  reforms  strongly  sup- 
ported by  FMI.  These  include  creation  of  voluntary  insurance  pur- 
chasing groups;  basic  affordable  benefits  packages;  insurance  re- 
forms, including  preexisting  conditions  and  portability;  a  100  per- 
cent deduction  for  all  employers,  including  the  self-employed  and 
individuals;  preemption  of  State  benefit  mandates  and  anti-man- 
aged care  laws;  reform  of  medical  malpractice  laws;  administrative 
and  paper  reform;  and  subsidies  for  the  low  income  and  near  poor. 

We  believe  that  a  consensus  exists  in  the  Nation  and  in  the  Con- 
gress for  an  enactment  of  these  provisions.  A  number  of  other  bills 
have  been  introduced  that  include  variations  on  the  common 
themes.  Indeed,  the  administration's  plan  includes  many  of  these 
ideas. 

We  strongly  urge  that  these  important  reforms  be  enacted  now 
so  that  the  problems  that  do  exist  in  our  health  care  system  can 
begin  to  be  addressed.  Moreover,  we  urge  the  Congress  to  reject 
any  plan  that  calls  for  huge  new  government  bureaucracies,  adding 
new  costs  for  small  businesses  and  food  retailers  and  their  employ- 
ees, thereby  stifling  the  major  source  of  job  creation  in  our  econ- 
omy. 
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The  provisions  in  H.R.  3080,  on  the  other  hand,  will  go  a  long 
way  to  address  our  health  care  needs  without  damaging  our  econ- 
omy. FMI  strongly  supports  these  alternative  approaches. 

Thank  you,  Mr.  Chairman  and  members  of  the  subcommittee. 

Mr.  Waxman.  Thank  you  very  much. 

[The  prepared  statement  of  Mr.  Sullivan  follows:] 


RO.ORA  _  Q/1 
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STATEMENT 

OF  THE 

FOOD  MARKETING  INSTITUTE 

THE  FOOD  MARKETING  INSTITUTE  (FMI)  APPRECIATES  THIS  OPPORTUNITY 
TO  SHARE  OUR  VIEWS  ON  HEALTH  CARE  REFORM,  ESPECIALLY  H.R.  3080,  THE 
AFFORDABLE  HEALTH  CARE  NOW  ACT  OF  1993. 

FMI  IS  A  NONPROFIT  ASSOCIATION  CONDUCTING  PROGRAMS  IN 
RESEARCH,  EDUCATION.  INDUSTRY  RELATIONS  AND  PUBLIC  AFFAIRS  ON 
BEHALF  OF  ITS  1,500  MEMBERS  —  FOOD  RETAILERS  AND  WHOLESALERS  AND 
THEIR  CUSTOMERS  IN  THE  UNITED  STATES  AND  AROUND  THE  WORLD.  FMI'S 
DOMESTIC  MEMBER  COMPANIES  OPERATE  APPROXIMATELY  19,000  RETAIL  FOOD 
STORES  WITH  A  COMBINED  ANNUAL  SALES  VOLUME  OF  $190  BILLION  —  MORE 
THAN  HALF  OF  ALL  GROCERY  STORE  SALES  IN  THE  UNITED  STATES.  FMI'S 
RETAIL  MEMBERSHIP  IS  COMPOSED  OF  LARGE  MULTI-STORE  CHAINS,  SMALL 
REGIONAL  FIRMS  AND  INDEPENDENT  SUPERMARKETS. 

THE  FOOD  DISTRIBUTION  INDUSTRY  EMPLOYS  CLOSE  TO  4  MILLION 
AMERICANS.  NEARLY  ALL  (97%)  OF  FMI'S  MEMBERS  OFFER  HEALTH  CARE 
INSURANCE  TO  THEIR  FULL-TIME  AND  LONG-TERM  EMPLOYEES.  OUR  INDUSTRY 
DOES  EMPLOY  MANY  PART-TIMERS.  THE  TYPICAL  SUPERMARKET  EMPLOYS 
MORE  THAN  50  PART-TIMERS.  NEW,  LARGER  STORES  EMPLOY  WELL  OVER  100 
PART-TIMERS.  MOST  OF  THESE  ARE  ENTRY-LEVEL  POSITIONS,  FILLED  BY 
YOUNGER  INDIVIDUALS  GAINING  JOB  EXPERIENCE.  THE  COST  OF  PROVIDING 
HEALTH  INSURANCE  TO  50  PART-TIMERS  IN  A  TYPICAL  STORE.  UNDER  ANY 
SCENARIO,  EXCEEDS  $100,000  PER  STORE.  CLEARLY.  THIS  IS  A  HUGE  COST  FOR 
AN  INDUSTRY  WITH  A  BOTTOM  LINE  OF  ONE-HALF  OF  ONE  CENT  (.49  FOR  THE 
FISCAL  YEAR  ENDING  MARCH.  1993)  OF  PROFIT  FOR  EVERY  DOLLAR  OF  SALES. 
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OUR  MEMBER  COMPANIES,  IN  COOPERATION  WITH  THEIR  ASSOCIATES, 
HAVE  DEVELOPED  A  VARIETY  OF  SUCCESSFUL,  INNOVATIVE  APPROACHES  TO 
CONTROL  COSTS  AND  IMPROVE  ACCESS  TO  HEALTH  CARE  SERVICES.  BUT 
INDIVIDUAL  COMPANIES  CAN  ONLY  DO  SO  MUCH. 

THE  FOOD  MARKETING  INSTITUTE  BELIEVES  THAT  OUR  HEALTH  CARE 
SYSTEM  HAS  SERIOUS  PROBLEMS  THAT  NEED  TO  BE  ADDRESSED.  FOR  A 
NUMBER  OF  YEARS  WE  HAVE  ACTIVELY  SOUGHT  REFORMS  DESIGNED  TO 
CONTROL  COSTS  AND  EXPAND  ACCESS  TO  CARE,  BUILDING  ON  THE  STRENGTHS 
OF  OUR  CURRENT  SYSTEM.  AT  THE  SAME  TIME  WE  OPPOSE  PLANS  SUCH  AS  THE 
CURRENT  HEALTH  SECURITY  ACT  THAT  WOULD  RADICALLY  RESTRUCTURE  OUR 
HEALTH  CARE  SYSTEM  AND  CREATE  NEW  AND  MORE  SEVERE  PROBLEMS  THAN 
CURRENTLY  EXIST. 

THE  AFFORDABLE  HEALTH  CARE  NOW  ACT  OF  1993  ADOPTS  A  SERIES  OF 
IMPORTANT  REFORMS  STRONGLY  SUPPORTED  BY  FMI.  THESE  INCLUDE: 

•  CREATION  OF  VOLUNTARY  INSTANCE  PURCHASING  GROUPS  TO  HELP 
SMALLER  BUSINESSES  AND  UNINSURED  INDIVIDUALS  BUY  INSURANCE  AT 
AFFORDABLE  RATES.  EXISTING  REGULATORY  BARRIERS  PREVENTING 
GROUPS  OF  EMPLOYERS  FROM  JOINING  TOGETHER  TO  PURCHASE 
INSURANCE  WOULD  BE  ELIMINATED. 

•  BASIC  AFFORDABLE  BENEFITS  PACKAGES  WOULD  BE  DEVELOPED  AND 
INSURERS  SELLING  TO  SMALLER  BUSINESSES  WOULD  BE  REQUIRED  TO 
OFFER  THESE  PLANS. 
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•  INSURANCE  REFORMS  WOULD  MAKE  HEALTH  INSURANCE  COVERAGE 
EASIER  AND  LESS  EXPENSIVE  TO  BUY.  EMPLOYERS  AND  EMPLOYEES  WOULD 
BE  GUARANTEED  THAT  THEIR  COVERAGE  CANT  BE  CANCELED,  AND  THAT 
THEY  WONT  BE  EXCLUDED  BECAUSE  OF  PRE-EXISTING  CONDITIONS.  BY 
ASSURING  CONTINUOUS  AVAILABILITY  OF  COVERAGE,  JOB-LOCK  WOULD  BE 
ENDED. 

•  ALL  EMPLOYERS.  INCLUDING  THE  SELF-EMPLOYED  AND  INDIVIDUALS  WHO 
PURCHASE  THEIR  OWN  COVERAGE,  WOULD  BE  ALLOWED  A  100  PERCENT 
DEDUCTION  FOR  HEALTH  INSURANCE  PREMIUMS.  THIS  WILL  ENCOURAGE 
THE  PURCHASE  OF  COVERAGE. 

.      COSTLY  STATE  BENEFIT  MANDATES  AND  ANTI-MANAGED  CARE  LAWS 
WOULD  BE  PREEMPTED.  REDUCING  COSTS. 

.      MEDICAL  MALPRACTICE  LAWS  WOULD  BE  REFORMED  REDUCING  EXCESS, 
COSTLY  OVER-TREATMENT. 

•  ADMINISTRATIVE  AND  PAPERWORK  REFORM  PROVIDING  FOR  UNIFORM 
CLAIMS  FORMS  AND  ELECTRONIC  BILLING  WOULD  HELP  REDUCE 
ADMINISTRATIVE  COSTS. 

.      SUBSIDIES  WOULD  BE  PROVIDED  FOR  LOW  INCOME.  NEAR  POOR 

INDIVIDUALS  WHO  CANT  AFFORD  INSURANCE  TO  BRING  RECIPIENTS  INTO 
PRIVATE  INSURANCE  PROGRAMS. 
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WE  BELIEVE  THAT  A  CONSENSUS  EXISTS,  IN  THE  NATION  AND  IN  THE 
CONGRESS,  FOR  ENACTMENT  OF  THESE  PROVISIONS.  A  NUMBER  OF  OTHER 
BILLS  HAVE  BEEN  INTRODUCED  THAT  INCLUDE  VARIATIONS  ON  THESE 
COMMON  THEMES.  INDEED,  THE  ADMINISTRATIONS  PLAN  INCLUDES  MANY  OF 
THESE  IDEAS. 

WE  STRONGLY  URGE  THAT  THESE  IMPORTANT  REFORMS  BE  ENACTED 
NOW  SO  THAT  THE  PROBLEMS  THAT  DO  EXIST  IN  OUR  HEALTH  CARE  SYSTEM 
CAN  BEGIN  TO  BE  ADDRESSED. 

MOREOVER,  WE  URGE  THE  CONGRESS  TO  REJECT  ANY  PLAN  THAT  CALLS 
FOR  HUGE  NEW  GOVERNMENT  BUREAUCRACIES,  ADDING  NEW  COSTS  FOR 
SMALL  BUSINESSES  AND  FOOD  RETAILERS  AND  THEIR  EMPLOYEES,  THEREBY 
STIFLING  THE  MAJOR  SOURCE  OF  JOB  CREATION  IN  OUR  ECONOMY. 

THE  PROVISIONS  IN  H.R.  3080,  ON  THE  OTHER  HAND,  WJLL  GO  A  LONG 
WAY  TO  ADDRESS  OUR  HEALTH  CARE  NEEDS,  WITHOUT  DAMAGING  OUR 
ECONOMY.  FMI  STRONGLY  SUPPORTS  THESE  ALTERNATIVE  APPROACHES. 
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Mr.  Waxman.  I  want  to  thank  all  three  of  you  for  your  testimony. 
I  think  you  have  given  us  very  important  information  for  the 
record.  I  appreciate  it. 

Our  last  panel  this  afternoon  brings  together  four  organizations 
that  will  testify  in  opposition  to  H.R.  3080: 

Dr.  Henry  Simmons,  the  executive  director  of  the  National  Lead- 
ership Coalition  for  Health  Care  Reform.  It  is  a  coalition  represent- 
ing over  100  employers,  unions,  consumers  and  provider  organiza- 
tions. Kathy  Hurwit  is  the  legislative  director  of  Citizen  Action.  Dr. 
Denman  Scott  is  vice  president  of  the  American  College  of  Physi- 
cians. And  Louise  Novotny  is  a  research  economist  with  the  Com- 
munications Workers  of  America. 

We  are  pleased  to  welcome  you  to  our  hearing  today.  Without  ob- 
jection, your  full  statements  will  be  made  a  part  of  the  record.  I 
would  like  to  ask  each  of  you  to  limit  your  testimony  to  no  more 
than  5  minutes. 

Dr.  Simmons,  why  don't  we  start  with  you? 

STATEMENTS  OF  HENRY  E.  SIMMONS,  PRESIDENT,  NATIONAL 
LEADERSHIP  COALITION  FOR  HEALTH  CARE  REFORM,  AC- 
COMPANIED BY  MARK  A.  GOLDBERG,  DEPUTY  DIRECTOR; 
CATHY  HURWIT,  LEGISLATIVE  DIRECTOR,  CITIZEN  ACTION; 
H.  DENMAN  SCOTT,  SENIOR  VICE  PRESIDENT  FOR  HEALTH 
AND  PUBLIC  POLICY,  AMERICAN  COLLEGE  OF  PHYSICIANS; 
AND  LOUISE  NOVOTNY,  RESEARCH  ECONOMIST,  COMMU- 
NICATIONS WORKERS  OF  AMERICA 

Mr.  Simmons.  Thank  you,  Mr.  Chairman.  We  also  appreciate  the 
opportunity  to  speak  today  about  health  system  reform  and  H.R. 
3080,  and  I  appear  on  behalf  of  the  National  Leadership  Coalition 
for  Health  Care  Reform  with  our  deputy  director  Mark  Goldberg. 

Our  Coalition  is  the  largest  and  most  diverse  alliance  on  health 
care  issues.  We  consist  of  nearly  100  organizations — major  busi- 
nesses in  all  sorts  of  industries  and  many  of  the  Nation's  largest 
union,  consumer  and  provider  groups  which  together  include  as 
employees  or  individual  members  about  100  million  Americans. 

Our  Coalition  is  absolutely  nonpartisan.  Our  honorary  cochair- 
men  are  former  Presidents  Carter  and  Ford.  Our  cochairmen  are 
former  Iowa  Governor  Bob  Ray,  a  Republican,  and  Paul  Rogers,  a 
Democrat,  who  served  as  a  member  of  your  subcommittee  for  20 
years  and  chairman  for  8. 

Health  care  reform,  in  our  judgment,  is  an  issue  on  which  bipar- 
tisanship is  essential,  and  former  Presidents  Carter  and  Ford  re- 
cently noted  that  in  a  Washington  Post  op-ed  on  behalf  of  the  Coa- 
lition, and  we  are  committed  to  working  with  members  of  both  par- 
ties to  achieve  effective  reform. 

We  commend  Congressman  Michel  and  those  of  you  who  have 
collaborated  with  him  on  what  has  clearly  been  a  lot  of  hard  work. 
You  have  made  an  important  contribution  to  the  national  debate, 
and  H.R.  3080  sets  out  in  detail  many  components  that  our  Coali- 
tion supports  and  firmly  believes  ought  to  be  incorporated  in  what- 
ever reform  legislation  you  ultimately  adopt  such  as  insurance  re- 
forms, administrative  cost  savings,  malpractice  reform  and  im- 
proved access  to  rural  health  services. 
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Our  Coalition  also  believes,  however,  that  the  final  reform  legis- 
lation must  include  much  more  aggressive  measures  to  bring 
health  care  coverage  to  all  Americans,  to  constrain  health  care 
spending  and  to  improve  the  quality  of  care.  We  know,  as  all  of  you 
surely,  do  that  the  legislation  that  finally  passes  is  likely  to  include 
ideas  and  language  from  many  of  the  bills  now  before  Congress.  We 
hope  that  you  will  carefully  consider  these  suggestions: 

First,  we  urge  you  to  report  out  a  bill  that  is  designed  to  achieve 
universal  coverage.  According  to  a  recent  report  by  EBRI,  the  num- 
ber of  Americans  without  health  insurance  increased  2.3  million 
between  1991  and  1992,  the  largest  increase  in  the  last  decade,  and 
these  men,  women  and  children  live  daily  in  physical  and  financial 
peril.  This  is  a  national  tragedy,  and  we  have  to  do  better. 

Now,  the  Coalition  is  so  committed  to  seeking  reform  that  ex- 
tends coverage  to  all  Americans  for  a  number  of  reasons:  First  of 
all,  it  is  the  only  humane  thing  to  do.  It  is  the  right  thing  to  do. 
But,  equally  important,  we  know  that,  without  universal  coverage, 
we  will  never  be  able  to  put  a  stop  to  the  national  shell  game  of 
cost  shifting  or  control  our  costs  or  have  true  competition. 

Second,  we  urge  you  to  report  out  a  bill  that  aggressively  con- 
strains increases  in  health  care  spending. 

And  here,  Mr.  Chairman,  I  would  like  to  include  for  the  record 
the  latest  U.S.  industrial  outlook  where  the  Department  of  Com- 
merce has  estimated  that  U.S.  health  care  spending  last  year  in- 
creased over  $100  billion,  the  largest  1-year  increase  in  history. 
And  Commerce  further  projects  that  it  will  raise  at  an  average  rate 
of  13.5  percent  a  year  over  the  next  5  years,  doubling  our  health 
care  costs. 

We  can't  go  on  this  way.  We  need  insurance  reforms,  yes,  but  we 
also  need  much  more.  And  our  recommendation  is  that  legislation 
include  expenditure  targets  and  rate  setting  for  the  fee-for-service 
segment  of  the  system — to  keep  spending  increases  in  bounds  while 
organized  delivery  systems,  which  would  not  be  subject  to  rate 
schedules,  are  encouraged  to  grow,  and,  over  time,  we  can  increase 
the  competitiveness  of  health  care.  In  the  meanwhile,  we  ought  to 
make  sure  that  costs  don't  continue  to  spiral  out  of  any  control. 

And,  third,  the  Coalition  urges  that  you  report  out  a  bill  that  in- 
cludes comprehensive  measures  to  improve  the  quality  of  care  that 
Americans  receive.  We  know,  although  we  talk  about  it  less  often 
than  we  should,  that  there  are  very  serious  problems  in  the  quality 
of  American  health  care.  And  as  a  physician  it  pains  me  to  say 
that,  and  it  doesn't  mean  that  some  of  it  isn't  the  best  in  the  world 
but  far  too  much  falls  well  short  of  that  ideal. 

Mr.  Chairman,  I  would  like  to  submit  for  the  record  a  more  de- 
tailed description  of  our  recommendations  as  described  in  the  New 
England  Journal  of  Medicine  essay  by  the  Coalition  in  Volume  327. 


740 

To  conclude,  you  all  know  that  health  care  reform  is  an  extraor- 
dinarily complex  undertaking.  It  is  also  extraordinarily  important. 
You  have  an  opportunity  to  make  life  better  for  Americans  now  and 
for  generations  to  come,  and  we  urge  you  that  now  is  the  time  to 
be  bold,  to  dream  big  dreams  and  to  help  make  them  come  true. 

Thank  you. 

Mr.  Waxman.  Thank  you  very  much,  Dr.  Simmons,  and  we  will 
receive  the  additional  information  you  wish  to  submit  for  the 
record. 

[The  prepared  statement  of  Paul  E.  Rogers  follows:] 
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STATEMENT  OF  THE  HONORABLE  PAUL  G.  ROGERS 

Mr.  Chairman,  I  am  Paul  G.  Rogers,  co-chairman  of  the  Na- 
tional Leadership  Coalition  for  Health  Care  Reform  and  a  partner 
in  the  law  firm  of  Hogan  &  Hartson. 

I  very  much  appreciate  the  opportunity  to  speak  with  the 
members  of  this  subcommittee  about  health  care  reform  --  and, 
specifically,  about  H.R.  3080.   I  appear  before  you  today  on  be- 
half of  the  National  Leadership  Coalition.   With  me  is  Mark  A. 
Goldberg,  deputy  director  of  the  Coalition. 

The  National  Leadership  Coalition  is  the  nation's  largest 
and  most  diverse  alliance  on  health  care  issues.   As  the  list 
appended  to  my  written  testimony  indicates,  the  Coalition  con- 
sists of  nearly  100  organizations  --  major  businesses  in  all 
sorts  of  industries,  unions,  consumer  groups,  and  associations 
of  health  care  providers.   Taken  together,  these  organizations 
include  --  as  employees  or  individual  members  --  about  100  mil- 
lion Americans. 

The  Coalition  is  absolutely  non-partisan.   Our  honorary  co- 
chairmen  are  former  Presidents  Jimmy  Carter  and  Gerald  R.  Ford. 
Our  co-chairmen  are  former  Iowa  Governor  Robert  D.  Ray  and 
myself;  Bob  is  a  Republican,  and  I  am  a  Democrat.   We  are  com- 
mitted to  working  with  members  of  both  parties  to  achieve  effec- 
tive reform. 

Mr.  Chairman,  as  you  know,  I  am  a  former  chairman  of  this 
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subcommittee.   I  know  that  this  subcommittee  has  been  able  to 
develop  or  refine  an  enormous  amount  of  important  legislation 
over  the  years  —  and  I  know  that  the  subcommittee  has  been  able 
to  be  so  productive  in  large  part  because  Democrats  and  Repub- 
licans on  the  subcommittee  have  worked  together  so  often  and  so 
effectively. 

Health  care  reform,  in  my  judgment,  is  an  issue  on  which 
bi-partisanship  is  essential.   As  former  Presidents  Carter  and 
Ford  recently  wrote  in  The  Washington  Post,  in  an  op-ed  that  is 
also  appended  to  my  testimony, 

[T]he  problems  of  our  health  care  system  do  add  up  to  a 
crisis  —  and  we  need  to  attend  to  it  with  the  urgency, 
and  the  willingness  to  put  aside  partisanship,  that  a  real 
crisis  warrants. 

I  commend  Congressman  Michel,  my  old  friend  and  valued  col- 
league, and  those  of  you  who  have  collaborated  with  him  on  be- 
half of  H.R.  3080.   With  what  has  clearly  been  a  lot  of  hard 
work,  you  have  made  an  important  contribution  to  the  national 
debate  about  reform.   H.R.  3080  includes,  and  sets  out 
meticulously  and  in  detail,  many  components  that  the  National 
Leadership  Coalition  firmly  believes  ought  to  be  incorporated  in 
whatever  reform  legislation  that  Congress  ultimately  adopts:  in- 
surance reforms,  administrative  cost  savings,  medical  malprac- 
tice liability  reform,  and  improved  access  to  rural  health  ser- 
vices.  These  steps  would  help  to  make  health  insurance  more  ac- 
cessible and  affordable,  and  health  care  itself  more  readily 
available,  to  more  Americans. 
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The  National  Leadership  Coalition  also  believes,  however, 
that  the  final  reform  legislation  needs  to  include  more  aggres- 
sive and  ambitious  measures  to  bring  health  care  coverage  to  all 
Americans,  to  constrain  health  care  spending,  and  to  improve  the 
guality  of  care  that  Americans  receive.   We  know,  as  all  of  you 
surely  do,  that  the  debate  about  reform  is  fluid  —  and  that  the 
legislation  that  finally  passes  is  likely  to  include  ideas  and 
language  from  many  of  the  bills  now  before  the  Congress.   We 
hope  that  you  will  carefully  consider  these  suggestions: 

First,  the  National  Leadership  Coalition  urges  members  of 
this  subcommittee  to  report  out  a  bill  that  is  designed  to 
achieve  universal  coverage.   According  to  a  recent  report  by  the 
Employee  Benefit  Research  Institute,  the  number  of  Americans 
without  health  insurance  jumped  between  1991  and  1992  from  36.6 
million  to  38.9  million  --  an  increase  in  just  one  year  of  2.3 
million.   That,  according  to  the  Institute,  is  the  largest  in- 
crease in  the  last  decade.   These  men,  women,  and  children  live 
every  day  in  physical  and  financial  peril.   This  is  a  national 
tragedy.   We  must  do  better. 

Why  is  the  Coalition  so  committed  to  seeking  reform  that 
extends  coverage  to  all  Americans?  Because  America  is  a  humane 
society,  and  we  believe  that  no  American  should  die  or  suffer 
because  he  or  she  cannot  afford  health  insurance.   Because  we  do 
not  want  the  health  or  children  to  depend  on  whether  they  had 
the  good  fortune  to  be  born  into  families  with  adequate  health 
coverage.   Because  we  know  that  without  universal  coverage,  we 
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will  never  be  able  to  put  a  stop  to  the  national  shell-game  of 
cost-shifting.   Because  our  national  prosperity  and  security 
depend  on  the  health  of  our  people.   Because  it  is  right. 

Second,  the  Coalition  urges  that  you  report  out  a  bill  that 
more  aggressively,  and  more  comprehensively,  constrains  in- 
creases in  health  care  spending.   The  Department  of  Commerce 
recently  estimated  --  in  a  study  that  received  little  attention 
because  it  was  released  between  Christmas  and  New  Year's  --  that 
U.S.  health  care  spending  in  1993  totaled  $942.5  billion. 
That's  an  increase  from  1992  to  1993  of  $102.3  billion  —  the 
largest  one-year  increase  in  history.   And  Commerce  projects 
that  health  care  spending  will  rise  at  an  average  rate  of  13.5 
percent  per  year  over  the  next  five  years. 

We  can't  go  on  this  way.   We  need  insurance  reforms,  yes, 
but  we  also  need  more.   Our  recommendation  is  that  legislation 
include  expenditure  targets  and  rate-setting  for  the  fee-for- 
service  segment  of  the  health  care  system  --  to  keep  spending 
increases  in  bounds  while  organized  delivery  systems,  which 
would  not  be  subject  to  rate  schedules,  are  encouraged  to  grow. 
Over  time,  we  can  increase  the  competitiveness  of  health  care 
delivery  systems;  in  the  meanwhile,  we  ought  to  make  sure  that 
costs  don't  continue  to  spiral  out  of  any  control. 

Third,  the  Coalition  urges  that  you  report  out  a  bill  that 
includes  comprehensive  measures  to  improve  the  guality  of  care 
that  Americans  receive.   We  know,  although  we  talk  about  it  less 
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often  than  we  should,  that  the  quality  of  American  health  care 
is  not  all  that  it  should  be  —  not  because  some  of  it  isn't  the 
best  in  the  world,  but  because  too  much  of  it  falls  well  short 
of  that  ideal.   We  need  to  do  more  outcomes  research,  we  need  to 
codify  the  best  available  information  into  practice  guidelines, 
and  we  need  to  do  more  to  make  outcomes  measures  available  to 
patients  and  payers. 

Health  care  reform  is  an  extraordinarily  complex  undertak- 
ing.  It  is  also  extraordinarily  important.   This  Congress  has 
an  opportunity  to  make  life  better  for  Americans,  now  and  for 
generations  to  come.   Now  is  the  time  to  be  bold,  to  dream  big 
dreams  and  make  them  come  true. 
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Mr.  Waxman.  Ms.  Hurwit. 

STATEMENT  OF  CATHY  L.  HURWIT 

Ms.  Hurwit.  Thank  you  very  much.  I,  too,  would  like  to  thank 
the  subcommittee  for  the  opportunity  to  testify  here  today. 

Mr.  Chairman,  I  particularly  would  like  to  thank  you  for  your 
leadership  over  the  past  years  in  trying  to  win  comprehensive 
health  care  for  all  Americans. 

Citizen  Action,  in  looking  at  health  care  reform,  has  basically 
judged  the  different  proposals  against  six  major  principles.  It  is  our 
belief  that  H.R.  3080,  unfortunately,  fails  to  meet  any  of  those  six 
principles.  What  I  would  like  to  do  in  my  testimony  today  is  briefly 
outline  why  we  think  that  the  bill  fails  to  meet  those  principles. 

The  first  principle  is  one  of  universal  coverage.  Without  a  guar- 
antee of  health  care  for  every  American  and  without  the  require- 
ment that  employers  contribute  to  the  health  care  coverage  for 
their  workers  and  their  families,  we  do  not  believe  that  every 
American  will  be  able  to  get  health  care. 

Looking  at  H.R.  3080,  there  are  many  Americans  who  are  left 
out  even  of  the  requirement  that  coverage  be  offered  to  them,  let 
alone — let  alone  there  is  no  guarantee  that  even  if  the  insurance 
is  offered  to  them  they  will  be  able  to  afford  it.  Gaps  will  contain. 
Portability  will  not  be  assured.  People  who  change  jobs,  if  they  do 
not  have  the  salary  or  if  their  employers  do  not  offer  to  contribute, 
may  be  without  coverage. 

Second,  we  do  not  believe  that  H.R.  3080  meets  the  fundamental 
principle  of  providing  comprehensive  benefits.  As  you  are  aware, 
there  is  no  uniform  benefit  package  even  outlined  in  the  bill.  Small 
businesses  would  be  required  to  provide  an  insurance  package 
based  on  actuarial  equivalency  of  current  small  business  policies, 
but  even  their  insurance  companies  are  able  to  change  the  benefits 
as  they  will. 

Moreover,  we  are  very  concerned  with  the  requirement  that  all 
benefits,  even  if  they  are  in  the  package,  be  essential  and  medically 
appropriate,  particularly  concerned  because  it  appears  to  us  that 
insurance  companies,  not  physicians  or  providers  and  their  pa- 
tients, are  the  determiners  of  whether  those  benefits  are  essential 
and  medically  appropriate. 

Let  me  also  just  briefly  say  here  that,  in  terms  of  the  preexisting 
condition  exclusions,  we  are  concerned  that  those  condition  exclu- 
sions are  limited  although  not  eliminated  and  there  only  in  the 
group  market,  not  for  individuals  who  may  have  health  care  prob- 
lems. 

The  third  principle  of  affordability  to  families  and  businesses  we 
do  not  believe  is  met  either.  Financing  premium  payments  are  not 
based  on  the  ability  to  pay.  We  believe  that  low  wage  and  moderate 
workers  and  their  families  will  not  be  able  to  afford  unlimited  pre- 
miums. 

Interestingly  enough,  H.R.  3080  does  include  caps,  premium 
caps,  but  only  for  small  businesses,  and  then  they  allow  those  pre- 
miums to  increase  by  15  percent  a  year  plus.  We  do  not  think  that 
is  affordable  for  small  businesses  or  small-business  employees. 

The  next  principle  is  one  of  cost  savings  efficiencies  as  opposed 
to  setting  financial  obstacles  to  people  getting  care.  We  do  not  be- 
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lieve  that  H.R.  3080  meets  that  principle  either.  There  are  no  con- 
trols, no  fee  schedules,  no  caps,  as  Dr.  Simmons  has  pointed  out. 

The  next  principle,  one  of  choice,  again,  we  do  not  think  is  met 
by  this  bill.  First  of  all,  millions  of  Americans  will  remain  unin- 
sured and  will  only  be  able  to  go  to  emergency  rooms,  will  have  no 
choice  of  providers. 

Second,  by  maintaining  an  employment  link  to  coverage,  many 
employers  will  be  able  to  choose  even  if  they  are  only  choosing  the 
offer  of  coverage  for  their  workers. 

And,  finally,  H.R.  3080  includes  provisions  which  we  believe  will 
prohibit  people  from  being  able  to  get  out-of-network  care  if  they 
choose  to  get  into  managed-care  plans. 

Finally,  and  this  is  a  very — extremely  important  principle  for  us, 
the  principle  of  public  accountability  and  consumer  participation. 
We  view  H.R.  3080  as  increasing  the  role  of  the  insurance  industry 
in  controlling  the  health  care  system.  There  is  no  consumer  role. 
There  is  no  appeals  process  for  people  who  are  unhappy  with  deni- 
als of  treatment  and  claims.  There  is  no  public  decision-making  on 
the  capital  investments  that  you  heard  mentioned  by  an  earlier 
panel.  There  are  no  anti-discrimination  provisions  to  prevent  unfair 
marketing. 

In  short,  for  the  reasons  that  I  have  just  mentioned,  we  believe 
that  H.R.  3080  is  not  the  correct  solution  to  our  Nation's  health 
care  crisis.  We  would  encourage  instead  this  subcommittee  to  look 
at  H.R.  1200,  the  American  Health  Security  Act,  which  we  believe 
does  meet  those  principles. 

Thank  you  very  much,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you  very  much,  Ms.  Hurwit. 

[The  prepared  statement  of  Ms.  Hurwit  follows:] 
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H.R.  3080,  THE  AFFORDABLE  HEALTH  CARE  NOW  ACT  OF  1993 


STATEMENT  OF  CATHY  L.  HURWIT 
LEGISLATIVE  DIRECTOR,  CITIZEN  ACTION 


BEFORE  THE  HOUSE  SUBCOMMITTEE  ON  HEALTH  AND  ENVIRONMENT 

FEBRUARY  1,  1994 


On  behalf  of  Citizen  Action,  I  would  like  to  thank  the  Chairman  and  members  of  the 
Subcommittee  for  this  opportunity  to  provide  our  comments  on  H.R.  3080,  the  Affordable 
Health  Care  Now  Act  of  1993.  We  greatly  appreciate  the  role  that  this  Subcommittee  has  played 
in  addressing  the  health  care  needs  of  Americans  and  look  forward  to  working  with  you  in 
passing  comprehensive  health  care  reform  this  year. 

Citizen  Action  is  a  federation  of  state  organizations  with  three  million  members  in  33 
states.  Our  membership  is  diverse  both  geographically  and  economically,  including  workers  and 
business  owners,  the  insured  and  the  uninsured,  rural  and  urban  dwellers.  Over  the  past  years, 
Citizen  Action  organizations  have  been  active  in  health  care  reform  efforts  at  both  the  state  and 
federal  levels. 

In  my  testimony  today,  I  would  like  to  begin  by  outlining  the  components  that  Citizen 
Action  believes  are  essential  to  implementation  of  meaningful  reform.  The  second  part  of  my 
testimony  will  address  whether  H.R.  3080,  the  Affordable  Health  Care  Now  Act  of  1993, 
incorporates  those  components. 

First,  however,  I  feel  compelled  to  address  the  question  of  whether  the  United  States 
faces  a  health  care  crisis  or  a  health  care  problem.  While  on  the  surface  this  may  appear  to  be 
a  matter  of  semantics,  it  is  being  posed  in  manner  that  seeks  to  differentiate  those  who  believe 
that  structural  health  care  reform  is  required  to  protect  all  Americans  from  those  who  believe 
that  only  incremental  reform  is  needed  to  address  the  problems  facing  the  uninsured. 

Everyone  here  today  can  name  individuals,  families  and  businesses  who  are  facing  health 
care  crises  -  unnecessary  illnesses  or  deaths,  Medicaid-lock  or  job-lock,  or  bankruptcies.  The 
statistics  show  that  these  are  not  just  isolated  instances. 
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On  any  given  day  in  1992,  38.9  million  Americans  had  no  insurance,  20  percent  of  them 
children.  The  number  of  uninsured  rose  by  4.2  million  from  1989  to  1992.  More  than  half  of 
that  increase  --  2.3  million  —  occurred  between  1991  and  1992.  Despite  the  efforts  that  this 
Subcommittee  has  made  to  cover  additional  pregnant  women  and  children  under  Medicaid,  the 
number  of  uninsured  children  increased  in  1992,  largely  because  of  a  drop  in  the  number  of 
dependents  covered  through  their  parents'  job-based  insurance. 

The  uninsured  population  is  not  static.  The  Employer  Benefits  Research  Institute 
estimates  that  S3  million  Americans  are  uninsured  for  a  month  or  more  during  a  year.  Other 
estimates  are  that  2  million  Americans  lose  their  health  insurance  every  month,  some  to  regain 
it  after  a  short  gap,  others  continue  for  longer  periods  without  coverage. 

Even  those  with  insurance  may  be  facing  health  care  crises.  Up  to  50  million  insured 
Americans  are  inadequately  insured.  Five  million  women  of  child-bearing  age  lack  maternity 
coverage.  Twenty  million  Americans  are  so  underinsured  that  a  major  illness  or  injury  would 
result  in  financial  disaster.  And,  as  the  Alzheimer's  Association  has  recently  reported,  over  200 
million  Americans  have  no  protection  against  the  cost  of  long-term  care. 

The  inadequacy  of  insurance  coverage  is  likely  to  increase  given  the  incidence  of 
employers  shifting  costs  to  employees.  A  recent  U.S.  Chamber  of  Commerce  survey  of  more 
than  1 100  firms  employing  more  than  2.6  million  workers  found  that  the  cost  of  health  coverage 
to  employers  rose  by  one  percent  between  1991  and  1992,  nine  percent  to  employees.  As  the 
value  of  benefits  rose  faster  than  wages,  the  ability  of  workers  to  maintain  current  benefits  for 
their  families  is  eroding. 

Most  Americans  would  classify  a  situation  of  this  magnitude  as  a  crisis,  whether  it 
affected  them  personally  or  not.  Others  would,  to  paraphrase  the  old  saw  about  the  difference 
between  a  recession  and  a  depression,  define  it  as  a  problem  if  it  affected  someone  else's  family 
but  a  crisis  if  it  affected  their  own. 

Citizen  Action  falls  in  the  category  of  those  who  believe  our  health  care  system  is  in 
crisis.  For  those  who  disagree,  the  question  they  must  answer  is  whether  what  they  see  as  a 
problem  can  be  prevented  from  becoming  a  crisis. 

The  reality  is  that  the  trends  which  have  created  personal  health  care  crises  for  tens  of 
millions  of  Americans  are  continuing  or  accelerating.  Uninsurance  rates  are  increasing.  The 
U.S.  Department  of  Commerce  projects  medical  expenditure  increases  of  13.5%  a  year  for  the 
next  five  years.  Businesses  are  continuing  to  reduce  benefits,  cost-shift  to  employees,  or 
eliminate  coverage.  More  than  three  out  of  every  five  employers  that  offer  retiree  health 
coverage  have  changed  their  benefit  plans  or  are  planning  to  cut  back  or  terminate  benefits 
within  the  next  year. 
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But  even  for  those  unconvinced  that  the  current  situation  and  the  trendlines  add  up  to  a 
crisis,  the  question  is  whether  their  proposed  incremental  reforms  would  make  any  significant 
improvements  or  accomplish  any  of  the  major  goals  of  comprehensive  health  care  reform. 

The  Goals  of  Health  Care  Reform:  Over  the  coming  weeks,  this  Subcommittee  will 
debate  many  critical  issues  and  approaches.  While  our  members  have  many  specific  concerns 
which  we  hope  to  have  the  opportunity  to  share  with  members  of  the  Subcommittee,  Citizen 
Action  believes  that  there  are  six  fundamental  goals  which  must  be  achieved  for  reform  to  be 
meaningful  and  effective.  These  are  the  basic  standards  against  which  we  will  measure  health 
care  proposals: 

Universal  coverage:  The  United  States  must  join  the  rest  of  the  industrialized  world  in 
guaranteeing  universal  and  portable  health  care  coverage.  That  guarantee  must  be  provided  in 
as  timely  a  fashion  as  possible,  with  a  firm  date  included  within  the  legislation.  Every  American 
must  be  guaranteed  access  to  health  care  regardless  of  their  income,  age,  location,  employment 
or  health  status.  No  one  should  be  confronted  with  the  loss  of  coverage  or  with  financial 
hardship  to  obtain  care. 

Comprehensive  benefits:  Health  insurance  coverage  must  include  all  necessary  medical 
care,  including  the  full  range  of  preventive,  acute  and  chronic  care  services.  Pre-existing 
condition  limitations  and  exclusions  must  be  prohibited.  Physicians  and  their  patients,  not 
insurance  companies,  should  determine  what  services  are  medically  necessary  or  appropriate. 

AfTordability :  Individuals  and  families  should  be  required  to  contribute  through  a  broad- 
based  system  based  on  their  ability  to  pay,  not  on  health  status  or  utilization.  All  businesses 
should  be  required  to  pay  their  fair  share  as  well.  Cost-sharing  requirements  that  present 
financial  obstacles  to  care  must  be  eliminated. 

Cost  savings:  Universal,  broad  coverage  and  fair  financing  cannot  be  guaranteed  if 
health  care  spending  continues  to  increase  at  rates  two  to  three  times  the  rate  of  inflation,  wage 
growth,  and  family  income.  Cost  controls  must  eliminate  administrative  and  other  waste  in  the 
system  by  the  use  of  overall  budgets,  annual  negotiations  for  uniform  fee  schedules,  and  the 
presence  of  a  powerful  entity  to  bargain  and  act  on  behalf  of  individual  and  business  consumers. 

Choice:  The  opportunity  for  all  individuals  and  families  to  seek  the  highest  quality  care 
for  their  families  depends  on  their  ability  to  select  their  own  source  of  care.  Even  for  those  who 
select  a  managed  care  option,  provisions  must  be  included  to  allow  out-of-network  care  when 
appropriate.  Requirements  of  additional  payments  for  fee-for- service  or  higher-quality  plans  and 
out-of-network  treatment  will  eliminate  or  restrict  the  choices  available  to  lower-income  and 
moderate-income  families. 

Consumer  Participation  and  Public  Accountability:  Consumers  should  be  provided 
with  a  decisionmaking  role  in  a  reformed  health  care  system.  Moving  from  a  complex, 
fragmented  and  top-heavy  health  care  model  to  one  which  stresses  universality,  fairness  and 
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more  effective  use  of  resources.    To  ensure  that  decisions  are  made  in  the  public  interest, 
individuals  and  employers  must  be  able  to  influence  policies  and  implementation. 

After  a  review  of  all  existing  proposals,  Citizen  Action  has  endorsed  H.R.  1200,  the 
American  Health  Security  Act,  as  the  best  approach  to  meeting  those  six  fundamental  goals. 
According  to  the  Congressional  Budget  Office,  H.R.  1200  would  reduce  annual  medical 
spending  by  $114  billion  by  the  year  2003,  while  providing  universal  and  comprehensive 
coverage,  including  long-term  care.  H.R.  1200  promotes  quality  through  outcomes  research  and 
reporting,  practice  guidelines,  the  requirement  that  states  act  to  address  disparities  in  health 
status,  and  guaranteed  choice  of  providers  with  no  financial  restrictions. 

Citizen  Action  will  continue  to  look  at  legislative  proposals  to  determine  whether  and 
how  well  they  meet  the  standard  set  by  H.R.  1200. 

The  Affordable  Health  Care  Now  Act  of  1993.  H.R.  3080:  While  Citizen  Action  has 
many  specific  concerns  about  the  provisions  of  H.R.  3080,  I  would  like  to  focus  on  why  we 
believe  that  this  legislation  fails  to  meet  the  six  major  components  which  we  believe  are 
absolutely  essential  to  meaningful  reform.  In  a  number  of  areas,  not  only  do  we  believe  that 
this  legislation  will  fail  to  move  towards  a  solution,  we  believe  it  will  allow  the  current  crisis 
to  worsen. 

Universal  coverage:  H.R.  3080  does  not  even  attempt  to  provide  a  guarantee  of 
universal  coverage.  There  is  no  requirement  that  individuals  or  businesses  purchase  insurance 
and  no  proven  method  to  finance  coverage  for  those  who  cannot  afford  it.  Instead,  H.R.  3080 
would  encourage  individuals  to  purchase  private  insurance  by  making  group  rates  available  to 
some  and  through  changes  in  the  tax  code. 

Publicly-funded  tax  deductions  are  offered  to  encourage  those  previously  uninsured  to 
purchase  coverage,  but  these  are  unlikely  to  be  effective.  First,  eligibility  is  limited  to  persons 
who  are  not  now  eligible  for  employer-subsidized  health  plans  and  were  not  eligible  for 
employer-subsidized  coverage  over  the  previous  three  years.  The  level  of  employer 
subsidization  is  not  specified.  There  are  numerous  examples  of  persons  who  would  be  ineligible 
for  this  deduction:  employees  unable  to  afford  the  individual  share  of  premium,  employees 
unable  to  afford  coverage  who  become  able  to  do  so  because  of  a  change  in  jobs  or  increase  in 
income.  Second,  the  amount  of  the  deduction  -  beginning  at  25%  of  the  premium  -  may  be 
insufficient.    Finally,  the  front  end  costs  of  coverage  are  likely  to  remain  unaffordable. 

Because  a  major  factor  in  the  decline  in  private  insurance  coverage  has  been  attributed 
to  a  decrease  in  employer  contributions  (whether  in  terms  of  elimination  or  a  reduction  in 
employer  contributions),  the  policy  that  "an  employer  is  not  required... to  make  any  contribution 
to  the  cost  of  coverage..."  (Section  1001(a)(3))  will  do  nothing  to  reverse  the  growth  in  the 
uninsured  due  to  a  decline  in  job-based  coverage.  Instead,  as  the  cost  of  coverage  continues  to 
increase,  even  more  employers  may  act  by  eliminating  contributions,  making  premiums  even 
more  unaffordable  to  workers  and  their  families  and  adding  to  the  ranks  of  the  uninsured. 
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H.R.  3080  also  does  nothing  to  provide  a  guarantee  of  continuous  coverage. 
Employment  changes  could  result  in  loss  of  coverage  if  there  is  no  voluntary  employer 
contribution  or  the  employee  cannot  afford  to  pay  their  required  share  of  the  premium.  If  even 
an  employee  could  afford  to  pay  the  required  premium,  gaps  in  coverage  could  occur  in  light 
of  the  allowed  60-day  waiting  period  for  even  the  offer  of  coverage  or  if  the  employee  is  unable 
to  afford  coverage  during  the  initial  open  enrollment  period. 

Instead  of  providing  a  guarantee  of  coverage  through  mandatory  individual  or  employer 
contributions  (or  both),  H.R.  3080  relies  on  a  totally  voluntary  system  of  insurance  reform  that, 
based  on  state  experience,  is  unlikely  to  succeed.  Interestingly,  many  of  the  insurance  reforms 
(such  as  guaranteed  issuance  or  renewal)  in  the  legislation  are  limited  to  firms  with  2-50 
employees,  despite  the  fact  there  is  a  significant  number  of  uninsured  workers  in  larger  firms 
(one  in  three  uninsured  persons  work  for  businesses  with  over  100  employees  and  7.2  million 
uninsured  persons  are  in  families  headed  by  employees  in  firms  with  1,000  or  more  employees) 
and  that  the  problem  of  obtaining  coverage  is  particularly  acute  for  individuals. 

Even  the  requirement  that  employers  offer  coverage,  which  employees  may  or  may  not 
be  able  to  afford,  is  not  universal.  New  businesses  do  not  have  to  offer  coverage  for  two  years. 
Businesses  with  one  or  two  eligible  employees  (excluding  relatives  at  the  employer's  discretion) 
are  exempt.  Part-time  employees  (less  than  30  hours  a  week  on  a  monthly  basis)  are  excluded. 
Individuals  are  not  mentioned. 

There  are  a  few  provisions  in  H.R.  3080  that  may  make  insurance  available  to  the 
uninsured,  such  as  access  to  group  rates  or  guaranteed  issuance  requirements.  States  are  given 
the  option  of  expanding  coverage  under  Medicaid  -  including  allowing  a  Medicaid  buy-in  option 
for  persons  up  to  200%  ofpoverty  —  but  would  have  to  use  existing  Medicaid  funds  (including 
funds  for  disproportionate  share  hospitals)  to  do  so.  Even  if  states  use  this  option,  the  result  of 
H.R.  3080's  Medicaid  provisions  could  be  a  reduction  in  the  quality  and  level  of  benefits 
available  to  existing  beneficiaries. 

The  reality  is  that  without  mandatory  employer  contributions,  there  can  be  no  guarantee 
of  universal  coverage  and  little  progress  toward  expanding  access  to  the  currently  uninsured. 
In  fact,  the  Congressional  Budget  Office  estimated  that  last  year's  version  of  the  legislation 
would  expand  private  coverage  to  only  200,000  persons. 

Comprehensive  benefits:  H.R.  3080  fails  to  meet  the  goal  of  ensuring  access  to 
comprehensive  benefits  in  a  number  of  ways.  Not  only  would  those  few  people  who  may 
receive  new  coverage  under  the  legislation  fail  to  obtain  necessary  services,  but  many  Americans 
who  are  currently  insured  could  see  the  scope  of  their  coverage  narrow. 

First,  H.R.  3080  fails  to  establish  a  uniform  benefit  package,  either  in  the  legislation  or 
through  a  commission.  Instead,  employers  must  offer  (although,  again,  not  contribute  to  the  cost 
of)  standard  coverage  based  on  the  actuarial  value  of  policies  typically  offered  in  the  small 
employer  market.  Insurance  plans  would  be  able  to  offer  benefits,  including  medical,  surgical, 
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hospital  and  preventive  services,  as  long  as  the  value  is  within  5  percentage  points  of  the  target. 
This  leaves  the  actual  benefits  up  to  the  discretion  of  each  insurer  and  also  seems  to  preclude 
the  offering  of  plans  which  exceed  the  actuarial  target  by  five  percentage  points  (at  least  under 
the  definition  of  standard  coverage).  The  reliance  on  typical  small  employer  coverage  as  a 
standard  fails  to  acknowledge  that  such  coverage  may  provide  an  inadequate  level  of  services. 
Moreover,  since  this  is  the  standard  coverage  which  is  to  be  offered  by  all  businesses  -  small, 
medium  and  large  -  it  is  likely  to  be  an  actuarial  value  far  below  the  benefits  now  being 
provided  by  larger  firms. 

Second,  H.R.  3080  in  defining  the  benefits  used  to  set  the  actuarial  target  and  the  benefits 
for  MedAccess  plans  mentions  only  medical,  surgical,  hospital  and  preventive  services  but  then 
goes  on  to  state  that  "no  specific  procedure  or  treatment,  or  classes  thereof,  is  required  to  be 
considered  in  such  determination  by  this  Act  or  through  regulations."  Therefore,  it  is  not  even 
certain  that  services  within  those  categories  will  be  provided  let  alone  important  benefits  missing 
from  the  list  altogether,  such  as  prescription  drugs,  home  care,  durable  medical  equipment, 
hospice,  and  long-term  care. 

Third,  H.R.  3080  preempts  the  application  of  state  or  local  laws  which  require  the 
coverage  of  specific  benefits,  services,  or  services  of  types  of  providers  in  the  case  of  group 
health  plans.  This  means  that  services  such  as  substance  abuse,  breast  reconstruction, 
mammography  screening  and  prothestic  devices  as  well  as  services  provided  by  nurses,  nurse 
practitioners,  and  social  workers  might  no  longer  be  covered. 

Fourth,  H.R.  3080  sets  an  "essential  and  medically  necessary"  standard  which  is  more 
restrictive  than  other  alternatives  which  use  language  such  as  "medically  necessary  or 
appropriate."  By  allowing  insurance  companies  to  make  this  determination,  H.R.  3080  virtually 
guarantees  an  acceleration  of  insurance  company  intrusion  into  the  physician-patient  relationship. 
Moreover,  H.R.  3080  preempts  state  laws  which  would  provide  consumer  protections  against 
arbitrary  and  unfair  arbitrary  review  practices,  such  as  liability  for  delays  in  performing  review, 
requiring  24-hour  availability  or  setting  utilization  review  standards. 

Fifth,  H.R.  3080  fails  to  eliminate  the  use  of  pre-existing  condition  clauses,  which  could 
affect  up  to  81  million  Americans.  While  the  bill  does  set  limits  on  the  use  of  such  those 
clauses,  the  limits  apply  only  for  group  health  plans.  Individuals  with  pre-existing  conditions 
are  not  afforded  protections  and  may  be  charged  significantly  higher  premiums  or  denied 
coverage  altogether.  Even  in  group  health  plans,  a  six-month  limitation  or  exclusion  is  allowed 
except  for  newborns  covered  under  the  plan  and  pregnancy.  Persons  not  continually  insured, 
and  there  is  no  guarantee  of  continual  coverage  or  the  affordability  of  premiums,  could  face 
repeated  6-month  gaps  in  coverage  for  pre-existing  conditions. 

Sixth,  H.R.  3080  does  nothing  to  provide  additional  needed  benefits  such  as  prescription 
drugs  or  home  and  community  based  care  services  to  Medicare  beneficiaries.  While  Medicare 
spending  is  reduced,  none  of  those  savings  goes  to  extend  protections  to  beneficiaries. 
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Affordability:  While  H.R.  3080  seeks  to  provide  some  persons  with  access  to  group 
premium  rates,  there  is  no  guarantee  that  premiums  will  be  affordable  to  either  individuals, 
families  or  businesses  who  voluntarily  agree  to  contribute  to  the  cost  of  coverage. 

With  its  reliance  on  premium-based  financing,  H.R.  3080  does  recognize  the  need  for 
some  limits  on  premium  variations  and  premium  increases.  Unfortunately,  the  bill  not  only 
limits  the  application  of  these  provisions  to  small  businesses  with  less  than  S 1  employees,  it  also 
sets  the  premium  variations  and  caps  at  levels  too  high  to  afford  much  protection.  Insurers 
would  be  able  to  vary  premium  among  classes  of  small  businesses  by  20%  (each  insurance 
company  establishes  its  own  classes  of  business)  and  then  to  charge  small  businesses  within  the 
same  class  150%  of  the  base  premium  rate  for  that  class  (eventually  falling  to  135%).  Thus, 
the  premium  rates  charged  to  similarly  situated  small  businesses  and  their  employees  could  differ 
dramatically. 

Just  as  H.R.  3080  does  not  guarantee  affordable  premiums,  premium  increases  could 
continue  at  high  levels.  Small  employers,  the  only  group  "protected"  by  limits  on  annual 
premium  increases,  could  see  premiums  increase  by  IS  percent  plus  the  premium  rate  increase 
for  a  newly-covered  small  employer  within  the  same  class  of  business  rate. 

Apart  from  premiums,  individuals  and  families  would  be  required  to  pay  "substantial" 
cost-sharing  (not  defined  in  the  bill)  under  the  standard  plan  and  high  deductibles  under  the 
catastrophic  plans.  Even  if  the  standard  plan  were  affordable,  "substantial"  cost-sharing  could 
restrict  access  to  necessary  preventive  and  acute  care  services.  Unless  a  medical  savings  account 
were  affordable  and  coupled  with  a  catastrophic  plan,  even  higher  cost-sharing  requirements  — 
deductibles  of  at  least  $1,800  person  or  S3, 600  per  family  —  would  make  access  even  more 
difficult 

Finally,  H.R.  3080  does  not  establish  annual  out-of-pocket  spending  limits,  prohibit 
balance  billing,  or  ban  the  use  of  lifetime  limits. 

Cost  savings:  The  Congressional  Budget  Office  has  estimated  that  last  year's  version 
of  H.R.  3080  would  increase  national  health  expenditures  only  slightly.  More  important,  it 
would  have  no  mitigating  effect  on  future  price  increases.  It  has  already  been  pointed  out  mat 
the  only  price  limits  -  limits  on  premium  increases  for  small  businesses  -  would  allow  annual 
double-digit  inflation.  (In  fact,  the  15  percent  plus  increases  allowed  are  higher  than  the 
Congressional  Budget  Office's  estimate  of  13.5%  annual  medical  inflation.) 

There  are  no  guaranteed  mechanisms  to  restrain  expenditure  growth  in  H.R.  3080,  (such 
as  budgets  or  uniform  payment  schedules).  Yet,  H.R.  3080  would  increase  taxpayer  funding 
of  health  care  through  a  range  of  provisions  such  as  increased  tax  deductions  for  self-employed 
persons  and  previously  uninsured  persons  who  buy  private  insurance,  full  tax  deductibility  for 
medical  savings  accounts,  and  increased  tax  deductions  for  long-term  care  insurance.  If  public 
funding  of  health  care  expenditures  is  to  be  increased,  it  is  logical  that  some  taxpayers  would 
question  whether  those  expenditures  will  be  cost-effective  and  future  spending  will  be  controlled. 
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The  same  argument  is  true  of  the  option  under  H.R.  3080  for  states  to  enroll  low-income 
persons  into  private  health  insurance  plans  under  a  Medical  Health  Allowance  Program.  Given 
the  range  of  studies  concluding  that  public  programs  spend  less  on  administrative  costs  than 
private  insurers,  the  move  towards  privatization  in  this  area  appears  to  be  ill-conceived  from  a 
cost-effectiveness  perspective. 

Choice:  Because  so  many  Americans  would  remain  uninsured  under  H.R.  3080,  their 
choice  of  provider  may  be  limited  to  a  hospital  emergency  room.  But  there  are  additional  ways 
in  which  the  bill  restricts  or  fails  to  expand  consumer  choice. 

First,  those  employees  offered  plans  through  their  employers  could  face  an  extremely 
limited  number  of  options.  Small  employers  who  have  not  contributed  to  coverage  during  the 
previous  year  must  offer  a  Med  Access  standard,  catastrophic  and  Medisave  plan,  although  only 
one  plan  in  each  category  needs  to  be  offered  and  the  language  suggests  that  even  these  limited 
choice  requirements  do  not  apply  if  coverage  under  an  HMO  is  offered.  Other  employers  can 
limit  choice  to  only  one  plan. 

Second,  insurance  companies  will  be  able  to  offer  plans  with  limited  choice  of  providers. 
Because  group  plans  would  no  longer  be  subject  to  state  laws  requiring  access  to  different  types 
of  providers,  such  as  nurse  practitioners,  insurance  companies  would  be  able  to  restrict  both  the 
numbers  and  types  of  practitioners  available. 

Third,  H.R.  3080  not  only  fails  to  provide  any  guarantee  that  enrollees  in  managed  care 
plans  can  go  out-of-network  for  cause,  it  preempts  stale  laws  that  place  limits  on  the  amount  of 
additional  payments  which  enrollees  could  be  forced  to  pay  if  they  want  out-of-network  services. 

Fourth,  H.R.  3080  not  only  encourages  the  use  of  managed  care  under  Medicaid  and 
Medicare,  it  preempts  federal  law  limiting  Medicare/Medicaid  beneficiary  enrollment  to  75 
percent  in  order  to  protect  quality. 

Finally,  because  H.R.  3080  fails  to  provide  uniform  payments,  reimbursement 
differentials  will  continue  to  exist  between  Medicaid  and  private  insurers,  making  it  difficult  for 
Medicaid  beneficiaries  to  find  providers  willing  to  accept  them  as  patients. 

Consumer  Participation  and  Public  Accountability:  Increasingly,  consumers  and 
providers  are  expressing  concern  about  the  power  of  the  insurance  industry  in  controlling  health 
care  policy  and  decisions  regarding  the  delivery  of  care.  Unfortunately,  H.R.  3080  not  only 
fails  to  give  consumers  or  providers  a  guaranteed  mechanism  to  influence  these  issues,  it 
strengthens  the  position  of  large  insurance  and  managed  care  corporations. 

While  health  insurance  companies  are  exempt  from  federal  regulation,  a  recent  report  by 
the  U.S.  General  Accounting  Office  emphasizes  the  fact  that  consumers  can  expect  little 
protection  from  state  regulatory  agencies.   The  average  state  insurance  department  spends  only 
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one-quarter  of  its  operating  funds  on  health  insurance  regulation.  Fourteen  states  had  no  actuary 
either  on  staff  or  under  contracts.  The  majority  of  states  do  net  even  review  premium  rates 
before  they  go  into  effect.  It  is  small  wonder  that  many  consumers  do  not  even  go  through  the 
morions  of  lodging  complaints  about  their  insurance  company. 

Single-payer  proposals  such  as  H.R.  1200  seek  to  redress  this  imbalance  by  eliminating 
the  insurance  companies  as  middle-men  in  fee-for-service  plans  and  requiring  consumer 
participation  in  managed  care  plans.  In  proposals  in  which  the  insurance  industry  is  allowed  to 
remain  intact,  powerful  bodies,  comprised  of  consumers  (both  individual  and  business)  and 
sometimes  providers  are  created  to  protect  the  public  interest  and  offset  the  market  power  of 
large  corporate  entities.  Under  H.R.  3080,  however,  neither  option  is  chosen.  Instead, 
consumers  (especially  individuals  who  are  not  eligible  for  the  group  coverage  and  therefore  not 
eligible  for  even  minimal  protections  such  as  guaranteed  issuance  or  renewal)  still  have  no  voice. 

Even  where  H.R.  3080  seeks  to  provide  consumers  with  information,  there  is  little 
assurance  that  the  information  will  be  meaningful  or  available.  The  provisions  requiring  state 
comparative  value  information  require  only  limited  information  relating  to  the  average  prices  of 
common  health  services  and  health  insurance  plans.  Information  on  price  variations  within  a 
state  or,  more  importantly,  specific  market  area  is  not  required.  Only  after  six  years  is  the  state 
required  to  provide  information  on  quality  and  outcomes  data,  even  though  measures  such  as 
waiting  times,  immunization  levels,  and  claims  denials  should  be  readily  available.  States  are 
responsible  for  the  plans  and  there  is  no  requirement  that  plans  make  such  information  available 
during  open  enrollment  periods  or  provide  the  information  in  a  form  which  will  be  easily 
understandable. 

While  H.R.  3080  on  the  one  hand  does  little  to  improve  the  ability  of  consumers  to 
influence  health  care  decisionmaking  or  make  informed  decisions  (assuming  they  have  the  funds 
with  which  to  purchase  coverage),  it  does  prevent  states  from  acting  to  protect  their  residents 
in  the  areas  of  managed  care  policies,  choice  of  providers,  and  utilization  review. 

Conclusion:  Citizen  Action  believes  that  H.R.  3080  would  do  little  to  ease  the  health 
care  crisis  facing  millions  of  Americans  or  slow  the  expenditure  growth  and  cost-shifting  trends 
which  will  exacerbate  that  crisis.  Citizen  Action  does  not  believe  that  the  legislation's  reliance 
on  voluntary  actions  to  guarantee  coverage  and  control  costs,  on  managed  care,  and  on  an 
increased  role  for  private  insurance  companies  represents  an  effective  solution. 

Instead,  we  urge  this  Subcommittee  to  craft  legislation  which  will  meet  the  six 
fundamental  goals  of  universality,  comprehensiveness,  affordability,  cost  effectiveness,  choice, 
and  public  accountability.   Again,  we  look  forward  to  working  with  you  in  that  effort. 
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Mr.  Waxman.  Dr.  Scott. 

STATEMENT  OF  H.  DENMAN  SCOTT 

Mr.  SCOTT.  Thank  you  very  much,  Mr.  Chairman,  for  the  oppor- 
tunity to  be  here  and  speak  on  behalf  of  the  American  College  of 
Physicians. 

The  College  recognizes  that  the  health  care  system  is  enormous 
and  gives  splendid  care  to  millions.  However,  the  ACP  does  believe 
that  the  system  suffers  in  crisis  now,  mainly  a  crisis  in  access  first 
and  foremost.  However,  rising  costs  and  aspects  of  quality  are  also 
major  concerns. 

The  College  is  committed  to  fundamental  reform.  Incremental 
change  is  no  longer  acceptable.  We  must  deal  simultaneously  with 
costs,  access  and  quality.  In  this  regard,  we  are  pleased  to  be  a 
part  of  Dr.  Simmons  Coalition  and  working  with  that  group. 

As  far  as  H.R.  3080  is  concerned,  we  do  applaud  one  aspect  of 
it  in  particular  and  that  is  its  approach  to  medical  liability.  How- 
ever, we  do  not  believe  that  the  voluntary  approach  in  this  bill  will 
achieve  universal  access. 

In  this  country  when  people  get  sick  sooner  or  later — and  often 
very  late  for  many — they  go  to  the  hospital  or  doctor.  Everyone  ex- 
pects health  care.  Everyone,  therefore,  should  contribute  dollars  to- 
wards their  health  care. 

The  College  supports  a  mandate  on  employers  and  individuals 
not  working  for  someone  else.  Everyone  deserves  insurance.  Every- 
one must  contribute  to  it.  We  very  much  recognize,  however,  the 
need  to  subsidize  people  who  are  poor  and  certain  small  businesses. 
H.R.  3080,  as  some  of  my  fellow  panelists  have  pointed  out,  in  no 
way  deals  substantively  with  cost  control. 

My  final  point:  It  does  not  also  deal  with  the  major  imbalance 
between  general  primary  care  and  specialty  physicians,  and  it  is  re- 
dressing this  imbalance  which,  long  term,  is  an  indispensable  in- 
gredient to  dealing  with  the  costs  of  health  care. 

That  is  all  I  have  to  say.  Our  comments  are  in  our  testimony. 
We  appreciate  the  chance  to  be  with  you. 

Mr.  Waxman.  Thank  you  very  much,  Dr.  Scott. 

[The  prepared  statement  of  Dr.  Scott  follows:] 


759 

STATEMENT 

of  the 
AMERICAN  COLLEGE  OF  PHYSICIANS 

Before  the 

House  Energy  and  Commerce  Committee 

Subcommittee  on  Health  and  the  Environment 

February  1,  1994 


The  American  College  of  Physicians  (ACP)  is  pleased  to  have  this  opportunity  to  present  our 
views  on  pending  health  care  reform  legislation.  The  College  is  the  nation's  largest  medical 
specialty  society,  representing  more  than  80,000  physicians  practicing  internal  medicine  and  its 
subspecialties.  I  am  H.  Denman  Scott,  MD,  FACP,  MPH,  ACP's  Senior  Vice  President  for 
Health  and  Public  Policy. 

The  College  is  committed  to  fundamental  reform  of  our  nation's  health  care  system.  We  have 
examined  the  concurrent  problems  of  inadequate  insurance  and  millions  of  Americans  being 
without  any  form  of  health  insurance  coverage,  spiraling  increases  in  health  care  costs,  and  the 
growth  of  an  administrative  and  bureaucratic  system  that  is  burdensome  for  patients,  families 
and  physicians.  During  the  past  six  years,  we  have  held  hundreds  of  meetings  on  the  topic  of 
improving  access  to  health  care  for  all  our  citizens.  These  meetings  have  involved  thousands 
of  physician  and  staff  hours  by  numerous  committees  of  the  ACP,  our  Board  of  Regents,  our 
Board  of  Governors  (member-elected  leaders  representing  physicians  in  every  state,  the  District 
of  Columbia,  Puerto  Rico,  as  well  as  chapters  in  Canada  and  several  other  countries),  and  at 
regional  membership  meetings  of  ACP  chapters  across  the  country. 

Let  there  be  no  misunderstanding.  There  is  a  crisis  concerning  our  health  care  system. 
Incremental  changes  alone  will  not  solve  the  complex  problems  involved.  Nothing  less  than 
comprehensive,  system-wide,  health  care  reform  is  required  to  achieve  universal  access  to  health 
care  for  all  Americans. 

In  May  1990,  we  published  our  first  position  paper  on  this  topic  (American  College  of 
Physicians.  Access  to  health  care.  Annals  of  Internal  Medicine.  1990;112:641-61).  In  this 
paper,  we  summarized  some  of  the  major  problems  with  the  present  system,  or  lack  thereof,  and 
set  forth  our  criteria  for  a  better  system.  Subsequently,  we  have  used  these  criteria  to  develop 
our  own  proposal  (American  College  of  Physicians.  Universal  insurance  for  American  health 
care.  Annals  of  Internal  Medicine.  1992;117:511-19)  and  to  evaluate  other  proposals  for  health 
care  reform. 
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I  would  like  to  emphasize  that  no  single  proposal  to  date  has  completely  satisfied  all  of  our 
criteria  for  a  better  system.  The  Administration's  Health  Security  Act  appears  to  meet  many  of 
them,  but  it  is  weak  on  malpractice  insurance  reform,  and  it  creates  new  layers  of  bureaucracy 
and  regulation.  We  also  have  concerns  that  it  may  be  undermined  by  allowing  too  much 
flexibility  among  the  states,  and  that  it  may  not  assure  that  physicians  have  sufficient  input 
concerning  quality  assurance  activities  and  management  of  the  new  system. 

However,  today  I  would  like  to  focus  my  remarks  on  the  Michel  bill,  reflecting  the  proposals 
of  the  House  Republican  Leader's  Task  Force,  and  the  Cooper-Grandy  Managed  Competition 
Act. 

We  evaluated  each  proposal  according  to  how  well  they  would  help  achieve  universal  access  to 
high  quality  health  care  services,  control  health  care  costs,  and  provide  comprehensive  coverage. 
We  also  considered  their  ability  to  accomplish  malpractice  insurance  reform,  assure  that 
sufficient  numbers  and  types  of  health  care  professionals  are  available,  minimize  bureaucracy 
and  administrative  requirements,  and  maintain  opportunities  for  innovation  and  technological 
improvement. 

Universal  Health  Insurance  Coverage 

We  found  that  neither  the  Michel  nor  the  Cooper-Grandy  bills  would  achieve  universal  health 
insurance  coverage.  The  Michel  bill  would  require  all  employers  without  existing  health  benefit 
plans  to  offer  at  least  one  plan  that  meets  an  actuarially  defined  standard  of  coverage.  Multiple 
employer  purchasing  arrangements,  state-sponsored  accessible  health  benefit  systems,  federal  tax 
reforms  and  removal  of  certain  IRS  regulatory  barriers,  and  small  insurance  market  reforms 
should  help  to  make  group  health  insurance  more  affordable  to  small  employers  and  their 
employees.  However,  employers  would  not  be  required  to  share  any  of  the  burden  for  paying 
premiums,  and  many  individuals  and  their  families  would  remain  without  coverage.  The  Michel 
bill  also  provides  that  individuals  could  establish  medical  savings  accounts.  These  "Medisave 
Accounts"  would  be  similar  to  individual  retirement  accounts  (IRAs),  and  could  be  linked  to 
catastrophic  health  insurance  policies.  Such  accounts  provide  a  weak  substitute  for  health 
insurance  and  can  be  totally  inadequate  in  meeting  the  costs  of  major  illnesses. 

As  Congressman  Cooper  has  indicated,  his  bipartisan  plan  would  improve  access  to  health 
insurance,  but  would  not  guarantee  universal  coverage.  His  managed  competition  plan  would 
extend  coverage  to  only  about  60%  of  the  uninsured.  Large  employers  would  be  required  to 
offer  employees  and  their  families  enrollment  in  a  managed  care  plan,  but  would  not  be  required 
to  contribute  anything  toward  the  cost  of  premiums.  Small  employers  would  not  have  to  provide 
coverage,  but  would  have  to  deduct  premiums  from  employee  wages  for  those  workers  who 
enroll  in  an  Accountable  Health  Plan  (AHP). 

Cost  Control 

We  are  particularly  concerned  that  the  Michel  bill  has  no  specific  provisions  to  effectively  help 
control  rising  health  care  costs.  Cooper-Grandy  relies  almost  entirely  on  managed  competition, 
providing  tax  incentives  for  employers  to  choose  the  lowest-price  managed  care  plan  that  meets 
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minimum  standards.  However,  limiting  the  tax  deductibility  of  employer  premiums  to  those  of 
the  lowest-cost  managed  care  plans,  could  further  restrict,  rather  than  expand  health  insurance 
coverage. 

Comprehensive  Benefits 

The  Michel  bill  would  provide  that  all  employers,  including  small  employers,  must  offer  their 
employees  at  least  a  standard  plan  that  covers  essential  and  medically  necessary  medical, 
surgical,  hospital,  and  preventive  services.  The  employer  is  under  no  obligation  to  pay  for  this 
coverage,  but  the  coverage  must  be  offered.  Target  actuarial  values  would  be  developed  by  the 
private  sector  for  standard  and  catastrophic  plans,  and  insurers  would  have  flexibility  in 
developing  benefit  packages  as  long  as  they  meet  target  actuarial  values  set  for  each  plan. 

The  Cooper-Grandy  bill  would  establish  a  Health  Care  Standards  Commission  that  would 
recommend  a  federally-defined  uniform  set  of  effective  benefits  that  must  be  offered.  Congress 
would  approve  or  reject  a  recommended  package  of  benefits  on  an  up-or-down  vote.  Benefits 
would  have  to  be  medically  appropriate  and  treatment  would  have  to  be  in  accord  with  practice 
guidelines  set  by  an  Agency  for  Clinical  Evaluations.  Additional  benefits  would  be  available, 
but  would  not  be  tax  deductible  for  employers  or  individuals. 

While  the  College  is  in  agreement  with  the  intent  of  both  of  these  proposals  -  to  assure  that  all 
plans  offer  a  basic,  uniform  set  of  comprehensive  and  medically  effective  benefits  -  it  is  difficult 
to  make  further  assessments  without  specific  details  on  what  would  be  in  the  uniform  benefits 
package.  We  are  concerned  that  the  limits  on  tax  deductibility  under  Cooper-Grandy  would 
place  a  substantial  impediment  on  employers  from  offering  benefits  that  are  any  more  generous 
than  the  federally  defined  uniform  effective  benefits  package. 

Other  Provisions 

There  are  many  commendable  provisions  in  both  the  Michel  and  Cooper-Grandy  bills  that  should 
be  mentioned.  Both  contain  needed  insurance  market  reforms  to  minimize  or  eliminate 
restrictive  provisions  concerning  pre-existing  conditions,  enable  small  insurers  to  obtain  more 
affordable  group  insurance,  and  to  better  assure  that  employees  do  not  lose  health  insurance 
coverage  when  they  change  jobs.  Both  seek  to  minimize  administrative  inefficiencies  by 
facilitating  adoption  of  uniform  claims  forms  and  by  encouraging  electronic  claims  processing. 
Both  also  address  the  need  for  coverage  of  preventive  health  care  services. 

In  addition,  both  offer  meaningful  malpractice  reforms,  including  alternative  dispute  resolution 
(ADR)  systems  to  resolve  liability  claims,  caps  on  non-economic  damage  awards,  and  limits  on 
contingency  fees.  We  urge  the  substitution  of  these  provisions  for  those  in  the  Health  Security 
Act. 

The  Cooper-Grandy  bill  also  contains  provisions  for  addressing  the  nation's  health  workforce 
needs.  It  includes  financing  provisions  to  assure  that  appropriate  graduate  medical  education 
programs  are  adequately  funded.  The  Michel  bill  contains  no  provisions  concerning  the 
physician  workforce. 

Conclusion 

In  summary,  although  there  are  many  commendable  provisions  in  both  of  these  bills,  they  fail 
to  adequately  address  the  major  criteria  of  assuring  universal  health  insurance  coverage  for  all 
Americans  and  establishing  effective  means  to  control  health  care  costs.  They  both  provide  a 
basis  for  a  comprehensive  benefits  package,  but  fail  to  provide  the  details  of  what  would  be 
covered.  The  American  College  of  Physicians  is  supportive  of  many  of  the  provisions 
concerning  medical  liability  reform,  insurance  market  reforms,  improvements  in  administrative 
efficiency,  development  of  a  national  health  professions  workforce  policy,  and  financing  of 
graduate  medical  education.  We  look  forward  to  working  with  you  and  your  colleagues  as  you 
proceed  in  further  the  developing  legislation.    Thank  you. 
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Mr.  Waxman.  Ms.  Novotny. 

STATEMENT  OF  LOUISE  NOVOTNY 

Ms.  Novotny.  Good  afternoon.  Thank  you  very  much. 

As  you  may  know,  CWA  represents  600,000  workers  in  the  tele- 
communications industry  and  the  broadcast  industry,  in  the  public 
sector  and  in  the  health  care  industry,  and  it  is  on  behalf  of  those 
members  that  I  am  here  today.  I  appreciate  the  opportunity. 

For  all  the  members  of  our  union  and  in  every  one  of  those  sec- 
tors, health  care  has  been  a  flash  point  in  bargaining  over  the  past 
decade.  In  fact,  our  goal  in  bargaining  has  been  to  assure  our  mem- 
bers access  to  necessary  and  quality  medical  care  through  com- 
prehensive benefit  plans  that  allow  them  to  preserve  their  stand- 
ard of  living. 

In  recent  years,  though,  our  ability  to  meet  this  goal  has  been 
challenged  by  another  seemingly  futile  goal:  Trying  to  keep  the 
costs  of  our  health  plans  within  a  range  that  is  acceptable  to  our 
employers. 

In  our  most  recent  round  of  bargaining  with  the  Bell  Telephone 
operating  companies  in  1992,  employers  proposed  further  cuts  in 
our  health  benefits  in  spite  of  the  cost-effective  managed-care  net- 
works we  had  negotiated  in  1989.  We  oppose  the  cuts  because  they 
would  restrict  our  members'  access  to  care  but  would  do  nothing  to 
control  the  real  causes  of  health  cost  increases. 

Our  experience  led  us  to  conclude  that  our  twin  goals  of  assuring 
access  and  controlling  costs  cannot  succeed  at  the  bargaining  table, 
as  large  as  our  bargaining  units  are,  and,  as  you  may  know,  AT&T 
and  the  Bell  operating  companies  are  quite  large.  Our  bargaining 
units  alone  range  in  size  from  40,000  to  100,000  members.  We  and 
our  bargaining  partners  simply  do  not  have  the  market  clout  nec- 
essary to  keep  health  costs  affordable  over  the  long  run. 

We  began  to  look  for  a  solution  to  our  health  care  problems  in 
a  different  arena  aside  from  the  traditional  bargaining  arena,  and 
we  developed  five  key  criteria  to  assess  health  care  reform  propos- 
als and  to  determine  whether  our  members  would  benefit  from  the 
provisions.  Our  criteria  are  very  much  like  those  that  Ms.  Hurwit 
outlined. 

We  want  universal  coverage. 

There  must  be  guaranteed,  comprehensive  benefits  covering  a 
broad  range  of  services. 

Any  proposal  must  provide  affordable  coverage — that  is,  afford- 
able for  individuals  and  families  as  well  as  the  country  as  a  whole. 

We  want  a  system  that  assures  quality  care  by  protecting  the 
doctor-patient  relationship  and  the  choice  of  provider. 

And,  last,  we  want  a  new  health  care  hierarchy  that  puts  patient 
care  first  over  profit  motives  and  cost-cutting  considerations. 

There  are  only  two  bills  that  we  see  before  Congress  that  meet 
these  goals.  One  is  the  American  Health  Security  Act,  H.R.  1200, 
and  the  other  is  the  Health  Security  Act,  H.R.  3600.  CWA  has  en- 
dorsed both  these  bills. 

The  other  bills  before  Congress  fall  short  of  our  goals  of  afford- 
able, comprehensive  health  coverage  for  everyone. 

H.R.  3080  is  one  of  the  bills  that  does  not  measure  up.  First  of 
all,  it  is  not  universal  Although  the  plan  would  require  all  employ- 
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ers  to  offer  coverage  to  their  employees,  the  employers  are  not  re- 
quired to  make  any  contributions  to  the  coverage.  In  addition,  since 
the  bill  focuses  primarily  on  opening  up  insurance  options  for  small 
business  employees,  CWA  members  who,  for  the  most  part,  are  em- 
ployed by  large  employers  will  not  be  assisted  in  our  perennial 
struggle  to  preserve  and  improve  the  benefits  we  have  negotiated. 

Moreover,  part-time  and  temporary  workers  would  not  be  eligible 
for  the  option  of  coverage  under  H.R.  3080.  In  the  telecommuni- 
cations industry,  the  growing  use  of  temporary  and  part-time  work- 
ers, many  of  whom  work  20  hours  a  week,  by  both  our  competitors 
and  our  own  employers  has  become  a  serious  threat  to  our  mem- 
bers'job  security. 

In  the  broadcast  industry,  daily  hires  have  become  a  common 
practice  of  employment  for  broadcast  technicians.  These  workers 
get  no  health  benefits  today  because  employers  are  not  required  to 
cover  them,  and  they  would  receive  no  protections  under  H.R.  3080. 

Another  recent  trend  in  the  telecommunications  industry  is  the 
wave  of  layoffs  and  downsizing  as  firms  reorganize.  Under  H.R. 
3080,  there  is  no  guaranteed  coverage  during  periods  of  unemploy- 
ment unless  the  laid-off  workers  become  eligible  for  Medicaid. 
Guarantees  of  availability  exist  under  H.R.  3080  only  if  the  individ- 
ual is  employed.  Promises  of  coverage  are  made  only  to  those  who 
can  afford  to  purchase  the  insurance. 

Employers  sometime  facilitate  the  downsizing  and  avoid  direct 
layoffs  by  enhancing  pension  rules  so  that  more  senior  employees 
can  retire  early.  At  the  same  time,  employers  are  cutting  back  on 
retiree  health  benefits. 

Today,  there  is  no  legal  requirement  that  employers  bargain  with 
us  over  benefits  for  retired  members,  and  we  anticipate  that,  un- 
less comprehensive  health  care  reform  is  enacted  this  year,  protec- 
tion of  retiree  health  benefits  will  be  our  biggest  battle  when  we 
bargain  with  AT&T  and  the  Bell  operating  companies  in  1995.  H.R. 
3080  offers  no  guarantees  of  health  coverage  for  these  individuals 
and  their  families,  and  it  makes  our  responsibility  to  bargain  for 
protections  for  them  no  easier. 

I  know.  I  have  some  more  comments  to  make. 

Mr.  Waxman.  Well,  that  whole  statement  is  going  to  be  in  the 
record. 

Ms.  Novotny.  Thank  you  very  much  for  the  opportunity  to 
speak. 

Mr.  Waxman.  Thank  you. 

[Testimony  resumes  on  p.  774.] 

[The  prepared  statement  of  Ms.  Novotny  follows:] 
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H.R.  3080,  The  Affordable  Health  Care  Now  Act  of  1993 

Statement  of  Louise  Novotny 
Research  Economist,  Communications  Workers  of  America 

Before  the  House  Subcommittee  on  Health  and  Environment 

February  1,  1994 


Good  afternoon.  My  name  is  Louise  Novotny.  I  am  a  Research 
Economist  with  the  Communications  Workers  of  America.  CWA 
represents  600,000  workers  in  the  telecommunications  industry,  the 
publishing  and  broadcast  industries,  the  public  sector,  and  the  health  care 
industry.  For  the  past  five  years  my  primary  responsibilities  at  CWA  have 
been  to  develop  guideslines  for  negotiating  health  benefits  in  our  major 
collective  bargaining  agreements  and  to  develop  a  union  policy  on  national 
health  care  reform.  I  am  pleased  to  be  here  today  to  share  with  you  our 
views  on  health  care  policy.  CWA  looks  forward  to  working  with  this 
committee  to  develop  a  lasting  solution  to  the  nation's  health  care  crisis 
as  experienced  by  our  members. 

CWA  members  believe  there  is  a  health  care  crisis.  They  believe  it 
because  over  the  past  decade  in  virturally  every  round  of  collective 
bargaining  in  each  of  our  bargaining  units,  health  care  has  been  a  major 
flash  point  in  the  negotiations.  Mushrooming  health  costs  have  pressured 
our  employers  to  seek  cuts  in  our  health  benefits,  pushing  cost  increases 
onto  workers.  Our  wage  increases  have  given  way  as  health  care 
consumes  more  and  more  of  our  total  compensation  packages.  The  cost 
of  these  bargaining  battles  is  often  high.  Our  members  have  had  to  strike 
to  protect  their  health  benefits.  The  irony  is  that  in  some  cases,  our 
members  lost  their  health  coverage  because  they  exercised  their  federally- 
protected  right  to  strike. 

The  majority  of  CWA  members  work  for  AT&T  and  the  seven 
regional  Bell  Telephone  companies.  We  have  been  negotiating  benefits 
with  those  companies  for  about  three  decades.  Over  that  time  the 
members  of  CWA  have  built  what  is  considered  to  be  a  leading  edge 
health  plan.  We  built  it  a  piece  at  a  time,  paying  for  the  package  out  of 
our  total  negotiated  compensation.     Our  goal  has  been  to  assure  our 
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members  access  to  necessary  and  quality  medical  care  through 
comprehensive  benefits  plans  that  allow  them  to  preserve  their  standard 
of  living. 

In  recent  years  our  ability  to  meet  that  goal  has  been  challenged  by 
another,  seemingly  futile  goal  --  trying  to  keep  the  cost  of  our  plans  within 
a  range  acceptable  to  our  employers.  At  the  bargaining  table  we  have 
had  some  success  with  cost  containment  initiatives  that  redirect  the  way 
our  members  receive  care.  We  negotiated  HMO  coverage,  second 
surgical  opinions,  incentives  for  outpatient  surgeries,  and  programs  to 
reduce  length  of  hospital  stays.  Data  from  our  companies  indicate  that 
these  programs  were  partially  effective.  Utilization  under  our  health  plans 
has  been  declining.  Hospital  admissions  have  been  reduced,  length  of 
stay  has  shortened,  and  services  have  been  shifted  to  more  cost  efficient 
outpatient  settings.  Even  our  most  recent  experiment  with  point  of 
service  managed  health  care  networks  has  proven  capable  of  holding  cost 
increases  to  a  more  manageable  level  over  the  short  run. 

But  these  modest  successes  have  not  realized  sufficient  savings  to 
appease  our  employers  beyond  the  next  contract.  In  our  most  recent 
round  of  bargaining  with  the  Bell  Telephone  Operating  Companies  in 
1 992,  employers  proposed  further  cuts  in  our  health  benefits  in  spite  of 
the  cost-effective  managed  care  networks  we  negotiated  in  1989.  The 
proposed  cuts  included  caps  on  the  amounts  they  will  contribute  to  retiree 
health  coverage,  limits  on  mental  health  benefits,  carving  out  coverage  for 
dependents,  and  increased  cost-sharing  by  employees. 

We  rejected  the  proposals  because  they  would  restrict  our  members' 
access  to  care,  but  would  do  nothing  to  control  the  real  causes  of  health 
cost  increases.  The  elements  driving  the  rise  in  the  cost  of  our  health 
plans  are  not  within  our  control  on  a  micro,  company-by-company  scale. 
Those  elements  include: 

•  an  aging  population  with  increased  health  care  needs; 

•  the  dissemination  of  new  and  expensive  high-tech  equipment 
often  without  regard  to  the  needs  of  the  community  but 
instead  as  a  provider  strategy  to  increase  market  share; 
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•  health  care  price  inflation  which  has  accelerated  at  about 
twice  the  rate  of  overall  inflation  over  recent  years; 

•  and  cost  shifting  as  providers  increase  charges  for  services 
covered  under  our  plans  in  order  to  pay  for  the  cost  of  caring 
for  the  uninsured  and  underinsured. 

Our  experience  led  us  to  conclude  that  our  twin  goals  of  assuring 
access  and  controlling  costs  cannot  succeed  at  the  bargaining  table  in  the 
long  run.  As  large  as  our  bargaining  units  are  (the  AT&T  and  Bell 
company  units  range  in  size  from  40,000  to  1 00,000  employees),  we  and 
our  bargaining  partners  simply  do  not  have  the  market  clout  necessary  to 
keep  health  costs  affordable  over  the  long  run.  Therefore,  the  ability  of 
both  the  union  and  the  employer  to  guarantee  access  to  health  care  for 
our  members  and  their  families  in  the  future  is  limited. 

CWA  began  to  look  for  a  solution  to  our  health  care  problems 
outside  the  traditional  bargaining  arena.  We  developed  five  key  criteria 
to  assess  health  care  reform  proposals  and  to  determine  whether  our 
members  would  benefit  from  the  provisions. 

First,  we  want  universal  health  coverage.  Everyone  must  be 
covered  by  health  benefits  no  matter  where  we  work  or  whether  we 
work.  CWA  members  believe  health  care  is  a  right,  and  have  learned  that 
the  employment-based  system  no  longer  will  assure  our  access  to  needed 
care  over  our  lifetimes. 

Second,  the  guaranteed  benefits  must  be  comprehensive,  covering 
a  broad  range  of  services  including  the  standard  hospital  and  physician 
services  as  well  as  preventive  care,  long  term  care,  and  rehabilitative 
services. 

Third,  any  proposal  must  provide  affordable  coverage.  That  is,  the 
program  must  be  affordable  for  individuals  and  families,  for  employers, 
and  for  the  country  as  a  whole.  In  CWA's  view,  an  affordable  health  care 
system  would  include  financing  linked  to  ability  to  pay  and  effective, 
centralized  cost  controls  that  assure  affordability  over  the  long  run. 
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Fourth,  we  want  a  system  that  assures  quality  care  by  protecting 
the  doctor-patient  relationship  and  choice  of  provider.  In  addition,  we 
look  for  proposals  that  will  assist  in  the  development  of  practice 
guidelines,  quality  standards  and  protections  for  front-line  health  care 
workers  in  order  to  improve  the  practice  of  medicine  and  quality  of  care. 

And  fifth,  we  want  a  new  health  care  hierarchy  that  puts  patient 
care  first  over  profit  motives  and  cost  cutting  considerations.  This  would 
require  a  new  system  of  public  accountability  that  puts  consumers  and 
front-line  health  care  workers  in  decision-making  roles  to  influence  the 
policies  and  programs  of  the  reformed  health  care  system. 

There  are  only  two  bills  before  Congress  that  meet  these  goals  --  the 
American  Health  Security  Act,  H.R.  1200  and  the  Health  Security  Act, 
H.R.  3600.   CWA  has  endorsed  both  these  bills. 

Other  bills  before  Congress  fall  short  of  our  goals  of  affordable, 
comprehensive  health  coverage  for  everyone.  Today,  we  grateful  to  have 
the  opportunity  to  share  our  views  on  H.R.  3080,  the  Affordable  Health 
Care  Now  Act.  It  is  one  of  the  bills  that  do  not  measure  up  well 
according  to  our  key  criteria  for  reform. 

First  of  all,  it  is  not  universal.  Although  the  plan  would  require  all 
employers  to  offer  coverage  to  their  employees,  the  employers  are  not 
required  to  make  any  contributions  to  the  coverage.  (Sec.  1001(a)). 
Making  coverage  "available"  falls  far  short  of  CWA's  goal  of  guaranteed 
coverage.  In  addition,  since  the  bill  focuses  primarily  on  opening  up 
insurance  options  for  small  business  employees,  our  members  will  not  be 
assisted  in  our  perennial  struggle  to  preserve  and  improve  the  benefits  we 
have  negotiated. 

Moreover,  there  is  a  significant  group  of  workers  who  would  not 
even  be  offered  the  options  outlined  in  the  bill.  Eligible  employees  are 
defined  as  those  who  "normally  perform  on  a  monthly  basis  at  least  30 
hours  of  service  per  week  for  that  employer."  (Sec.  1023(a)(2)).  In  other 
words,  part-time  and  temporary  workers  would  not  be  eligible  for  the 
option  of  coverage  under  H.R.  3080. 
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We  are  seeking  ways  to  secure  more  benefits  for  these  workers. 
We  are  looking  for  solutions  that  will  assure  them  equitable  compensation 
and  needed  health  coverage  while  at  the  same  time  eliminating  financial 
disincentives  for  employers  to  hire  full-time  workers. 

We  can  envision  a  number  of  equitable  solutions.  One  is  to  require 
all  businesses  to  pay  a  percentage  of  payroll  or  income  to  help  finance  a 
universal  health  care  system.  Another  is  to  require  employer 
contributions  on  behalf  of  all  workers  who  provide  services  during  a 
week,  defining  full-time  work  as  30  hours  a  week  and  prorating 
contributions  for  all  hours  less  than  30. 

Another  recent  trend  in  the  telecommunications  industry  is  the  wave 
of  layoffs  and  downsizing  as  firms  reorganize.  We  have  negotiated 
benefits  to  protect  laid  off  workers  for  a  period  of  time,  but  we  cannot 
protect  these  members  during  extended  periods  of  lay  off.  While  H.R. 
3080  would  protect  these  individuals  from  waiting  periods  for  pre-existing 
conditions  should  they  find  a  new  job,  there  is  no  guaranteed  coverage 
during  periods  of  unemployment  unless  the  laid-off  workers  become 
eligible  for  Medicaid.  Guarantees  of  availability  exist  under  H.R.  3080 
only  if  the  individual  is  employed.  Promises  of  coverage  are  made  only 
to  those  who  can  afford  to  purchase  the  insurance. 

Downsizings  in  the  telecommunications  industry  and  others  is  also 
characterized  by  early  retirement  sweeteners.  That  is,  employers 
facilitate  the  downsizing  and  avoid  direct  lay-offs  by  liberalizing  rules  for 
retirement  so  that  more  senior  employees  can  retire  with  enhanced 
pension  benefits.  But  these  workers  are  faced  with  another  dilemma. 
Employers  are  trying  to  get  out  from  under  promises  of  retiree  health 
benefits  in  order  to  lighten  the  weight  of  the  retiree  health  liability  they 
must  now  post  on  their  books.  Employers  are  cutting  back  on  retiree 
health  benefits. 

Today,  CWA  members  who  retiree  early  (before  age  65)  are 
protected  only  by  the  benefits  we  negotiate.  There  is  no  legal 
requirement  that  employers  bargain  with  us  over  benefits  for  retired 
members.  We  anticipate  that  unless  comprehensive  health  care  reform 
is  enacted  this  year,  protection  of  retiree  health  benefits  will  be  our 
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biggest  battle  when  we  bargain  with  AT&T  and  the  Bell  Operating 
companies  in  1995.  H.R.  3080  offers  no  guarantees  of  health  coverage 
for  these  individuals  and  their  families,  and  it  makes  our  responsibility  to 
bargain  for  protections  for  them  no  easier. 

On  our  second  goal  for  health  care  reform,  comprehensive  benefits, 
H.R.  3080  falls  short  as  well.  Though  the  bill  mandates  that  insurers 
offer  three  types  of  plans,  benefits  are  not  explicitly  defined  --  only 
general  descriptions  are  provided.  For  example,  the  standard  plan  is  one 
which  provides  "standard  coverage  ...  with  substantial  cost  sharing." 
(Sec.  1 102(a)(1)(A)(i).  The  Medisave  plan  couples  medical  savings 
accounts  with  catastrophic  coverage  that  includes  a  deductible  of  at  least 
$1,800  per  person  and  $3,600  per  family.    (Sec.  2202). 

The  high  degree  of  cost  sharing  included  in  the  H.R.  3080  would 
rule  out  the  label  of  comprehensive  benefits  and  could  prevent  people 
from  receiving  needed  care  if  they  cannot  afford  the  high  out-of-pocket 
costs.  Linking  the  high  catastrophic  deductible  with  the  medical  savings 
accounts  restricts  that  benefit  program  to  those  with  high  levels  of 
disposable  income  that  can  be  set  aside  for  a  rainy  day.  Many  low-wage 
and  middle-class  workers  will  be  unable  to  take  advantage  of  this  new 
insurance  market. 

Rather  than  defining  specific  covered  benefits,  H.R.  3080  instructs 
that  the  Secretary  of  Health  and  Human  Services  will  request  the  National 
Association  of  Insurance  Commissioners  (NAIC)  to  develop  a  set  of  rules 
for  determining  the  actuarial  value  of  the  coverage  included  in  typical 
small  employer  health  plans  and  to  establish  a  target  actuarial  value  for 
standard  coverage.  (Sec.  1 102(b)(1)  and  (c)2».  A  plan  will  be  certified 
if  its  value  is  within  five  percentage  points  of  the  target.  (Sec. 
1102(c)(1).  Without  a  prescribed  package  of  benefits,  the  bill  cannot 
meet  our  standard  for  comprehensiveness.  As  important,  our  goal  of 
increased  public  accountability  is  undermined  when  authority  for  benefits 
standards  is  vested  in  an  entity  that  is  not  directly  responsible  to  the 
public,  nor  its  proceedings  open  to  public  scrutiny. 

H.R.  3080  also  falls  short  of  our  third  goal,  affordability.  The  failure 
to  require  employer  contributions  to  the  health  care  system  is  a  key  flaw. 
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CWA  believes  all  employers  should  contribute  to  the  health  care  system 
because  all  businesses,  large  and  small,  benefit  from  a  healthy  and 
productive  workforce.  Other  benefits  flow  when  aJi  employers  pay  into 
a  system  that  covers  everyone.  Employers  who  now  provide  insurance 
coverage  for  their  workers  will  very  likely  realize  a  savings  over  current 
expenditures  as  health  costs  are  spread  more  equitably  across  the 
economy.  Spreading  the  costs  will  require  employers  who  do  not  now 
provide  benefits  to  pay  their  fair  share,  leveling  the  competitive  playing 
field  for  those  employers  who  have  been  responsibly  contributing  to  their 
workers  health  coverage.  Employers  who  realize  a  savings  will  be  able  to 
re-channel  those  monies  back  into  the  company  in  the  form  of  higher 
wages  for  workers,  reinvestment  in  plant  and  capital,  and  more  jobs. 

Though  the  bill  includes  some  premium  limits,  they  do  not  offer 
much  protection  or  assure  that  plan  costs  remain  truly  affordable.  Annual 
premium  increases  are  limited  only  for  plans  offered  by  small  employers  - 
-  those  with  51  or  fewer  employees.  Insurers  could  charge  these  small 
employers  up  to  15%  more  than  the  premium  rate  increase  charged  to  a 
newly  covered  small  employer  in  the  same  class  of  business.  (Sec. 
1105).  In  addition,  premium  increases  for  any  class  of  business  of  an 
insurer  may  be  set  as  much  as  20%  higher  than  the  premium  increase  for 
another  class  of  business.    (Sec.  1 104(a)(1)(A)). 

Premium  rates  for  small  employers  with  similar  demographic  and 
other  characteristics  and  within  the  same  class  of  business  of  an  insurer 
can  be  up  to  50%  more  than  the  lowest  premium  rates  within  the  class. 
After  three  years,  that  variation  allowance  is  reduced  to  35%.  (Sec. 
1104(a)(2)). 

These  protections  against  premium  increases  for  employers  and 
individuals  are,  at  best,  minimal.  They  apply  only  to  small  employers  and 
are  set  at  such  high  levels  that  many  small  employers  will  find  no  relief. 
A  15%  to  20%  annual  increase  in  premiums  is  considered  by  most  of  us 
to  be  a  serious  cost  spiral. 

Since  it  offers  no  protections  against  exorbitant  out-of-pocket  costs, 
H.R.  3080  also  fails  to  achieve  affordability  for  individuals  and  families. 
The   "substantial   cost  sharing"    of  the  standard   plan   and   the  high 
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deductibles  of  the  catastrophic  plan  make  the  benefits  unattainable  for 
low-wage  and  middle-class  families.  There  are  no  limits  on  the  amounts 
plans  may  require  for  deductibles,  co-payments  and  coinsurance,  so 
consumers  remain  vulnerable. 

There  are  no  controls  in  H.R.  3080  that  would  protect  insurance 
purchasers,  both  employers  and  individuals  and  families,  from  unregulated 
price  increases.  Health  care  providers  may  charge  patients  for  amounts 
not  covered  by  insurance  and  there  are  no  bans  on  lifetime  limits. 

In  summary,  the  members  of  CWA  would  find  no  true  relief  from  the 
health  care  crisis  as  they  experience  it.  There  are  no  guarantees  of 
coverage  for  everyone  regardless  of  their  employment  situation;  there  are 
no  comprehensive  benefits;  and  there  are  no  cost  controls  to  keep  health 
care  affordable  for  our  members  and  our  employers.  To  address  these 
issues,  larger,  more  comprehensive  reforms  must  be  contemplated  by 
Congress. 

As  I  mentioned  earlier,  CWA  has  endorsed  and  supports  two  bills 
now  before  Congress.  We  endorsed  H.R.  1200  because  it  guarantees 
everyone  comprehensive  health  coverage  from  cradle  to  grave.  Under  the 
American  Health  Security  Act,  people  have  access  to  all  medically 
necessary  services  no  matter  where  they  work  or  whether  they  work. 
Laid  off  workers,  workers  on  strike,  retired  workers  and  their  families  are 
covered.  There  is  no  change  in  coverage  because  of  a  disruption  in 
employment  circumstances.  The  unemployed,  low-income  families  and 
senior  citizens  are  guaranteed  the  same  scope  and  level  of  services  as 
everyone  else.  In  other  words,  under  the  American  Health  Security  Act, 
health  care  is  a  right,  not  merely  a  fringe  benefit. 

The  American  Health  Security  Act  guarantees  a  full  and 
comprehensive  range  of  services,  including  standard  hospital  and 
physician  services,  preventive  care,  mental  health  and  substance  abuse 
benefits,  and  long  term  care. 

H.R.  1200  is  affordable  both  to  individuals  and  to  businesses.  It 
links  health  care  contributions  to  ability  to  pay  through  payroll  and  income 
taxes.  Our  telephone  operators  will  pay  less  toward  health  care  than  the 
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highest  paid  managers.  That's  fair.  That  kind  of  equity  is  not  achievable 
under  a  system  based  on  premiums  and  out-of-pocket  costs. 

In  addition,  our  employers  will  find  substantial  relief  from  ever-rising 
health  costs  under  the  American  Health  Security  Act.  Cost-shifting  from 
the  uninsured  to  our  plans  is  the  current  system  of  financing  care  for  the 
uninsured.  The  American  Health  Security  Act  spreads  the  cost  of  health 
care  across  the  whole  spectrum  of  society,  and  as  a  result,  the  cost  of 
care  per  person  is  greatly  reduced  for  employers  who  now  provide 
coverage. 

The  national  health  care  budget  included  in  H.R.  1200  will  have  a 
direct  link  to  the  national  ability  to  pay  since  it  is  conditioned  on  growth 
in  gross  national  product.  This  realistic  restraint  on  the  portion  of  our 
national  resources  devoted  to  health  care  will  encourage  health  care 
providers  to  plan  thoughtfully  for  capital  expansions  and  new  acquisitions 
based  on  community  need,  not  according  to  competition  for  market  share. 

For  the  Communications  Workers  of  America,  the  American  Health 
Security  Act  achieves  all  our  goals  for  universal,  comprehensive  coverage 
and  cost-effective  and  affordable  health  care  services.  It  is,  we  believe, 
the  plan  that  will  best  serve  the  needs  of  the  entire  country. 

The  other  bill  in  Congress  that  meets  our  criteria  is  the  Health 
Security  Act,  H.R.  3600.  The  Health  Security  Act  is  a  major  step  forward 
in  the  effort  to  address  the  national  health  care  crisis.  For  those  of  us 
who  have  been  fighting  to  protect  health  benefits  at  the  bargaining  table 
and  who  have  been  pressing  the  national  grassroots  demand  for 
guaranteed  health  coverage,  this  bill's  call  for  a  universal,  comprehensive 
benefits  package  for  every  American  offers  new  hope.  The  plan  is  not 
perfect,  but  it  comes  close  to  achieving  all  of  our  goals  for  national  health 
care. 

•  It  achieves  coverage  for  everyone  by  1998,  including 
expanded  access  to  under-served  areas  and  subsidies  for  low- 
income  families  and  early  retirees. 
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•  It  requires  all  employers  to  contribute  to  the  cost  of  health 
care. 

•  It  establishes  a  substantial  benefits  package  while  at  the  same 
time  protecting  existing  additional  benefits  through  tax- 
preferred  treatment. 

•  It  imposes  some  cost  controls  such  as  an  enforceable  national 
health  care  budget,  prohibition  on  balance  billing  by  providers, 
and  limits  on  premium  increases. 

•  Finally,  it  allows  states  to  implement  single  payer  systems  as 
a  model  for  achieving  universal,  comprehensive  coverage 
within  their  jurisdictions. 

These  elements  of  the  Health  Security  Act  are  significant 
achievements.  They  are  far  superior  in  scope  and  effectiveness  to  most 
health  care  proposals  now  before  Congress.  If  enacted,  these  aspects  of 
the  bill  would  lift  the  U.S.  from  that  ignoble  distinction  of  being  one  of 
only  two  industrialized  countries  that  do  not  guarantee  their  citizens  the 
right  to  health  care.   These  are  good  reasons  to  support  H.R.  3600. 

Thank  you  very  much  for  this  opportunity  to  share  our  views.  The 
Communications  Workers  of  America  look  forward  to  working  with  the 
members  of  this  Committee  to  craft  a  national  health  plan  that  will 
resolve,  once  and  for  all,  the  national  health  care  crisis. 
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Mr.  Waxman.  This  has  been  an  excellent  panel.  I  appreciate  your 
testimony. 

I  was  particularly  struck  by  Dr.  Simmons'  comments  about  the 
millions  of  people  who  are  uninsured  now  and  those  who  are  being 
added  to  the  rolls,  which  prompts  me  to  ask  this  question  of  each 
of  you,  if  you  would — or  whoever  wants  to  respond — for  your  per- 
spectives as  employers,  unions,  providers  and  consumers. 

Assume  that  we  enact  Mr.  Michel's  bill  and  that  we  implement 
it  on  January  1,  1997,  as  it  currently  provides.  What  do  you  think 
will  happen  to  health  care  costs  between  now  and  1997,  between 
1997  and  2000?  And  will  the  number  of  uninsured  Americans  in- 
crease or  decrease  between  now — and  implementation — between 
now  and  after  1997? 

Mr.  Simmons.  We  can  start  that. 

I  guess  we  would  have  no  reason  to  doubt  the  figures  that  were 
presented  to  you  by  your  own  independent  Congressional  Budget 
Office  in  their  July  report  which  basically  said,  in  analyzing  a  vari- 
ety of  bills  including  Mr.  Michel's  bill,  that  we  would  almost  double 
our  costs  in  that  7-year  period  of  time,  and  the  bill  would  have  vir- 
tually no  impact  on  the  number  of  uninsured.  And  given  that  we 
have  not  done  our  detailed  analysis  but  given  the  reforms  that  are 
proposed  there,  we,  I  think,  would  have  to  agree  with  that. 

But  Mark  Goldberg  has  done  sort  of  a  back-of-the-envelope  cal- 
culation and  can  share  a  few  other  things  with  you. 

Mr.  Goldberg.  As  Dr.  Simmons  said,  we  haven't  done  any  econo- 
metric analysis  for  the  outyears  in  your  question.  But  if  we  look 
at  years  between  now  and  1997  and  simply  extrapolate  from  what 
we  have  got  going  on  now  in  the  system,  according  to  the  Employee 
Benefit  Research  Institute  costs  are  going  to  go  up,  as  Dr.  Simmons 
said,  about  13.5  percent  for  each  of  those  years  between  now  and 
1997,  which  would  mean  that  in  1997,  the  first  year  of  implementa- 
tion, we  would  be  running  an  annual  health  care  spending  bill  in 
excess  of  $1.5  trillion. 

Again,  just  doing  a  simple  straight  line  extrapolation  in  the  last 
3  years  for  which  we  have  numbers — that  is,  1989  through  1992 — 
the  increase  in  the  number  of  uninsured  was  4.2  million.  If  roughly 
that  rate  of  increase  continued  between  now  and  the  date  of  imple- 
mentation, at  the  time  of  implementation  we  would  have  about  46 
million  uninsured  Americans. 

Mr.  Waxman.  Thank  you. 

Ms.  Hurwit. 

Ms.  Hurwit.  I  have  very  little  to  add  to  that. 

I  think  that  the  Congressional  Budget  Office  projected  that  last 
year's  version  of  the  bill  would  actually  add  about  200,000  people 
to  the  rolls  of  the  insured. 

One  of  the  concerns  we  have  is  that  many  people  who  now  are 
insured  may  find  themselves  in  the  rolls  of  the  uninsured.  And  one 
of  the  things  that  we  have  seen  with  the  figure  of  2.3  million  Amer- 
icans added  to  the  rolls  of  the  uninsured  between  1991  and  1992 
is  many  of  them  were  workers  whose  employers  dropped  coverage, 
including  many  children.  And  we  are  seeing  a  growth  in  the  num- 
ber of  uninsured  children,  despite  the  efforts  to  get  more  children 
onto  Medicaid. 
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I  would  also  just  like  to  add  that  one  of  the  concerns  we  have 
is — when  you  talk  about  uninsurance  versus  insurance — one  of  the 
real  issues  is  what  do  we  mean  by  insurance.  At  the  same  time 
that  we  see  the  trends  of  cost  increases  and  the  number  of  unin- 
sured Americans,  increasingly  we  also  see  the  numbers  of  inad- 
equately insured  Americans  increasing.  We  are  very  concerned  that 
if  trends  continue — and  we  don't  believe  that  H.R.  3080  will  miti- 
gate any  of  those  trends — you  will  see  people  with  less  coverage, 
higher  deductibles,  higher  co-payments,  less  choice,  which  will  pro- 
hibit them  from  getting  the  care  that  they  need. 

Mr.  Waxman.  Thank  you. 

Dr.  Scott. 

Mr.  Scott.  I  don't  have  any  precise  numbers  on  this  business, 
but  it  is  clear,  I  think,  as  we  think  about  the  problem,  that  until 
we  get  everybody  under  the  tent  we  are  going  to  spend  tremendous 
energy  keeping  people  out  selectively  and  throwing  other  people 
out.  Once  we  get  everybody  in  the  system,  then  we  can  start  deal- 
ing with  how  to  take  care  of  them,  how  to  get  the  maximum  effi- 
ciency or  much  better  efficiency  than  we  have  today  and  stop  this 
huge  expenditure  of  energy  of  doing  what  we  are  doing. 

If  we  have  that  particular  approach  enacted,  I  don't  think  there 
will  be  incentives  on  the  part  of  businesses  or  individuals  to  buy 
insurance  when  this  is  passed  any  more  than  there  is  for  them  to 
buy  today.  For  some  people,  sure,  they  will  go  out  there  because 
they  may  be  able  to  get  something  a  little  more  affordable,  but  a 
lot  of  insurance  people  won't  deal  with  it  and  a  lot  of  businesses 
that  can  get  the  work  force  they  want  today  without  providing 
these  benefits.  And  why  would  they  want  to  change  that  policy  if 
they  can  get  the  people  they  want  to  work  for  them? 

So  we  have  to  move  from  what  is  a  voluntary  system  to  one 
which  says  everybody  has  got  to  be  in  and  everybody  has  got  to 
contribute  except  for  the  poor  and  those  people  who  are  in  small 
business  who  do  deserve  some  subsidy  for  a  period  of  years. 

Mr.  Waxman.  Ms.  Novotny. 

Ms.  Novotny.  I  will  let  the  National  Leadership  Coalition — or  I 
will  stand  by  their  numbers  for  a  change. 

But  I  just  want  to  emphasize  other  points  that  people  made  and 
that  seems  to  me  to  be  the  fact  that  these  issues,  the  universal 
comprehensive  cost  controls,  are  inextricably  linked.  And  if  we  are 
to  cover  everyone  in  the  country — and  I  believe  that  is  a  serious 
goal  of  the  majority  of  the  U.S.  population — then  we  are  going  to 
have  to  find  some  way  to  put  the  costs  on  so  that  we  can  keep  it 
affordable  over  the  long  term  and  assure  that  benefits  that  we  are 
guaranteeing  to  everybody  are  comprehensive. 

Mr.  Waxman.  Thank  you. 

Mr.  Hastert. 

Mr.  Hastert.  Thank  you,  Mr.  Chairman. 

I  just  want  to  mention  to  Dr.  Simmons,  your  group  visited  my 
office  with  a  contingent  of  about  12  or  13  folks,  I  think.  Even  Ms. 
Novotny's  group  was  included  in  that  as  part  of  your  Coalition.  And 
I  tell  you,  it  was  a  very  interesting  conversation  for  about  an  hour 
and  a  half. 

One  of  the  things  we  found  out  was  that  your  group  was  less 
than  homogeneous,  that  you  did  have  a  broad  range  of  views.  And 
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there  are  so  many  divergent  interests  out  there  that  it  was  quite 
an  interesting  argument  among  the  members  of  your  group. 

But  we  do  want  to  hold  down  costs.  I  guess  there  are  a  lot  of  dif- 
ferent ways  to  approach  this  issue  and  many  individuals  have  dif- 
fering ideas.  Hopefully,  we  can  come  together.  Nobody  is  going  to 
do  this  on  a  partisan  basis.  It  has  to  be  done  on  a  bipartisan  basis. 
Certainly,  we  hope  that  we  can  find  the  gems  in  all  these  policies 
and  put  together  something  that  is  going  to  serve  this  country. 

So  I  appreciate  the  work  you  are  doing  and  enjoyed  talking  to 
your  group. 

Thank  you,  Mr.  Chairman. 

Mr.  Waxman.  Thank  you,  Mr.  Hastert. 

Again,  my  thanks  to  this  panel.  You  have  been  very  helpful. 

That  concludes  our  testimony  for  today.  We  stand  adjourned. 

[Whereupon,  at  3:09  p.m.,  the  hearing  was  adjourned,  to  recon- 
vene at  the  call  of  the  Cnair.] 

[The  following  statements  were  submitted  for  the  record:] 
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STATEMENT   OF   AMERIAN   FEDERATION 
OF  GOVERNMENT   EMPLOYEES 

Mr.  Chairman  and  members  of  the  Committee:  My  name  is  John  Sturdivant 
and  I  am  the  National  President  of  the  American  Federation  of 
Government  Employees,  AFL-CIO.  On  behalf  of  the  more  than  700,000 
federal  and  District  of  Columbia  employees  our  union  represents,  I 
thank  you  for  the  opportunity  to  testify.  AFGE  has  been  active  for 
decades  in  the  effort  to  reform  our  nation's  health  care  system  to  one 
which  resembles  Canada's  single  payor  format.  It  is  therefore  a 
pleasure  to  come  before  you  today  to  engage  in  discussion  over  how  to 
improve  an  already  excellent  blueprint  for  guaranteeing  every  American 
high-quality  and  affordable  health  insurance. 

AFGE  would  like  to  congratulate  President  Clinton  for  keeping  his 
promise  to  make  national  health  care  reform  a  top  priority  of  his 
administration.  The  question  of  the  day  is  no  longer  whether  we  need 
reform,  but  rather  what  is  the  best  approach  to  reform.  The  President 
deserves  credit  not  only  for  this,  but  also  for  keeping  the  principles 
of  universal  coverage  and  stringent  cost  containment  at  the  heart  of 
his  proposals. 

AFGE  has  been  highly  critical  of  the  Federal  Employees  Health  Benefits 
Program  ( FEHBP ) .  Despite  the  fact  that  the  approach  to  providing 
access  embodied  in  President  Clinton's  plan  appears  to  be  modeled 
loosely  on  the  FEHBP,  we  believe  that  it  is  structurally  superior  to 
FEHBP  in  many  ways.  In  particular,  it  avoids  risk  segmentation  by 
specifying  a  minimum  standard  benefit  package,  it  avoids  cost-shifting 
by  providing  universal  coverage,  and  perhaps  most  important,  it 
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provides  genuine  cost  containment  through  global  budgeting  and 
coordinated  allocation  of  health  care  technology. 

The  most  critical  failing  of  FEHBP  from  the  perspective  of  employees 
has  been  inadequate  employer  financing.  In  1989,  the  Congressional 
Research  Service  (CRS)  conducted  a  comprehensive  analysis  of  FEHBP  and 
found  that  on  average,  the  federal  government  spent  $1,100  less 
annually  per  employee  on  health  insurance  coverage  than  the  typical 
large  private  sector  employer.  Despite  the  fact  that  some  large 
corporations  have  increased  out-of-pocket  costs  for  their  employees 
in  recent  years,  that  gap  has  increased  slightly  in  the  last  four 
years.  The  most  glaring  and  shameful  result  of  the  federal 
government's  inadequate  contribution  to  health  insurance  benefits  for 
its  employees  is  that  according  to  the  0PM 's  Central  Personnel  Data 
File  (CPDP),  18.6  percent  of  federal  employees  who  are  eligible  to 
participate  in  FEHBP  do  not.  Almost  half  of  these  federal  employees 
do  not  have  health  insurance  coverage  from  another  source. 

To  put  it  plainly:  In  1990,  160,000  full-time,  year-around,  permanent 
federal  employees  had  no  health  insurance,  and  when  surveyed  by  0PM 
as  to  why  they  did  not  participate  in  FEHBP,  they  replied  that  they 
could  not  afford  it.  In  testimony  last  week,  0PM  Director  Jim  King 
indicated  that  the  number  of  full-time  federal  employees  without  any 
health  insurance  coverage  had  grown  to  300,000. 
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According  to  President  Clinton's  own  numbers,  30  million  of  the  37 
million  Americans  who  have  no  health  insurance  are  employed.  The  sad 
fact  is  that  7  percent  of  the  federal  government's  own  career 
workforce  has  no  health  insurance  because  they  lack  the  means  to  pay 
for  it.  This  fact  represents  the  failure  of  both  the  FEHBP  as  well 
as  the  nation's  health  care  delivery  system,  of  which  FEHBP  is  Just 
a  small  part.  So  it  is  in  this  context  that  we  question  the 
President's  goal  to  leave  federal  employees  "no  worse  off"  as  a  result 
of  reform.  The  health  insurance  benefits  provided  to  federal 
employees  must  be  improved  under  reform,  not  only  for  those  who  cannot 
afford  coverage  currently,  but  also  for  those  who  need  more 
comprehensive  and  more  affordable  coverage  than  they  currently 
receive. 

Once  the  principle  is  accepted  that  elimination  of  FEHBP  in  favor  of 
participation  in  regional  health  alliances  established  as  part  of  the 
Health  Security  Act  should  leave  federal  employees  better  off,  the 
difficult  task  of  specifying  the  formula  for  improving  their  benefit 
begins.  The  question  becomes  how  to  take  a  group  of  9  million  active 
federal  employees,  annuitants,  and  their  dependents,  who  are  currently 
enrolled  in  more  than  300  different  plans  with  various  premiums  and 
benefits,  and  put  them  into  a  new  system  with  at  least  153  new  plans 
(at  3  per  state  plus  the  District  of  Columbia)  and  make  them  better 
off? 
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The  answer  would  be  clear  and  simple  If  the  standard  benefits  package 
were  truly  comprehensive  and  fully  financed  by  employers  or  through 
the  federal  tax  system.   But  the  President  has  not  chosen  this  road. 

At  a  minimum,  AFGE's  goal  is  to  make  certain  that  federal  employees 
pay  no  more  than  they  do  now,  and  to  make  certain  that  their  benefits 
are  at  least  equivalent  to  what  they  currently  receive.  To 
accomplish  this,  we  must  consider  both  premium  contributions  and 
benefit  packages  which  are  different  from  the  minimums  proposed  in 
the  President's  bill. 

To  begin,  we  must  arrive  at  a  definition  of  what  federal  employees 
currently  receive.  It  is  not  enough  to  make  certain  that  the  dollar 
value  of  the  government's  contribution  does  not  decline;  our  goal  for 
reform  is  that  through  cost  controls,  the  elimination  of  cost- 
shifting,  and  reallocation  of  resources,  each  health  care  dollar  will 
be  able  to  purchase  more.  Thus  we  must  define  both  the  current  cost 
of  FEHBP,  as  well  as  the  health  benefit  package  which  is  available 
through  the  program. 

There  is  no  straightforward  way  to  define  the  prevailing  benefits  or 
costs  in  FEHBP.  Different  plans  have  different  benefits  and  premiums. 
The  premiums  charged  in  Blue  Cross  and  Blue  Shield ' s  High  Option  have 
been  skewed  by  the  risk  characteristics  of  enrollees  so  much  that 
there  is  a  nearly  250  percent  variance  between  the  actuarial  value  of 
the  plan's  benefits  and  its  premiums.    Some  plans  have  the  "best" 
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benefits,  some  have  the  "best"  price  relative  to  benefits  (but  poor 
benefits),  and  some  have  the  "best"  price.  The  truth  is  there  is  no 
"best"  plan  in  FEHBP.  What  then  should  be  the  standard  measure,  the 
standard  against  which  we  measure  any  new  plan  and  call  it  a  good  deal 
for  federal  employees  as  a  group? 

Blue  Cross  Blue  Shield  Standard  Option  has  the  largest  concentration 
of  FEHBP  enrollment,  but  it  does  not  have  the  most  comprehensive 
benefits.  Worse,  its  benefits  change  from  year  to  year.  There  is  no 
strict  floor  on  the  benefits  plans  must  provide  to  participate  in 
FEHBP;  OPM  may  require  coverage  for  a  category  of  treatment,  but  they 
do  not  make  requirements  about  the  rate  or  form  of  indemnity  the 
insurer  must  provide.  AFGE  will  not  worry  about  the  fact  that  there 
are  some  people  enrolled  in  FEHBP  who  have  very  low-cost  plans  with 
minimal  benefits:  they  will  likely  pay  more  as  a  result  of  reform, 
but  they  will  also  receive  better  benefits.  But  we  are  concerned  with 
protecting  the  benefit  levels  of  those  in  plans  with  very  high 
benefits.  The  cost  of  the  benefits  included  in  these  "high"  option 
plans  is  reflected  in  the  government ' s  premium  contribution  to  every 
plan  in  FEHBP,  so  they  can  not  be  considered  as  exceptions  or  outlyers 
which  do  not  affect  the  prices  of  other  plans.  The  concentration  of 
high  risk  individuals  in  particular  plans  also  allows  other  plans  to 
charge  lower  premiums  than  they  could  in  a  system  free  of  risk 
segmentation.  Thus  both  the  premiums  offered  and  the  benefits  charged 
in  all  plans  which  enroll  federal  employees  must  be  considered  in 
defining  the  current  FEHBP  benefit. 
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Dr.  Judith  Feder,  who  testified  along  with  OPM  Director  Jim  King 
before  this  committee  last  week,  claimed  that  the  actuarial  value  of 
the  benefits  in  the  President's  standard  package  was  roughly 
equivalent  to  the  average  set  of  benefits  offered  in  FEHBP  plans.  The 
differences,  she  said,  were  in  the  types  of  services  covered,  with 
the  President's  plan  placing  relatively  higher  priority  on  preventive 
care  for  both  adults  and  children.  Representative  Eleanor  Holmes 
Norton  (D-D.C. )  questioned  whether  the  actuarial  value  of 
hospitalization  coverage  was  comparable  to  that  of  preventive  care, 
and  Dr.  Feder  implied  that  it  was,  but  evaded  the  question  by  arguing 
that  if  federal  enrolles  chose  "low-cost  sharing"  plans,  i.e.  HMOs, 
the  problem  became  moot. 

AFGE  considers  this  a  crucial  issue  which  cannot  be  avoided:  Federal 
employees  should  not  be  forced  to  concede  complete  coverage  for 
hospitalization  in  order  to  gain  eligibility  for  prepaid  preventive 
care.  And  the  price  of  having  both  should  not  consign  one  to  the 
restrictions  of  an  HMO.  The  current  system,  with  all  its  flaws, 
provides  a  majority  of  participants  with  both  100  percent 
hospitalization,  and  a  variety  of  preventive  services  for  both 
children  and  adults,  including  dental  care.  Moreover,  the  majority 
of  FEHBP  participants  receive  these  benefits  through  fee-for-service 
plans  which  they  have  chosen  over  other  "lower  cost-sharing"  formats. 

AFGE  believes  that  the  contention  that  comprehensive  preventive 
service  coverage  represents  a  benefit  with  roughly  equivalent 
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actuarial  value  to  the  last  20  percent  of  hospitalization  coverage  is 
specious.  We  request  that  some  attempt  be  made  to  validate  this 
assertion  with  empirical  data  before  federal  employees  are  denied  what 
we  consider  enormously  valuable  hospitalization  coverage.  Our  own 
experience  suggests  that  the  data  will  refute  this  claim. 

Federal  employees  want  national  health  care  reform,  but  we  are  firm 
in  our  belief  that  the  advantages  positive  reform  will  bring,  such  as 
cost  containment,  universal  coverage,  rational  allocation  of 
resources,  etc.;  will  allow  the  federal  government  to  provide  federal 
employees  with  superior  benefits  and  lower  overall  costs  than 
currently  exist  under  the  FEHBP.  Indeed,  Dr.  Feder,  speaking  for  the 
Administration  at  last  week's  hearing  before  this  Committee, 
acknowledged  that  the  government  expects  to  spend  less  on  federal 
employee  health  benefits  as  a  result  of  reform.  The  rhetoric  of  the 
Administration  as  it  promotes  its  plan  is  that  it  will  lower  health 
care  costs  for  corporations  that  currently  provide  comprehensive 
benefits,  making  possible  an  end  to  the  stagnation  in  wages  that 
working  people  have  suffered  over  the  last  15  years  as  health  care 
costs  have  spiraled.  The  federal  government,  as  an  employer,  will 
also  see  its  costs  fall.  But  as  the  Health  Security  Act  is  written, 
any  savings  under  the  new  system  would  apparently  accrue  to  the 
government.  AFGE  wants  to  make  certain  that  if  real  costs  do  decline, 
federal  employees  benefit  from  those  savings. 
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Given  the  complexities  in  defining  the  "prevailing"  FEHBP  benefit, 
AFGE  believes  that  federal  employees  should  be  provided  the  set  of 
benefits  in  FEHBP *s  1994  Blue  Cross  and  Blue  Shield  standard  option 
plan,  with  the  government  paying  90  percent  of  the  premium  for  such 
benefits.  The  differences  between  these  benefits,  and  those  offered 
in  the  Health  Security  Act's  standard  package  for  the  "high  cost- 
sharing"  option  must  be  made  available  in  a  supplemental  package.  The 
government ' s  total  contribution  would  then  be  calculated  on  an 
additive  basis,  as  the  sum  of  90  percent  of  the  weighted  average 
premium  in  a  given  standard  "alliance"  package,  and  90  percent  of  a 
community-rated  premium  for  a  supplemental  package  which  would  bring 
federal  employees'  coverage  up  to  the  level  of  the  1994  Blue  Cross  and 
Blue  Shield  standard  option.  In  areas  where  the  benefits  in  the 
President's  standard  package  are  superior  to  those  in  the  Blue  Cross 
package,  federal  employees  should  receive  the  higher  benefit. 

The  types  of  benefits  which  would  be  included  in  this  supplemental 
package  would  be  100  percent  inpatient  hospital  care  with  no  limit  on 
the  number  of  days  and  no  per  admission  deductible  if  the  hospital 
were  in  a  plan's  network,  and  100  percent  for  such  care  after  a  $250 
per  admission  deductible,  if  the  hospital  were  outside  the  network. 
Fee  schedule  allowances  for  adult  dental  care  and  lower  annual  out-of- 
pocket  maxima  would  also  be  included.  There  are  other  specific 
benefits  and  coverage  levels  included  in  the  Blue  Cross  plan  that  vary 
from  the  proposed  "standard"  package  which  AFGE  would  be  happy  to 
provide  to  the  Committee. 
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The  final  explicit  safeguard  which  AFGE  believes  needs  to  be  included 
in  the  legislation  involves  the  impact  of  variations  in  premiums  by 
locality.  In  the  short  run,  we  anticipate  that  there  will  be  large 
differences  in  local  alliance  premiums  based  on  the  risk 
characteristics  of  local  populations.  Areas  with  large  concentrations 
of  people  who  are  elderly,  poor,  under-served,  etc.  are  likely  to  have 
premiums  which  would  result  in  federal  employees '  having  to  pay  more 
than  they  currently  do  in  FEHBP's  national  plans,  despite  the  seeming 
improvement  in  the  cost-sharing  formula.  Ten  percent  of  a  higher 
premium  in,  say,  Washington,  D.C.,  may  be  higher  than  28  percent  of 
the  current  FEHBP  experience-rated  premium  which  applies  equally  to 
federal  employees  throughout  the  nation.  The  principle  of  protecting 
federal  workers  so  that  none  is  worse  off  as  a  result  of  reform  will 
require  special  coinsurance  rates  in  these  cases. 

The  benefits  in  the  Blue  Cross  and  Blue  Shield  plan,  along  with 
supplemental  cost-sharing  adjustments  in  areas  with  extraordinarily 
high  local  costs,  would  bring  federal  compensation  closer  to  that 
offered  by  large  private  sector  employers.  The  government /employer 
contribution  would  continue  to  be  lower,  both  in  percentage  and 
nominal  terms,  but  the  benefits  would  be  closer  to  parity.  AFGE  has 
made  the  argument  repeatedly,  in  the  context  of  salaries,  health 
benefits,  and  retirement  benefits,  that  compensation  parity  with  non- 
federal employers  is  vital  to  the  government's  effort  to  recruit  and 
retain  highly  qualified  and  highly  motivated  workers. 
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The  reinventing  government  initiative,  which  AFGE  has  supported,  is 
based  on  the  belief  that  a  workforce  that  is  smaller,  but  more  highly 
"valued"  will  succeed  in  regaining  the  public's  trust  and  respect. 
Federal  workers  who  receive  better  pay  and  benefits,  more  training 
opportunity,  more  responsibility,  more  control  over  their  work  will 
be  motivated  in  a  variety  of  ways  to  create  a  government  that  is  more 
efficient  and  responsive  to  the  people  it  serves.  AFGE  shares  these 
goals  with  the  Clinton  administration,  and  we  believe  that  improving 
federal  employees'  health  care  coverage  at  the  same  time  that  national 
health  care  reform  is  undertaken  will  go  far  in  helping  to  accomplish 
them. 

The  Problems  of  the  District  of  Columbia 

AFGE  represents  over  55,000  residents  of  the  District  of  Columbia,  who 
work  for  both  the  federal  and  District  governments.  We  are  gravely 
concerned  about  the  disadvantages  we  foresee  for  the  City  of 
Washington  if  health  alliances  are  established  on  a  state-by-state 
basis.  The  risk  pool  for  Washington  is  similar  to  other  large  urban 
centers,  and  will  include  an  extraordinarily  high  proportion  of  people 
who  represent  high  health  care  risks:  the  poor,  substance  abusers, 
those  exposed  to  violence,  and  previously  uninsured  people  whose 
health  status  has  suffered  because  they  have  not  had  regular  access 
to  preventive  care.  Washington,  D.C.  has  the  nation's  highest  per 
capita  rate  of  both  AIDS  and  HIV  infection.  It  has  the  nation's 
highest  infant  mortality  rate,  and  one  of  the  highest  homicide  rates. 
Other  urban  areas  with  similar  populations  will  benefit  from  inclusion 
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in  an  alliance  area  which  brings  wealthier  and  healthier  suburban 
residents  together  in  a  more  diverse  pool.  But  Washington  does  not 
have  that  advantage. 

These  issues  are  of  particular  concern  to  AFGE  because  federal  and 
District  of  Columbia  employees  represent  a  significant  majority  of  the 
insured  population  of  Washington.  We  will  feel  the  direct  impact  of 
the  District's  disadvantages. 

There  is  no  incentive  in  the  President's  bill  for  either  Virginia  or 
Maryland  to  include  a  high-cost  urban  area  like  Washington,  D.C.  in 
their  state  alliances,  even  though  they  would  be  permitted  to  do  so. 
Although  agreements  will  undoubtedly  be  made  which  will  allow 
residents  of  the  Washington  suburbs  to  utilize  the  city's  excellent 
health  care  facilities,  the  problem  remains  that  Washington's 
residents  will  be  disadvantaged  relative  to  those  in  other  urban 
areas,  as  well  as  those  who  work  there  but  live  in  its  suburbs. 

Without  some  provision  of  subsidies  to  compensate  for  the  District's 
disadvantages,  all  of  the  social  and  economic  problems  which  make  the 
Washington  population  high-risk  to  begin  with  will  be  exacerbated. 
Since  individuals  will  enroll  in  plans  based  on  where  they  reside  as 
opposed  to  where  they  work.  District  residents  will  be  less  attractive 
to  employers  because  the  premiums  for  their  care  will  be  higher  than 
those  of  suburban  residents.  Unemployment  and  poverty  in  the  District 
will  increase.  Firms  will  find  it  economical  to  locate  in  the  suburbs 
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rather  than  the  city,  and  residents  who  can  afford  to  will  also  be 
inclined  to  leave.  The  attendant  decreases  in  tax  revenues  will  also 
exacerbate  the  City's  problems,  causing  continued  funding  problems  for 
public  schools  and  other  public  services. 

Other  urban  areas  which  include  more  than  one  state  will  face  similar 
difficulties,  but  the  fact  that  the  District  is  not  a  state  makes  it 
uniquely  vulnerable,  especially  in  terms  of  the  restrictions  in  taxing 
authority  it  faces.  AFGE  believes  that  in  order  to  avoid  the 
devastating  fallout  which  would  result  from  implementation  of  the 
President's  bill  as  it  is  written,  Washington  D.C.  will  need  either 
direct  subsidies  for  its  population,  or  the  surrounding  states  will 
need  financial  inducements  to  include  Washington  residents  in  their 
alliances. 

Because  of  the  high  concentration  of  federal  employees  living  in  the 
District,  the  high  premiums  which  would  be  charged  in  Washington  if 
it  remains  isolated  are  of  concern  to  all  federal  employees.  The 
local  boundaries  drawn  for  the  locality  pay  system,  which  reflect 
commuting  patterns,  stretch  from  Baltimore  to  Saint  Mary's  County  in 
Maryland  to  Prince  William  County  in  Virginia.  This  "community"  will 
be  paid  on  the  same  basis,  but  is  likely  to  face  vastly  different 
health  insurance  premiums,  unlike  in  the  current  system.  AFGE  urges 
the  committee  to  address  the  unique  disadvantages  federal  employees 
living  in  Washington,  D.C.  face. 
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The  Politics  of  Inclusion  in  Local  Alliances 

There  is  an  awkward  political  problem  regarding  federal  employees' 
health  benefits  under  the  Clinton  plan:  the  so-called  "standard 
benefits  package"  proposed  for  all  Americans  is  inferior  to  that 
provided  to  Congress,  the  Executive  Branch  and  members  of  the  Federal 
Judiciary.  If  the  plan  is  not  good  enough  for  us,  why  then  is  it  good 
enough  for  everyone  else?  The  political  symbolism  is  difficult  to 
ignore.  But  the  problem  is  solved  by  acknowledging  that  the 
"standard"  package  represents  only  a  minimum. 

AFGE  has  never  supported  the  idea  of  maintaining  FEHBP  as  a  separate, 
private  program  once  national  health  care  reform  was  enacted.  On  the 
contrary,  we  have  always  supported  universal  coverage  and 
participation,  including  federal  employees.  In  fact,  we  do  not 
support  the  right  of  large  employers  to  form  their  own  "corporate 
alliances"  outside  the  community-based  alliance  system  because  we 
think  this  allows  them  to  be  free-riders,  taking  advantage  of  the 
community's  health  care  infrastructure  —  medical  education, 
hospitals,  the  benefits  of  subsidized  medical  and  pharmaceutical 
research,  etc. --without  having  to  pay  the  community  rated  premiums 
which  will  reflect  the  costs  of  supporting  this  infrastructure. 

AFGE  has  no  particular  affinity  for  the  FEHBP  system,  and  we  believe 
that  the  Clinton  plan  holds  the  potential  to  be  a  vast  improvement. 
But  we  do  not  want  federal  employees  to  suffer  in  order  to  maintain 
the  pretense  that  the  President's  reform  plan  will  mean  everyone  in 
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America  will  have  the  same  coverage.  AFGE  would  likely  have  supported 
such  a  plan,  but  that  is  not  what  the  President  has  proposed.  Thus 
the  standard  benefits  package  must  be  seen  as  a  minimum,  or  floor. 
It  reflects  the  fiscal  constraints  on  the  federal  government  and  the 
competitive  restraints  on  some  businesses.  Ideally,  everyone  would 
have  more  comprehensive  benefits  than  are  specified  in  the  floor,  just 
as  everyone  would  be  paid  more  than  the  minimum  wage.  But  a  variety 
of  political  and  economic  factors  have  forced  the  President  to  be  more 
modest  in  his  benefits  package  than  any  of  us  might  have  preferred. 

Federal  employees  currently  receive  health  benefits  which  are  superior 
to  those  in  the  standard  package,  and  we  are  not  prepared  to  receive 
less  under  reform.  We  believe  that  guaranteeing  the  benefits  set 
forth  in  the  1994  Blue  Cross  and  Blue  Shield  FEHBP  plan,  with  a 
government  contribution  to  the  premium  set  at  90  percent,  is  an 
appropriate  solution.  It  would  be  a  slight  improvement  over  the 
status  quo  for  the  majority  of  federal  employees. 

Conclusion 

AFGE  supports  President  Clinton's  prodigious  effort  to  solve  our 
nation's  health  care  crisis  in  a  way  that  preserves  what  is  good  and 
eliminates  what  is  wrong.  But  we  will  not  support  the  bill  if  it 
causes  a  reduction  in  health  benefits  or  an  increase  in  costs  for 
federal  employees.  We  consider  the  general  approach  to  be  fair,  and 
are  hopeful  that  if  enacted,  it  will  succeed  in  providing  universal 
coverage,  meaningful  cost  controls,  and  progressive  financing.  This 
concludes  my  testimony,  and  I  will  be  happy  to  answer  any  questions 
you  may  have. 
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STATEMENT   OF 

NATIONAL   COUNCIL 

OF   SENIOR   CITIZENS 

Introduction 

Good  morning,  Mr.  Chairman,  members  of  the  Subcommittee.  It  is  a  pleasure  to  be  here 
today.  My  name  is  Daniel  Schulder.  I  am  the  Legislative  Director  of  the  National  Council  of 
Senior  Citizens  (NCSC).  NCSC  represents  over  five  million  older  and  retired  Americans 
nationwide  through  our  5,000  affiliated  clubs  and  Councils.  The  National  Council  was  founded 
in  1961  to  lead  the  fight  for  Medicare.  After  its  enactment— an  event  we  considered  to  be  the 
first  step  in  the  creation  of  a  universal  national  health  care  system— the  Council  continued  its 
work  on  health  reform.  At  the  same  time,  we  expanded  our  commitment  to  programs  for  older 
workers,  transportation,  housing,  civil  rights  and  Social  Security  and  pension  protections.  Our 
work  is  not  just  for  today's  retirees,  but  also  for  current  workers  who  will  one  day  enjoy  the 
fruits  of  their  labor  and  for  younger  persons  not  yet  in  the  workforce. 
Health  Principles 

Over  the  decades,  the  National  Council  has  debated  which  way  this  nation  should  provide 
health  care  to  all  its  citizens.  After  careful  consideration  of  many  different  approaches,  our 
membership  and  General  Policy  Board  adopted  a  set  of  health  reform  principles.  The  principles 
are  used  by  our  officers  and  legislative  staff  to  determine  if  specific  legislation  merits  the  support 
of  the  National  Council.  The  health  reform  goals  of  this  organization  and  America's  seniors  are 
incorporated  in  these  principles.  They  are: 
•        Universal  coverage,  with  everyone  in  the  same  system. 
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•  Comprehensive  benefits  so  that  all  medically  necessary  services  will  be  provided  to  all 
without  multiple  tiers  of  benefits  based  on  income,  age  or  other  extraneous  factors. 

•  Costs  must  be  controlled  throughout  the  system. 

•  Financing  must  be  fair  and  progressive. 

•  Cost  sharing  must  not  create  barriers  to  receiving  care  and  must  not  be  relied  upon  to 
finance  the  system. 

•  Quality  must  be  strengthened  with  consumer  protections. 

•  Health  planning  must  be  undertaken  to  allow  all  our  citizens  equal  access  to  high-tech 
medicine. 

•  Patients'  rights  must  be  spelled  out  to  guarantee  the  timely  delivery  of  services. 

•  The  Federal  government  and  states  must  oversee  the  program  to  ensure  a  strong  role  for 
consumers  in  the  administration  of  the  program. 

•  Finally,  whatever  system  is  adopted  must  point  the  way  towards  a  single-payer  system. 

Single-Payer 

Mr.  Chairman,  the  health  system  that  best  incorporates  these  principles  is  the  single-payer 
approach  embodied  in  the  legislation  introduced  by  Congressman  Jim  McDermott  (D-Wash.)  and 
Senator  Paul  Wellstone  (D-Minn.). 

Single-payer  provides  a  sensible  approach  to  most  of  our  health  care  problems.  It  will 
reach  every  resident  of  this  country  and  guarantee  that  their  health  care  needs  will  be  met.  It 
will  be  paid  for  fairly  through  a  progressive  income  and  business  tax  system  with  those  who  can 
afford  paying  a  fair  share,  while  lower-income  people  will  not  see  their  tax  burden  increased. 
Under  the  Wellstone/McDermott  bills  up  to  90  percent  of  all  Americans  will  see  their  overall 
health  care  spending  decrease. 

Single-payer  allows  us  to  finally  get  a  solid  handle  on  costs  that  are  spinning  out  of 
control.  (NCSC  believes  that  the  current  trend  showing  slower  growth  in  overall  health 
spending  is  a  cynical  manipulation  of  the  system  by  the  insurers  and  providers  of  health  care  to 
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lull  us  into  believing  there  is  no  financial  crisis.)  Only  through  system-wide  cost  controls  will 
we  be  able  to  put  an  end  to  providers  being  able  to  pit  one  group  against  another  (e.g.,  raising 
private  pay  rates  to  make  up  for  falling  Medicare  and  Medicaid  rates). 

Single-payer  will  expand  benefits  for  all  Americans.  It  will  allow  us  to  provide  an 
extended  array  of  preventive  care  services  to  keep  people  healthy,  prescription  drugs  to  maintain 
that  health,  and  long-term  care  services  keyed  to  community  and  home-based  supports  rather 
than  to  institutional  services. 

Finally,  single-payer  keeps  the  private  health  delivery  system  intact  and  it  builds  on  the 
strengths  of  that  system. 

Passage  of  a  single-payer  system  is  the  ultimate  goal  of  the  National  Council.  However, 
our  arrival  at  that  goal  may  not  be  as  direct  as  we  might  wish. 
President  Clinton's  Legislation 

As  you  know,  the  President  of  the  United  States  has  introduced  a  comprehensive  plan  to 
cover  all  Americans.    We  examined  the  Clinton  bill  in  the  context  of  our  own  health  care' 
principles.   We  have  found  many  reasons  for  seniors  to  support  the  Clinton  health  proposal. 

Universal  coverage  guaranteed  by  1998  is  a  key  reason  the  National  Council  believes  that 
H.R.  3600  advances  the  health  reform  debate.  No  other  health  care  proposal,  other  than  single- 
payer,  comes  close  to  meeting  this  important  goal. 

Strong  cost  containment:  If  we  as  a  nation  cannot  hold  down  the  spiraling  growth  in 
private  health  care  expenditures,  we  will  never  be  able  to  control  Medicare  and  Medicaid 
costs — leaving  us  unable  to  achieve  any  meaningful,  long-term  deficit  reduction  or  needed 
domestic  investments. 
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Under  H.R.  3600,  Medicare  is  strengthened  with  the  addition  of  a  prescription  drug 
benefit  with  capped  out-of-pocket  costs.  Balance  billing  is  finally  eliminated  under  Medicare. 
NCSC  fought  for  many  years,  both  here  in  Congress  and  in  State  Houses  across  the  nation,  to 
have  this  onerous  and  regressive  cost-sharing  provision  removed  from  the  Medicare  program. 

Pre-Medicare  or  "early"  retirees  are  covered.  While  some  in  Congress  may  see  this  as 
a  boon  to  those  corporations  which  now  provide  retiree  health  benefits,  it  is  actually  a  necessary 
component  for  reaching  universal  coverage.  Of  the  ten  million  pre-Medicare  retirees,  only  about 
forty  percent  have  any  business-provided  health  insurance.  Only  four  percent  of  all  U.S. 
companies  provide  any  retiree  health  benefits.  This  means  six  million  older  Americans  are 
either  buying  individual  insurance  policies  themselves,  are  utilizing  government  assistance  or  are 
going  without  such  protection.  The  pre-Medicare  retiree  benefit  is  fundamentally  not  a  business 
benefit,  but  a  help  to  retired  workers  and  their  families.  Many  of  these  people  were  "down- 
sized" out  of  the  workplace.  They  would  have  continued  working  had  their  employer  not  told 
them  they  would  get  either  a  pension  check  or  an  unemployment  check. 

This  President  has  taken  leadership  to  acknowledge  that  meeting  chronic  care  needs  are 
as  important  as  acute  services.  The  creation  of  a  non-means-tested  long-term  home  and 
community-based  care  program  for  citizens  of  all  ages  takes  the  crucial  first  step  of  meeting 
chronic  care  needs  that  increase  with  age  across  the  nation. 

This  same  commitment  to  seniors'  health  needs  of  America  cannot  be  found  in  the 
Cooper/Breaux  bill  which  will  eliminate  all  federal  support  for  long-term  care  forcing  the  states 
to  pick  up  die  difference.  It  cannot  be  found  in  the  Michel/Lott  bill  which  simply  cuts 
reimbursement  rates  for  Medicare  making  it  harder  for  beneficiaries  to  find  a  provider.  These 
pieces  of  legislation,  and  similar  efforts,  only  take  from  Medicare  and  offer  nothing  in  exchange. 
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The  National  Council  strongly  believes  that  the  useful  debate  should  not  be  between  the 
so-called  'Clinton-lite*  plans  and  Clinton  but  rather  between  H.R.  3600  and  H.R.  1200.  As  the 
polls  show,  it  is  not  a  matter  of  how  far  the  American  people  want  to  go,  it  is  a  question  of  how 
far  Congress  is  willing  to  hold  us  back  from  truly  effective  solutions. 

This  does  not  mean  the  National  Council  believes  the  Clinton  bill  to  be  without  flaw. 
There  are  key  improvements  we  would  like  to  have  made  to  the  bill  as  drafted. 

In  order  to  create  a  single-tiered  health  care  system  and  to  eliminate  the  perception  that 
older  citizens  could  be  treated  as  second-class  medical  citizens  under  H.R.  3600,  we  believe 
Medicare  beneficiaries  should  be  given  the  option  to  join  a  health  alliance  plan  or  return  to 
Medicare  during  the  open  enrollment  season.  If  a  senior  opts  into  the  health  alliance  system, 
then  Medicare  should  be  required  to  pay  the  80  percent  average-weighted  premium  like 
Medicaid,  rather  than  Medicare  paying  to  the  Alliance  what  it  would  have  paid  had  the 
beneficiary  stayed  in  Medicare.  The  health  alliance  premium  for  an  older  citizens  must,  like 
their  younger  counterpart,  be  community-rated  if  we  are  to  purge  a  major  evil  of  the  current 
insurance  system  of  risk  adjustments  of  premium  by  age. 

We  are  also  concerned  about  the  ability  of  Medicare  to  absorb  another  $124  billion  in 
cuts.  In  order  to  mitigate  these  changes  and  stop  the  current  trend  of  physicians  turning  away 
Medicare  beneficiaries,  we  believe  private-pay  rates  and  Medicare  rates  should  be  linked 
together.  By  legislating  that  Medicare  rates  could  not  be  lower  than  seven  percent  of  the 
average  reimbursement  for  a  geographic  location,  Congress  would  ensure  providers  would  not 
lack  an  economic  incentive  to  see  Medicare  patients.  Also,  if  die  private-sector  cost  containment 
were  more  successful  than  anticipated,  Medicare  growth  would  fall  more  quickly.   We  also 
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believe  that  the  Congress  should  consider  a  hard-nosed  anti-discrimination  clause  in  H.R.  3600 
assuring  that  Medicare  beneficiaries  will  not  lose  access  because  of  lower  payments  to  providers. 
In  fairness,  since  the  Clinton  program  provides  financial  protections  to  those  at  150 
percent  of  poverty  or  below,  die  Qualified  Medicare  Beneficiary  (QMB)  eligibility  thresholds 
should  be  raised  to  this  level.  We  would  also  like  to  see  a  federal  minimum  benefit  level 
specifying  services  established  for  the  long-term  home  and  community-based  care  program  in 
order  to  establish  a  uniform  set  of  support  services  throughout  the  states.  The  eligibility 
requirement  should  also  be  reduced  from  three  activities  of  daily  living  to  two  based  on  a  care 
manager's  assessment  of  need. 

Single-Payer  Option 

Mr.  Chairman,  the  National  Council  believes  that  national  health  reform  debate  now 
centers  on  H.R.  3600.  As  I  said  earlier,  we  want  that  debate  to  continue  and  to  incorporate  the 
benchmarks  established  by  the  single-payer  proposals.  We  know  that  a  single-payer  system  will 
be  adopted  by  this  nation  one  day,  and  we  are  going  to  do  all  we  can  to  further  that  day  along.  ' 
That  is  one  reason  why  we  are  going  to  be  fighting  very  hard  for  Congress  to  pass  the  single- 
payer  state  option  the  President  included  in  his  bill. 

Several  states  are  already  interested  in  adopting  a  single-payer  system  and  the  Federal 
government  should  not  prevent  their  doing  so.  The  Congress  of  California  Seniors,  as  you 
know,  Mr.  Chairman,  is  very  much  involved  in  the  California  Health  Access  campaign  to  pass 
a  single-payer  initiative  in  your  home  state.  Canada  did  not  adopt  a  its  successful  single-payer 
structure  overnight,  rather  it  was  enacted  one  province  at  a  time.  If  that  is  what  it  will  take  to 
demonstrate  the  political  commitment  for  this  approach  to  our  federal  legislators  then  we  are 
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prepared  to  work  for  single-payer,  state-by-state.   What  we  will  not  support  is  a  retreat  from 
basic  assumptions  of  the  President's  proposal.  That  would  betray  the  principles  demanded  by 
our  members. 
Goals  of  the  National  Council  of  Senior  CJtJaOB 

This  organization  has  not  backed  away  from  our  single-payer  support.  We  support  the 
Clinton  bill  because  we  see  the  Clinton  bill  as  laying  the  foundation  of  a  national  and  efficient 
system  of  health  care.  We  will  be  working  with  the  Congress  and  this  subcommittee  to  bring 
the  Clinton  plan  in  line  with  as  many  single-payer  principles  as  we  possibly  can.  We  will  then 
use  every  resource  we  have  available  to  ensure  the  passage  of  a  progressive  health  reform 
package.  We  will  oppose  any  and  all  legislation  that  does  not  meet  our  principles  and  sets  back 
the  cause  of  senior  health  care  and  the  health  needs  of  all  citizens. 

With  your  help,  our  members'  hard  work,  and  God's  blessing,  we  will  enact  the  most 
fundamental  restructuring  of  the  health  care  system  in  our  nation's  history.   Thank  you. 
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